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Introduction

Cairo and Plague! During the whole ime of my stay, the plague was so
master of the city, and stared so plain in every street and every alley, that
I can’t now affect to dissociate the two ideas. . . . The orientals, however,
have more quiet fortitude than Europeans under afflictions of this sort.
. . .[In the cities of the dead], tents were pitched, and swings hung for the
amusement of children—a ghastly holiday! but the Mahometans take a
pride . . . in following their ancient customs undisturbed by the shadow of
death.

Alexander Kinglake, Eothen, 1835’

Living and writing in largely Islamic Cairo 160 years after the author of
Eothen observed it in time of plague, I am struck by the continuing integrity
of Egyptian culture when confronted with Life-threatening crises. I am also
aware that the sort of cultural imperialism trumpeted by Kinglake is far from
dead. For instance, one of the quality London newspapers recently available
on Cairene streets revealed that a United Nations panel on climatic change
estimated the cash value of each individual in the Third World at only one-
fifteenth that of persons in Western Europe or America.?

One of the first questions to be asked of a study in comparative history
concerned with power relations and the impact of epidemic diseases is about
the role played by university-trained medical doctors; have they always
performed the same functions as they do today? The short answer is a firm
“no”. Until the early twentieth century and the “medicalization” of the
West, most sick Europeans not of high or middling status relied on
their family for basic health care. If the situation worsened, they might
call in healers from the village and perhaps supplement this by cures
recommended by wandering pedlars. Aside from financial costs and status
considerations, one reason why ordinary Europeans so seldom had recourse
to medical doctors was the perception that they were unable to cure any
serious illness.

Following guidelines laid down by Galen (131—c. 201 CE) and Avicenna
(in Arabic, Ibn Sina) (d. 1037), doctors themselves saw their task as pro-
viding clients with special individualized techniques for preventing ill health.
When a client who had been acting on a medically prescribed regimen was




1. Professor Robert Koch. Engraving by P. Naumann for the
Hlustrated London News, 19 November-1890

actually struck by a serious sickness, the doctor’s function was to give the
impression of caring, through placebos, bathings, bleedings, and dietary
recommendations. He (before the nineteenth century, a woman doctor
would have been a contradiction in terms) knew full well that he could not
actually cure the illness.’

For our purposes, modern medicine begins with the work of the Prussian
medical scientist Robert Koch (1843-1910). Koch discovered the tiny living
organism (vibrio) that causes cholera while in Alexandria (Egypt) in 1883
and confirmed his finding in Calcurta (Bengal) in 1884; he had discovered
the causal agent of tuberculosis two years earlier.® Yet it was some time
before Koch’s radical ideas won general acceptance and came to influence
therapeutics. Doctors trained in the “scientific truths” of the Great Tradition
held that most diseases were caused by miasmas, undisciplined life-styles,
and anything other than tiny living organisms. Confronted with Koch’s
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Introduction xiii

ideas, they were unwilling to give up what they had always believed. Only
with their retirement did younger men trained in the new paradigm finally
come to the fore.’

The transitional years (1880s-1930s) that led to the full medicalization of
the West (lay people’s acceptance of medical doctors as their first line of
defense against disease) coincided with the great age of European and North
American imperialism; the two phenomena were not unrelated. Coming out
of the scramble for Africa, the scramble for China, and the conquest of
Spain’s old empire in the Caribbean and Pacific by the USA was the new
discipline of Tropical Medicine. From its very onset tropical medicine was
thus an “instrument of empire” intended to enable the white “races” to live
in, or at the very least to exploit, all areas of the globe. Justifying this new
role were the “truths” concocted by Herbert Spencer and later incorporated
into popularizations of Charles Darwin’s seminal works on evolution. As
generally understood, the Social Darwinistic message was that Europeans
were at the very summit of the evolutionary chain and that they should, by
right, dominate all other humankind.

Yet as we know, the only thing new about these assertions was the
scientism used to support them; as an actual phenomenon European impe-
rialism dates back some five hundred years. Europe’s first moves toward
world domination were undertaken by the Portuguese and the Spanish in the
fifteenth century, followed in the next two hundred years by the Dutch,
French and English. Then in the mid-seventeenth century, emerging from
what had already become a true global economy touching all habitable
continents except Australia were the beginnings of mass consumerism. This
phenomenon was part of a larger scheme, Development, which was man-
aged by agents living in the financial capitals of Europe: Genoa, Lisbon and
Antwerp and later Amsterdam and London.

Regarded for our purposes as a principal motor force of the early modern
and modern world, Development was capable of taking on a multiplicity of
forms. Most required four elements: (1) fertile land, seeds, forests, mineral
and other raw materials that could be converted into products (some of
them entirely new) which consumers could be enticed to buy; (2) the
laborers who did the actual converting and who might or might not double
as consumers, depending on what their owners or employers permitted; (3)
the credit and credit facilities needed to meet the costs of bringing together
on one site the raw materials and the labor needed to convert it into a
saleable product and then to take it to whichever market would provide the
highest profit; and (4) the consumers who, by handing over cash, promissory
notes or verbal promises to pay, converted the finished product into gold or
silver, the species on which the pre-1930s European credit system rested.
Until the final quarter of the nineteenth century (when high-tech industry
finally prevailed), the actual nature of finished products—whether com-
pletely manufactured by hand, by machine, or by a combination of both—
was immaterial. What did matter was that the European agents of Develop-




xiv Introduction

ment kept its processes turning over and brought under its influence more
and more of the world’s people.”

Among the unintended consequences of Development was the creation of
disease networks which—like the trading network first put in place by the
Portuguese—spanned the world Before Columbus’s fateful crossing of the
Adantic in 1492, none of the epidemic diseases treated in this book—
bubonic plague, leprosy, smallpox, cholera, malaria, yellow fever or vene-
real syphilis (as opposed to yaws) had existed 1n the New World. This happy
condition has been seen as the result of two sets of happenings The first was
the migration of proto-Asian peoples overland across what is now the Bering
Straits some 40,000 years ago; rising seas closed this route 30,000 years
later. These incoming settlers formed the genetic core of the population of
the pre-Columbian New World. Second, occurring in the Old World after
the emigrants had departed, was the evolution of modem diseases.’

Theory—based on Europeans’ idea that their own past establishes rules
applicable always and everywhere—holds that in order to evolve, the types
of epidemic disease we deal with here required sizeable populations of
settled people. In the Old World, settled agriculture (as opposed to root-
gathering and hunting) began between 10,000 BCE (in Asia) and 9,000 BCE
(in Egypt and the Fertile Crescent). This chronology fits mcely with time
schedules positing the evolution and appearance of Old World diseases. The
theory however does not explain why (except for TB) these failed to develop
in the New World. In the western hemisphere, in existence from around soo
BCE, principally in Meso-America, were large market towns and populous
cities (many with over 50,000 inhabitants).

The evolution of microscopic organisms capable of causing epidemic
diseases on the Eurasian land mass several thousand years after Native
Americans’ ancestors left meant that the latter’s descendants had no occa-
sion or need to develop immunities against them The consequences of this
were catastrophic, particularly in the case of smallpox. Beginning only
twelve years after the death of Columbus himself, in any New World region
invaded by infecuve Europeans, within a generation or so nine out of
ten Native Americans would be carried off by smallpox, or other lethal
illnesses which seemed like it, before they had time to have children of their
own.

But for the Development agents in Europe who were determined to reap
maximum profit from mines of gold and silver in the New World, the
destruction of Native Americans was no great loss. Thanks to Portuguese
naval technology (soon surpassed by that of the Dutch and English) and to
Portuguese bases in Africa and Asia, it was relatively easy to import African
slaves to work the American mines Thus within a few short decades of
European contact, the holocaust of smallpox (together with measles and
typhus) combined with white greed and other human behaviors to transform
the ethnic composition of the New World completely.’

In any polity, whether in Europe itself, or in a non European ruled region
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Introduction Xv

being transformed by Development, or in a proper European colony, an
epidemic impacted on the power relationship between the dominant few and
the dominated many. Obviously, it was the rulers who determined the
official response to the disease threat (sometimes in consultation with
medical doctors). Though epidemiological contexts differed, very often the
elite would claim that the disease targeted one particular set of people while
leaving others alone. Arrived at through a complex of cultural filters, this
perception was part of what I term the disease Construct (as in Construct
leprosy, or Construct yellow fever). In establishing official responses, this
Construct determined what—if anything—should be done in an attempt to
limit disease transmission.'

Very often, ordinary people found that the policies put in force during an
epidemic—the quick burial of corpses in lime in mass graves, confiscation of
the property of the dead, closure of markets, establishment of quarantines—
posed far greater threats to their world of lived experience and expectation
than the disease itself. Yet the privileged few could never understand why
their own ideas (taken to be exemplary of the wisdom of the learned Great
Tradition) should not be taken as the universal norm. With the coming of
the Enlightenment in France, England and Scotland, the divergence of elite
and popular attitudes became wider still."

In the following six chapters, I place each epidemic disease in two different
cultural settings, one European and the other Non-Western. Contex-
tualization in time, space and culture means that I have set myself a rather
different task than William McNeill assigned himself twenty years ago;
essentially what McNeill did was to assess the impact of epidemic diseases
on humankind in general.'? Working chronologically, I begin with a study of
the bubonic plague in West Europe and in the Cairo-based Mamluk Middle
Eastern empire, both hit by the illness in 1347. In Europe it disappeared in
the 1690s/1720s but lingered in the Middle East until the 1840s. In the
West, centuries after the plague had disappeared it remained the quintessen-
tial scourge against which later crises tended to be compared.” Yet, horren-
dous as Europe’s experiences were, at least the plague did not open it to
conquest by aliens in the way that smallpox later did the Americas.

The second chapter, on leprosy, begins in the Middle Ages in Europe with
an examination of the growth of the potent Construct, the “leper” as
stigmatized being, then proceeds to case studies of the way this Construct
was applied in the colonized world in the nineteenth century. Beginning with
Hawai’i and India, I move on to South Africa, Nigeria, the Philippines and
Malaysia. The chapter ends with a note of warning: though there is now an
effective cure for leprosy if applied in time, the medieval Christian Construct
remains. People prone to accept current western wisdom about Construct
lepers seldom seek medical care early enough to prevent the itreversible loss
of fingers and toes.

Chapter 3 deals with smallpox in the Americas and in Europe. The fourth
chapter examines the hidden plague, venereal syphilis, in Europe and in
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the Americas after ¢. 1493. The chapter ends with a discussion of the
ways in which the proud civilization that was China confronted Construct

Cholera in India and in Great Britain is the subject of the fifth chapter.
During the years of British rule, c. 1786-1947, cholera claimed the lives of
upwards of 28 mllion people. Before the British arrived, it is unlikely that
it had ever been a major threat to the subcontinent as a whole. Cholera thus
may be seen as the quintessential disease of colonialism. Within the British
Isles, where the disease first struck in 183, cholera and Construct cholera
(in this instance a Construct not related to the colonial experience) are seen
as one of the several anvils on which the still inchoate middle class beat
down their social enemies, the communitarian artisans and craftsmen, who
in older understandings were the true people of England.

Malaria and yellow fever in the Adaatic world (Africa, the Caribbean,
maintand America) are treated in the penultimate chapter. In the evolution
of these diseases, Development (involving the involuntary migration of
millions of potential laborers from East to West) is again found to be a
principal motor force. As with leprosy in the nineteenth century, disease
Constructs were important in shaping dominant peoples’ attitudes. Con-
stmctyeﬂowfevetheldthatblackAfncanswmimmunemthedisense.This
mischievousundmndinswasmkenmdemonmwdmdwcmistian
Godhadspeciallycreawdd\emmscrveasslavesinNonh,Meso-andSouth
America. In Africa and Liverpool in the 1890s, British medical personnel
further marginalized blacks by creating a malana Construct.

This harsh vision of the uses of epidemic disease in the past leads in the
« Afterword® to a brief discussion of the situation at the time this book went
to press. 1 take as my point of departure the fact that, building on the
insights of Robert Koch, modern doctors and technicians have finally
achieved the capacity to control all of the epidemic diseases discussed in this
study. In the case of malaria, today stll a major killer, it can be argued that
failure ro control it is due to socio-intellectual-economic barriers rather than
to technical ignorance per se. With the overcoming of similar barriers,
smallpox was abolished from the face of the earth in 1977."

Though scientific knowledge advances year by year, medical personnel
remain part of larger social systems and cannot avoid sharing their under-
lying values. So it is that in the economically advanced North and in certain
urban enclaves in the tropics, key groupings of people have agendas for
personal gain that do not give high priority to the control of infectious
diseases now found mainly in the South. Yet ordinary people of the sort
Alexander Kinglake observed in Cairene cemeteries in 1835 and I see on
Cairo’s streets every day have time and again shown their willingness to
accept the equal worth and dignity of each of their fellow human beings. In
such people lie the seeds of a more humane future."



1 The Human Response to Plague in
Western Europe and the Middle East,

1347 to 1844

Introduction

In the summer of 1347 rats and fleas infected with bubonic plague boarded
Genoese merchant ships at Caffa on the Black Sea. Later that year some of
these ships passed through the Dardanelles, touched down at Messina
(Sicily) and then sailed to Pisa, Genoa and Marseilles: other Genoese ships
sailed directly from Caffa to the mouths of the Nile in Egypt. Within a few
months pestilence of a form unknown to contemporaries began killing men,
women and children on both sides of the Mediterranean. As 1348 wore on,
the plague began striking populations along the Adantic and Baltic
coasts. Then, travelling up rivers, along paths and across fields, it reached
Europeans living deep in the interior.

Though reliable information is scarce, it would seem that during the five
years (1347-51) the Black Death was darting about, mortality varied from
an eighth to two-thirds of a region’s population. Overall it may have killed
three Europeans out of every ten, leaving some 24 million dead. This
remains the worst epidemic disease disaster in Europe since the collapse of
the Roman Empire.!

Also appallingly high was the casualty rate in the Muslim Middle East:
between a quarter and a third of the population died. Writing in 1349, Ibn
Khatimah, a medical writer from Andalusia (Muslim southern Spain), testi-
fied that:

This is an example of the wonderful deeds and power of God, because
never before has a catastrophe of such extent and duration occurred. No
satisfactory reports have been given about it, because the disease is
new. . . . God only knows when it will leave the earth.

In the years after 1351, bubonic plague continued to make sporadic
appearances, sparing neither lands to the north nor to the south of the
Mediterranean. Though no category of person was immune, it seemed that
on every second or third visitation the plague targeted a region’s pregnant
women and young children. The net effect was to prune back the sprouts of
population growth by killing young people before they were old enough to




2 Epidemics and History

have children of their own. In the case of ill-favored Florence, generally
taken to be the birthplace of the Renaissance, after being hit by plague eight
times between 1348 and 1427 the city was left with little more than a third
of its pre-plague population of 100,000.’

Then for reasons that remain unclear, after around 1450 mortality rates

in Christendom began to diverge from those found in the Muslim Middle
East; in the latter region pestilence continued to be a frequent population-
slashing visitor until the 1840s. By way of contrast, in a Europe that was still
overwhelmingly rural, except for localized outbreaks such as those which hit
north Italian urban centers in 1575—76, 1630-31 and 1656, the ability of
plague to significantly reduce the numbers of humans of reproductive age
ended in the mid-fifteenth century. Thereafter, outbreaks of plague became
increasingly random, missing whole regions for decades. This pattern
allowed the population gradually to recover and then to forge beyond its
1347 proportions.*

Within this framework, beginning with Western Europe, I will explore the
reasons why elites did not respond to the plague as a sui generis disease crisis
requiring a special response until around r4s0; only then did well-born
north Italians create plague-specific policies based on what I will call the
Ideology of. Order. After these policies were introduced in the most politi-
cally pliable provinces of Europe (Tuscany, Liguria, Lombardy, Venetia)
there was a time lag of 200 years before they were given general continental
application As used after 1660, quarantine and the other standard control
techniques probably were the agencies that forced pestilence into retreat,
though not all experts agree on this ¢ Be this as it may, it is abundantly clear
that the new policies severely stramned traditional ideas about the roles
appropriate to rulers and those who were ruled. As will be seen, within
Europe the creation of plague controls greatly strengthened both the image
and the reality of elite authonity.

Tuming then to the Cairo-based Mamluk Empire and the Ottoman
Turkish regime that succeeded it in 1517, I will investigate why no interven
tionist policy was developed until Muhammad Ali became Viceroy of Egypt
in 1805 By that time Egypt’s population stood at a mere 3 million, less than
a third of what it had been before the onset of plague in 1347.

In this chapter, I do not intend to enter into the debate about the role
which urban and rural depopulation, caused by the Black Death and suc-
ceeding pestilences, played in the long term fortunes of the various regions
of West Europe and the Middle East. It should be pointed out however that
these debates have led to the unsensational discovery that a sudden decrease
in human numbers is only one of the variables that can decisively tilt the
balance between an old established, flounishing economic region (such as
northern Italy) and regions such as England and the Netherlands from which
new style entrepreneurial opportunists emerged. With regard to Italy, the
Cambndge historian S R Epstein has recently compared the fortunes of
Sicily and Tuscany. He suggests that though initial plague mortalines may
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have weakened the importance of both regions’ long-distance trade in
luxury goods (of concern only to elites), of more lasting importance was the
impetus sudden population decline gave to the development of regional
markets for non-luxury goods, and with it the growth in the proportion of
local people who depended on market transactions for their livelihoods
rather than on subsistence agriculture. Within each region, what counted
most was the institutional framework and mindset of the governing classes.
In a loosely articulated setting where competition between rival rule-givers
left large areas of ordinary people’s lives unpoliced (the situation in Sicily),
peasants and artisans who survived the plague¢ had room to work out
strategies for long-term family betterment. Able to control their spending
patterns and family size, they could produce the specialized goods for sale on
regional markets which gave them the disposable income they needed to
became market-orientated consumers. In contrast, in Renaissance Florence
and its contado (hinterland) where the pre-plague institutional framework
was authoritarian and efficient, and remained so after the population
hemorrhages of 1348-1450, tax burdens and labor requirements imposed
on ordinary people prevented them from rising above the poverty level. Y
Here then in two regions hit by the same mass killer disease, differing
patterns of elite behavior resulted in quite different consequences.

Shifting Attitudes towards Disease

Anthony Molho has recently written of the need for a language “with which
to express . . . the alienness of late medieval Italian culture.” In that alien
past, literate elites confronted with the Black Death tended to interpret it in
ways that matched their ideas of what a disease disaster was supposed to
entail based on readings of ancient Greco-Roman authors.” One example of
the hold the Ancients had is the entry made by Agnolo di Tura in the
chronicles of Siena:

The mortality began in Siena in May [1348]. It was horrible and
cruel....And it is not possible for human tongue to tell of the
horror. . . . Father abandoned child, wife, husband. . . . None there were
who for money or friendship would bury the dead.... And in many
places in Siena huge pits were dug and the multitude of the dead were
piled within them. . .. And I, Agnolo di Tura. .. buried my five children
with my own hands. And there were those so poorly covered with earth
that the dogs dug them up and gnawed their bodies throughout the city.
And thoere were none who wept for any death, for everyone expected
to die.!

Deeply moving though this description is, parallels in wording and phrase-
ology suggest that it may owe more to di Tura’s awareness of what the
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ancient historian Thucydides had written about a disease disaster said
to have occurred in Athens in 427 BCE than it did to lived experience in
1348 CE.

When plague re-emerged in 1347 (an earlier, all but forgotten, pandemic
had raged from s41 to 775 cE), the Judeo-Christian notion prevailing
among the learned held that humans were a special kind of being; they alone
had souls, they alone had a contractual relationship with their creator God.
In Renaissance Florence, added to this scripturally based construct was the
Neoplatonic philosophy of pagan origin (derived from the writings of
Plotinus of Asyut, Egypt, d. 270 CE) that again came into fashion in the early
fifteenth century. In this sanitized Christan form, Neoplatonic theory pos-
ited that all living things were linked in a Great Chain of Being. In this chain,
noble humankind came next after the angels, archangels and the glorious
company of heaven and was separated by many links from lowly rats. This
concept, together with the idea that humankind was of unique interest to the
God who controlled the stars, impeded recognition of a possible link
between humans and rats in such matters as plague transmission."

Learned people’s prejudice against empirical observation—regarded as a
practice typical of peasants, craftsmen and other disreputable types—also
formed a barrier to untrammelled observation of what was essentially a new
phenomenon. Thus in the north Italian town of Busto Arsizio in 1630 it was
reported that there was “a great quantity of rats . . . one could count them
by the hundreds in every house . . . they were so hungry that they gnawed at
doors and windows.” But such were the mindsets then in existence that this
sort of bebavior by rats was regarded as a discrete happening, unconnected
with plague. In fairness, it should be noted that the considerable time lag
between the death of the first plague-stricken rats, the movement 6f rat fleas
from dead rat to live human, the biting process, the two- to six-day incuba-
tion period within the victim, followed by the death of the first plague-
stricken human, then by the deaths of whole groupings of people, also made
it difficult to conceptualize any connection between rat behavior and the
plague.”

The trail which eventually led to the unravelling of the mysteries of
the causal agents and transmission patterns of the bubonic plague—in
its third pandemic form (1890-1945) and by analogy in its 1347~1844
form as well—began with the seventeenth-century scientific revolution.”
One consequence of this intellectual revolution was the creation of an
alternative vision which dethroned humankind from its central place in the
great scheme of the universe. Two hundred and fifty years down the road
some of the constructs that emerged from seventeenth-century seeds of
doubt began to make an impact on medical thinking: combining doubts and
empirical observation of the real world the germ theory at last came into
being.

Working independently, in 1876 and 1877, Robert Koch and Louis
Pasteur discovered that anthrax—a disease of cattle and horses which can
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jump species and attack humans—was caused by a micro-organism too
small to be seen with the naked eye but large enough to be detected by a
high-powered microscope. The two medical doctors who, working inde-
pendently of each other, first applied this insight to bubonic plague were the
Japanese doctor Shiba Saburo Kitasato (who was with Koch in Berlin
between 1886 and 1891) and Dr Alexander Yersin, a Swiss student of
Louis Pasteur and Emile Roux. While in Hong Kong during the plague of
1894 both men found that the bacillus now known as Yersinia pestis was
present in the tissues of plague-dead rats and of plague-dead humans. Two
years later, in Bombay, Dr Paul Lewis Simond of France established that the
link between rats and humankind was the rat flea Xenopsylla cheopis.
Though a hundred other flea species could also transmit plague, Xenopsylla
cbeop‘t;s is now thought to be the principal vector of the plague in its bubonic
form.

Once infected with the plague bacillus, the rat flea is unable to digest its
food—rat’s blood—and becomes voraciously hungry. After the rat dies of
plague, the flea looks desperately around for food and if a human host is
available moves there. However, because one human being cannot transfer
bubonic plague directly to another, the unseen force governing the bacillus
Yersinia pestis regards humans as a cul-de-sac. While waiting for a new
animal host, a displaced rat flea might hibernate for up to fifty days in grain
(for making bread, for most people the staff of life) or in soft white things,
such as woollen cloth. Since both grain and cloth were important items of
trade, their transport was one of the ways in which humans spread the
plague.'

The name of the plague in its bubonic form came from the name of the
swellings (buboes) of a human’s lymph glands in the groin, under the arms
and in the upper neck below the ears. Late fourteenth- and fifteenth-century
autopsies recorded swellings the size of eggs or grapefruit. Some victims
who had no external buboes reportedly died of internal swellings of tissues
near vital organs. Mortality rates for bubonic plague ranged from 30 percent
to 8o percent depending on when in the outbreak infection occurred; the
bacillus was usually most lethal in the first months after it arrived. Yet in
1347-48 this lethal phase continued in both summer and winter. At Avi-
gnon the plague broke out in January 1348 and according to eyewitness Dr
Guy de Chauliac continued for seven months. However after the mid-
fifteenth century the usual pattern was that the plague confined its slaughter
to the summer months then, with the coming of cooler weather, gradually
lost strength. In Constantinople it followed much the same pattern. In
contrast, according to early nineteenth-century accounts from Egypt, in
Alexandria plague usually peaked in July and ended in October. Further
south at Asyut, following the migration of rats from harvest fields along the
Nile to human habitations between August and December—the most
favorable month for fleas to breed—it was not until January that quantities
of humans began to die of plague.'
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Bubonic plague was no respecter of persons. High-status people in the
wrong place at the wrong time were as likely to be struck dead as were half-
starved vagrants or peasants. Moreover, there was no long-term immunity:
those who recovered from a bout in one year might be carried off by the
disease in the next. Perhaps this was why Europeans who witnessed out-
breaks of what may have been plague in sixteenth-century Meso-America
did not see death by plague as ethnically selective.”

In addition to bubonic plague narrowly defined, there were two variants
of the disease, both dependent on the presence in the first victim’s body of
the bubonic form. In one form, the vector was the human flea, Pulex irritans.
If an infected human flea changed hosts and bit another human, transferring
the bacillus directly into the bloodstream, death within a few hours was
almost cerrain. In pre-nineteenth-century Europe where two or three people
sleptinthesamebed,itwasnotdifﬁcultforhumanﬂmtomovefrom
person to person. The third form of the disease was pneumonic plague, a
secondary infection in the lungs brought on.by the presence of the bubonic
form in the first victim. In this case the disease was contagious (spread from
one human directly to another) and could be transferred by droplets exhaled
by the victim while breathing or coughing up blood. The incubation period
forpneumonicplapewas&omonewsixdays,andthedeathrauedoseto
100 percent."* Some historians hold that the loss of a third of the population
when plague swept-Europe in 134751 was caused by a combination of
bubonic and pneumonic forms of the disease It seems likely that combined
forms were sometimes also at work 1n Egypt.

In West Europe two sorts of rat seem to have been involved, the black
rat, Rattus rattus, and one of the several varieties of field or country rat.
Though the outer reaches of the territory of a clan of country rats might
overlap with the territory of sedentary black rats, country rats did not
usually come into direct contact with human beings. In contrast, Rattus
rattus preferred to establish its burrow near the grain reserves of humans or
in their houses These rats willingly boarded ships and settled down in the
saddle-bags of overland travellers. In the mid 1340s, it was probably black
rats accompanying merchants on the Silk Road from central Asia to the
East-West trade center near Lake Balkhash in Kazakhstan and then on to
the Black Sea that brought plague to Caffa in the Crimea. From Caffa
plague-bearing black rats were transported by sea to Messina where they
had no difficulty in climbing down hempen ropes and finding their way
ashore.

Once on land (as in Messina), the black rat liked to establish burrows
pear human habitations. Because human and rat dietary preferences were
similar, black rats established burrows near supplies of grain or flour; bakers
and millers were frequently the first local victims of a plague. After burrows
of black rats were infected by infective fleas, diseased and dying rats might
rush to the surface as they did in 1630 in Busto Arsizio (“one could count
them by the hundreds in every house™)." In upper Egypt where most fellahin
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2. Rats Roaming the Sewers. Drawing, 1940s, by A. L. Tarter.

suilt pigeon lofts on the roofs of their houses in the 1940s and probably
ilso did so earlier, a fortnight before people in the rooms below began
iying of plague, dead rats (while living attracted to the eggs laid by
sigeons) dropped from the rafters. Ironically, in fellahin wisdom it was held
‘hat any house on which pigeons voluntarily nested would escape from
slague.”

Our knowledge of patterns of disease transmission among rats and fleas in
Zurope during the second pandemic is admittedly scanty. It may be that near
:very sea port or market town where they were introduced, plague-bearing
leas from black rats managed to find their way to the burrows of country
ats. Feeding on their blood, infected fleas moved inland on the backs of
heir rodent hosts, field by field. Coming to the edge of a human settlement
he fleas might desert a dying country rat and feast for a time on black rats,
he near companions of humankind. Fortunately (from the human perspec-
ive), the country rats in an infected burrow tended to die off in six to ten
rears; infected burrows of black rats died off in an even shorter time. This
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pattern meant that there were no permanent reservoirs of epizootic infection
in Europe or in Egypt in historic times: once a territory of country rats
became plague free, the region itself remained free until a fresh source of the
bacillus was introduced on human transport from disease reservoirs in
central Asia. It was this accident of nature (which no one at the time knew
anything about) thar enabled the quarantine controls put in force by Italian
admunistrators in the 14508 and given general application in Western
Europe after the 1660, to be effective.”

Professional Paradigms: Continuities and Change

During the first century of plague, magistrates of Europe’s semi-autonomous
towns either made no official response to an outbreak, or if required to do
something, introduced controls of the. type used when dealing with disease
crises in general. The rationale behind this was simple. Even in the most
advanced parts of the West—the trading cities of northern Italy and the
Iberian peninsula—magistrates had only recently (1n the 1290s) come to
regard public health as a legitimate concern *

As part of their newrinterest in health as publica utilitas, urban Irtahan
rulers had accepted recently reinterpreted medical teaching about the six
Non-Naturals the Ancients (such as Hippocrates and Galen) had thought
caused disease. Por our purposes the most important of these was what
medieval people called “climate,” which translates into socio-physical sur-
roundings, including air. Fourteenth-century experts thought that contami-
nated air in the form of a miasma (from the Greek word for “defiled”)
caused disease. Another Non Natural was the category type “afflictions of
the soul” which translates as mental depression or melancholia. Using a tool
of logic (argument by analogy) which medieval schoolmen often applied to
the writings of ancient pagans (such as Aristotle and Plato) to bring them
into line with Christian revelation, “afflictions of the soul” came to mean ill
health caused by contamination of the space of the civitas (city or city
state) * Using another tool of scholastic logic, it was held that the whole of
a community might be targeted by the arrows of God (in the form of a
miasma) to demonstrate His wrath against a defiling few.**

Building on these learned understandings, before 1347 (and the coming of
plague) whenever an up-and-coming north Italian or Aragonese town was
racked by influenza, strange fever or other disease crisis, authority trotted
out the emergency rules. Following this sanitary regime, the heaps of offal
which butchers left rotting in front of their shops, the scraps and hiquids that
leather-workers pushed out into the streets, the human excrement that
people tossed out their front doors, and all other smelly things were col-
lected and bundled out of town If the disease crisis was unusually serious (a
subjective understanding which was not constant over time), prostitutes and
other morally contaminating people would also be driven from the city
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In Tuscan towns in the forefront of secular civic thought such as Florence
and Siena, the outbreak of plague in 1347-48 was greeted with these
recently devised responses to disease. Orders were given that streets be swept
clean and that smelly rubbish and rotting cadavers be promptly buried.
Then, using elements of the even older crisis response maintained by Chris-
tian priests, representatives of the moral community were ordered to join
penitential processions to propitiate the angry deity. And since the crisis was
seen as especially grave, anyone who followed an irregular life-style seen as
offensive to God was banished.”

In Florence in 1348, to oversee these activities a temporary pre-plague-
type Board of Health was set up. However, during later visitations (before
1450) no health boards were created because there were not enough magis-
trates left in town to staff them. Alerted by their own private warning
systems, most members of the 500 leading Florentine families removed
themselves to places known to be free of the plague. Here and elsewhere in
Europe, the dictate “flee early, flee far, return late” became the propertied
person’s standard response to a rumor of plague.’

Yet in their rush to save themselves by flight, Florentine magistrates
worried that the common people left behind would seize control of the city;
this fear was perhaps justified. In the summer of 1378 when factional
disputes temporarily immobilized the Florentine elite, rebellious wool-
workers won control of the government and remained in power for several
months. In later years, men of magisterial rank were terrified lest something
like this happen again. It nearly did during the plague of 1383. On 22 July,
the anniversary of the Ciompi rising of >78, Florentine artisans stormed
around the city yelling rebel slogans. Fortunately for the on-going cultural
Renaissance, they were captured, tortured and decapitated. Then, according
to the chronicler, Marchionne Stefani:

many laws were passed that no citizens could leave because of the said
plague. For they feared that the minuti [the vulgar] would not leave, and
would rise, and the malcontents would unite with them. . . . [But} it was
impossible to keep [the citizens in the city] . . . for it is always so that large
and powerful beasts jump and break fences.”

More than seventy years were to pass before the Florentine oligarchy devel-
oped a policy which, under the guise of controlling the spread of plague,
would cow the common people.

Before 1450, in the absence of plague-specific responses by magistrates,
two professional groupings—the Christian clergy and university-trained
medical doctors—took the lead in explaining what caused plague epidemics.
Of the two, the clergy were the more numerous, reflecting the fact that
by 1347-48 the Christian faith was well established among the 10 percent
of the European population who lived in towns with populations of 2,000
or more. The remaining 9o percent lived in small villages or scattered
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settlements where they might or might not have access to the services of a
cleric. If they did, this cleric was usually a semi-literate man of peasant
birth.?

Among the 10 percent of the population who were both urban and fully
Christian (and who tended to despise peasant country bumpkins), the first
response to news that the Black Death had broken out in the port cities of
Italy was that the scourge had been sent by an angry deity. Led by their
priests, some thought this required that non-conformists be rooted out.
Though the choice of victims was not everywhere the same, along the River
Rhine, the main internal north-south route of European trade and com-
munications, genocidal violence was directed against the Jews. Like most
reactions to plague, this response was a re-enactment of what had gone
before, in this case the ethnic cleansings of the 1090s in the lead up to the
First Crusade.

As in the past, in the 1340s Jews were suspect because they were descend-
ants of the people thought to have crucified Christ at Calvary. Forbidden in
many polities to cultivate land as peasants, Jews tended to be urban folk
who sometimes dabbled in lending money“and in selling medical drugs.
Moreover, unlike most Christian youth, Jewish boys were trained in literacy
at an early age. Among other skills this training provided, Jews’ knowledge
of Hebrew and other Middle Eastern languages gave them access to ancient
medical knowledge. In many of the. mainland polities in which Jews were
still found (the Plantagenets had driven them out of England in 1291), a high
proportion of learned medical practitioners were Jewish; doubtless some
medical irregulars were of the same persuasion. In any case, because of who
they were by repute and because of the distinctive clothes the Fourth Lateran
Council (x215) required they wear, Jews were a highly visible minority,
easily targeted in time of crisis.””

In exemplary fashion, 900 Jews were burned alive at Strasbourg on St
Valentine'’s Day 1349 before the plague actually came near. Only later that
spring did the arrows of pestilence rain down on the tight-packed medieval
town and its preachers. To his credit, the then Pope, Clement VI, secure in
sealed-off rooms in his palace at Avignon in southern France (where he
worried about the demons trapped in steel-framed mirrors), condemned the
slaugl;n:er for, as he noted, the plague struck down Christians and Jews
alike.

In addition to supporting attacks on Jews, another clerical response to
plague was the staging of outdoor processions The purpose here was
to demonstrate that rival local vendetta groups had put aside their hatred to
join in an act of communal solidanty pleasing to God. Therapeutic in intent,
long processions of close-packed people were also nicely suited to the
movement of fleas. In Paris in 1466, the reliquaries of saints Crépin and
Crépinien were carried at the head of a solemn procession witnessed by
thousands as it wound its way past the twin towered cathedral of Notre
Dame through the plague-infested fle de la Cité. Though cause and effect can
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3. Jews being burnt in time of plague. Woodcut by Hartmann Schedel, 1493.

only be conjectured, within a short time the plague redoubled its violence
within the city walls and moved out into the suburbs.*

In Italy, after secular magistrates hit upon the idea that crowds of people
spread plague by contagion and that processions might not be a good thing,
clerics addressed themselves to this problem as well. Preaching before
the Doge of Venice on Christmas Day 1497, a Franciscan Observant
warned:

Gentlemen you are closing the churches for fear of the plague, and you are
wise to do so. But if God wishes it, it will not suffice to close the churches.
It will need a remedy for the causes of the plague, which are the horren-
dous sins which are committed, the blaspheming of God and the saints,
the schools of sodomy, the infinite usury contracts made at
Rialto. . . . And worse, when some gentleman comes to this city you show
him the nunneries, not nunneries but public brothels. Most Serene Prince,
I know that you know all this better than me. Take action, take action and
you will deal with the plague.*
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As late as 1570, Charles Borromeo, Archbishop of Milan, one of the
architects of revitalized Catholicism, was still insisting it was essential to
cool the wrath of God by penitential processions. The matter did not end
there. During the Mantuan War which brought French and Spanish armies
deep into Italy in 1630, Pope Urban VIIl excommunicated the Florentine
sanitary commission for banning processions.

Supported in this way by the successors of St Peter, priests in rural
parishes continued to uphold old notions about appeasing the wrath of God.
In 1631, Father Dragoni, the priest of Monte Lupo, ignored bans sent out
from Florence duchy headquarters and defiantly led his parishioners in
procession, heedless of the consequences this might have for their plague-
prone bodies. Subsequently, scores of them died

University trained physicians also had a role in formulating responses
to the plague. Thus in 1348 King Philip VI of France consulted with
the medical teaching faculty at Paris about disease causation. The
Sorbonne masters concluded that plague had come into being with the
conjunction of the planets Saturn, Jupiter and Mars on 24 March 1345
They further explained that this unusual planetary event had led to the
heating;of the air, which as a miasma evidenced itself in the buboes of
plague.

Astrology, for most modern health provisioners an alien country, was part
of a larger paradigm of medicine which fourteenth-century experts inherited
from the Greeks. Here the great master was Galen of Pergamon (d. 201 CE),
often introduced to Latin readers through a translation of an Arabic intro-
duction, Johannitius’ Isgoge. Galen’s own voluminous works incorporated
writings by an even older authority, “Hippocrates” (a collection of medical
writers on the island of Cos in the fifth century BCE) In addition to Galen,
students in training at one of the four leading universities—Padua, Bologna,
Montpellier, Paris—also studied Aristotl , known to pre-moderns simply as
the Philosopher **

In a seminal essay; H J Cook has provided a framework for under-
standing the paradigm within whi h learned medical men worked between
the fourteenth and the seventeenth centuries.” As Cook explains, within a
university, convention allotted the title pbysician to scholars who concerned
themselves with physics. Physics was the study of the natural world and was
part of the larger discourse known as natural philosophy which was based
largely on the works of Aristotle.

In the minuscule world of the literate, rootedness in Aristotle was essential
since it earned physicians the right to wear the “long gowns of learning” and
to be “grave councilors worthy of respect, whether in church or civil
society.” Even so, they had less authority than did the five-star intellectuals
of the day, theologians and jurists.”” Important for their status, physicians’
knowledge of ancient scribal wisdom was in fact the only skill which clearly
set them apart from “empirics,” the rival health provisioners who greatly
outnumbered them. Though a few empirics may have been university drop-
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outs, most acquired their skills in curing by learning informally from senior
empirics, by observing the success of one medicine and the failure of
another, and by making mental notes. Proper medical doctors regarded
empirics as low-status hacks.” Writing during London’s experience of
plague between 1603 and 1611, an English physician named Eleazar Dunk
trumpeted the superiority of his own kind:

the name of an Empirike is derived from the Greek word which signifieth
experience; and by an Empirike is, as you know, understood a Practitioner
in Physicke, that hath no knowledge in Philosophy, Logicke, or Grammar;
but fetcheth all his skill from bare and naked experience. Ignorance then
is the 3slifference whereby these men are distinguished from other Physi-
cians.

Proper physicians learned from Galen that disease was caused by an
imbalance in the four humors (bodily juices) which corresponded to the four
elements from which all matter is formed: fire, earth, air, and water, and to
the four qualities, hot, cold, dry and moist. In the case of bubonic plague,
which in the absence of other ideas physicians regarded as a fever, Galenic
orthodoxy held that the disease manifested itself by an increase in the hotness
of the heart which in time suffocated that vital organ.* Medical doctors also
held that the connecting link between the macrocosm (earth and the celestial
spheres) and the microcosm (individual human beings) was air. As every
respectable physician knew (ignoring ideas post-14 5os magistrates on boards
of health had about the spread of disease through contact between one
person and another—contagion), it was bad air that caused plague.

Part and parcel of the learned medical paradigm was the generalized
concept of disease. According to Vivian Nutton:

A disease did not have an existence in its own right, but as a deviation
from the normal within the patient.. .. always. .. taking into account
“the peculiar nature of each individual”. The nature of disease was to be
found in [each] man’s temperament, the structure of his parts, his physi-
ological and psychological dynamism, and could be defined very much in
terms of impeded function.*

As Nutton suggests, practicing physicians regarded their primary social
function as tending the health of patients who were able to control their own
diet, environment and other Non-Naturals. This caring function would
involve close study of the life-style of the client, leading to the establishment
of an appropriate regimen for him to follow. Because this was a lengthy and
necessarily costly process, prized patients included men who controlled
landed estates (lay and clerical princes and aristocrats), as well as the rich
bankers and merchants who formed the upper strata of the bourgeoisie.
Though many of the towns in the Crown of Aragon and in northern Italy




14 Epidemics and History

and, after 1436, in the German Empire hired physicians to attend to the
needs of the poor, this assignment was regarded as irrelevant to a proper
professional career in medicine.”? As described by an Italian physician in
1576, the urban poor were a “sickly looking people full to overflowing with
the coarsest and filthiest humors.”* Typically, the practinoner who served
as town doctor in Florence in the thirty years before the plague first broke
out was Magistro Jacopo de Urbe, “bonesetter.™*

In the mid-sixteenth century, a credible explanation for the inability of
learned medical men to cure disease was given by a Dr Varchii. As he put it:

Medicine has its rules and principles and they are true and well
established. . . . If anything goes wrong, it is not the art which is at fault.
The physician may have blundered or the ailment is such that it does not
yield to treamment, or, as so often is the case, the patients are blamable
becau‘s,e they do not do what is prescribed, or the apothecaries are at
faule.

Drawing on his knowledge of two centuries of European history, Cardinal
Gastaldi, minister of health for Rome during the plague epidemic of 1656~
57, sourly noted that: “Practical experience shows that the remedies used by
medical.doctors are useless and sometimes noxious.”*

In post-Kochian retrospect it seems doubtful that pre-modern university-
trained physicians contributed much to the control of plague. Yet this may
not have been the way recruits to the medical profession understood the
situation. For whatever reason—personal status enhancement or sense of
duty—in the half-century after the Black Death swept away a third of
Europe’s population, student recruitment in university faculties of medicine
remained at nearly the same level as it had been in the first four decades of
the fourteenth century.”

Among ordinary unlettered people (95 percent of the population of the
West) who knew little of the medical theory taught in universities, demons
or wandering souls were often seen as the causal agents of disease and death.
For example, in late fourteenth- and fifteenth-century rural Luxembourg
and the Massif Central, cultivators held that the supernatural forces that
controlled human and animal health were ambivalent beings which could
work either for good or for ill. In this understanding (which avoided the
Manichean tendencies of Christianity with its polarity of the evil Devil and
the benevolent God), the way in which supernatural forces acted depended
on the balance between harmony and disharmony within the village, and on
the control of contact with strangers. Peasants of this sort—who put a
premium on isolation and wore leather instead of flea-bearing wool—stood
a good chance of escaping the plague until some tithe-collecting priest or
wandering pedlar brought it in.**

Several examples of peasants who violently refused to have anything to do
with strangers coming from plague-infested towns have been recovered from
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e archives. In 1628, after Lyon, the second city in France, was hit by
ague, its rich bourgeoisie fled to their country estates as rich people were
ont to do. But when the populace attempted to leave Lyon in their turn,
one-throwing peasants forced them back. In the next year peasants in
'ovence threatened to bombard Digne rather than let refugees from that
ague-threatened town invade their pays.*’ Based on a rationale derived
om their own mental worlds, these peasants had hit upon an eminently
und plague-control technique: the curtailment of human movement. Yet it
to the rather different mental world of Italy’s urban elites and later of the
aropean elite as a whole that we must turn to find the insights which
entually enabled them to conquer the plague.

he Invention of Controls

northern and central Italy, during this era the part of Europe where most
novative thinking arose, elite ideas underwent a transformation around
$39-50."° To still new notions of health as publica utilitas were added
tellectual stimuli brought in from Ottoman-threatened Byzantium.
onfronted by the advance of the Ottoman Turks, in 1439 the Byzantine
mperor came to Florence to request military aid. None was forthcoming;
onstantinople fell in 1453. However, several leading Byzantine scholars
ayed in Florence, greatly increasing the number of people in the West
ho c;ould translate ancient medical works from Greek and Arabic into
atin.*!

Leading on from this was the clutch of ideas known as civic humanism.
mong other things, civic humanism held that society was analogous in its
‘ganization to a living organism and that the oligarchs at the top of the
erarchy owed paternalistic oversight to the lower orders, the artisan wage
mers of the town and peasant cultivators of the contado. In their turn the
wer orders owed their rulers deference and obedience.*

No sooner had these ideas gelled than they were put in jeopardy as the
»pulation slowly began to recover to pre-plague levels. Sons and daughters
' peasants, finding no land to farm or other ways to make a living in their
llages, flocked to the cities to find work. Once there, some of them took to
ety theft, prostitution or begging. Earlier (when they had been compara-
rely few in number) seen as exemplars of Christ, the immigrant poor were
»w viewed as potential criminals who might band together to overturn the
cial order.”

This feeling was reflected in the new depth of contempt with which the
»or were coming to be regarded by the privileged few and by the extension
the category “the poor” to include most working people. Under the new
spensation it was commonly held that “butchers, meat sellers, innkeepers,
kers, grocers” and other persons who earned their daily bread by manual
sor—which is to say more than two-thirds of the population of any Italian
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city—were “squalid, public or sordid people.”** These sordid people obvi-
ously had to be kept in place by the gibbet, the whip, the galleys and other
condign punishmeant which only by a distortion of language could be termed
instruments of benevolent paternalism.

Once these harsh ideas were in place (Carmichael and Henderson see it as
happening in Florence during the plague crisis of 1448), it required only a
short imaginative leap to conclude that the collective “poor” were carriers
of disease, and that plague itself was contagious, spread from person to
person.** Empirical observation of the way the plague behaved after the mid-
fifteenth century (when it had moved into its random patchy phase) seemed
to confirm this argument. By force of circumstance, many poor people lived
in flea-infested environments, in wood and thatch slums on the urban fringe.
Rich people on the other hand, who lived in the city center in stone-built
houses and were able to flee to country estates as soon as plague neared,
wetcfarlesslikelytocomeintooontactwithinfecwdrauandﬂeas.
There was also the issue of raw power: magistrates were not above
warning low-status health inspectors that suspicious deaths of poor people
were to be marked down as “death by plague.” Perhaps for this reason
surveys showing the place of residence of “plague victims” during moder-
ately virulent plagues in mid-fifteenth-century Florence.and in London after
1532 always demonstrated that the poor were at far greater risk than the
wealthy.*

Emerging from this complex of perceptions was an Ideology of Order
whuch duning epidemic crises justified intervention into the lives of ordinary
people. Furst created in Florence and its sister city states by humanist
scholars, jurists and health magistrates (who were usually no¢ university-
trained physicians), the order ideology gradually spread to France and
Spain; decades larer it took root in remote northern kingdoms such as
Sweda:andhgland.?utinmeffectonlyonceortwiceinthclifetime
of every adult. (outbreaks of plague by then having entered their random
phase), interventionist. policies were a clear demonstration that authority
was able to disrupe the everyday lives of subject peoples at its whim. What
was not demonstrated, however, was that the policies actually blocked the
spread of plague  In Florence, a city with control measures as authoritarian
as those anywhere, outbreaks of plague occurred in 1497-98, in each year
between 1522 and 1528, again in 1530 and 1531, and once again in 1630,
1631 and 1633. Whether as a republic or as the capital of a Medici duchy
(after 1527), Florence did not regain its pre-plague level of population until
the nineteenth-century.

In a nutshell, full-blown Italian plague control consisted of five elements:
(1) rigorous policing of human movement from plague-infested regions to
those still plague free by the use of marine or land quarantine; (2) compul-
sory burial of the plague dead in special pits and the destruction of their
personal possessions; (3) isolation of people sick with plague in pesthouses
and the shutting up of their families in their own houses or in temporary
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4. Burning plague-infected possessions, Rome, 1656.

cabins far from built-up areas; (4) assumption of responsibility by the local
unit of taxation to provide free medical service and food to people placed in
isolation; (5) provision of subsistence to those whose livelihoods had been
wrecked by the closure of markets and who had no food reserves to fall
back on.

From this listing two points emerge. Under pretext of blocking the plague,
what Andrea Zorzi terms “the project of control and of social mediation”
touched the lives of subject peoples to an extent hitherto unknown.*® Among
the casualties was the old idea that rich and poor should join together in
religious processions, festivals such as Carnival, and in well-heeled people’s
rites of passage. There was also the problem of funding; in most polities,
families of noble blood were exempt from direct taxation. This meant that
an elite’s capacity to extract from ordinary taxpayers the great sums needed
to enforce controls was itself a test of the new Ideology of Order. With wry
humor a Palermo health official chose as his motto during the plague of
1576, “Gold, Fire, the Gallows”: gold to pay the costs, fire to burn suspect
goods, and the gallows to hang poor men who disputed the authority of the
Board of Health.”

In the heavily governed Italian city states where power relationships
among the great families had been regularized by 1450, the new controls
were applied relatively easily. Here the threat of plague strengthened order-
conscious bureaucrats’ sense of collective responsibility. Thus in Milan
when the ruling duke was assassinated during the plague of 1476 the health
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magistracy carried out plague-control measures as efficiently as if the duke
had still been alive. In contrast, in Transalpine Europe, before kings or
cerritorial rulers could apply interventionist policies to the common people,
theyﬁrsthadmestabﬁsheffecﬁveconﬂolomlessermmbetsoftheirown
caste. After 1517 centralization required that kings tame the passions stirred
up by the reformations in religion and convert semi-autonomous provincial
magnates into fawning courtiers. So it was not until the mid-sixteenth
centurydxatplngueoonnolsmmivelybeganwbeappliedinsomeofdte
cities in the German Empire and in the Spanish kingdoms. In the Hexagon
of France, no sooner had centralization begun than rival elites tore society
apartindlittyyearsofreligiouswar(endingonlyin 1598). In England, the
oldest cohereatly organized dynastic state in Europe, pation-wide plague
regulations were not established until 1578.%

Everywhere they were imposed, plague regulations met with a muted or
overtly hostile response from the populace. Evidence from Sweden, England
auddsewhuesummthatpeoplewmmriﬁedbytheplaycfortbeﬁm
weelc'o:soafmitarrived.butthattheythmgrewaocustomedwits
depredations and, when left alone, attempted to go about their ordinary
affam.lfsocialbreakdowndidooau,itwasmonlikelymbeeausedbydxe
enfoanentofaplaguecodedmnbythcdiseaseitself.

In a famous passage, Jean Delumeau sketched out what householders
took to be appropriate behavior:

Ordinarﬂy,sicknessandiuriwsoemenwdtheunityofthepatientand
those whose surrounded him; and death even more followed a familiar
funeraryliturgy;d:edead:watcharoundtheoorpse,theburialand
entombment The tears, the words in a low voice, the recalling of memo-
ries, the furnishing of the death chamber, the prayers, the final cortige, the
presence of family and friends; as many of the elements which constitute
a rite of passage as are appropriate for order and propriety. But in time of
epidemic [all proprieties are abandoned} and the social personality of the
dead person is abolished *

Delumeau found that ordinary people bitterly resented the magisterial ban-
ning of funerals and funeral processions at which the living honored the
deadandaooepwddaefactofd:wpassin&Commendngonthepopular
response to such measures in London in 1603, a member of the elite noted
that “the poorer sort, yea women with young children, will flock to burials,
and (which is worse) stand (of purpose) over open graves where sundry are
buried t?ether, that (forsooth) all the world may see that they fear not the
Plague.”

Also at odds with fundamental values was the requirement that plague
dead be salted down with lime and buried in mass graves. In the popular
mind, denial of burial in a churchyard was appropriate only for animals and
social pariahs—suicides and apostates who had renounced God Rather
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than allow their dead to suffer this fate, traditionalists in post-Reformation
Sweden (a particularly well Christianized country) resorted to stratagems
which included keeping bodies at home until, perhaps in the dead of night,
they could be properly buried. One secret graveyard digger was Per
Minsson in Smaland province. After surreptitiously burying his own plague-
dead wife and children near his parish church in 1730-31, Minsson offered
his services to families of other victims: his only slip was to ask that he be
paid in cash, not as a neighbor, but as an entrepreneur. Warned by local
authorities that he was violating a state law (of which they themselves
disapproved), Minsson continued his secret burials until he was jailed and
flogged. Elsewhere in the Swedish kingdom it was without thought of
private gain that communities attempted to maintain their traditions. In
the province of Blekinge in 1710 riotous parishioners disinterred an entire
plague cemetery (which they termed a “wolf-pit”) on the hill outside the
country town and brought the dead back to the parish church for proper
burial. In incidents such as these, the local Volk directly challenged the
authority of the Swedish state—which at Poltava (1709) had just lost a
major war to Russia.*

For simple people, the regulation that the clothing and bedding of plague
victims be burned, and household possessions be washed down with lime
(ostensibly to prevent contagion), also cut deeply into customary norms.
In late fifteenth-century Turin, anti-plague measures went a step further:
houses suspected of harboring plague were burnt to the ground. In a court
case heard in 1461, the heirs of a burnt-out owner claimed that they still had
not been compensated for their parents’ loss. Most poor people would not
have the cash needed to bribe court attendants to undertake a lawsuit of
this sort.*

In Florence in 1630-31, many of the cases tried before the special court
enforcing plague regulations (the Public Health Magistracy) concerned what
duchy officials regarded as theft, but what ordinary people regarded as the
normal recycling of dead people’s goods. One particularly contentious mat-
ter was the disposition of deceased people’s best suits of clothes. Earlier, the
practice had been to hand these over to the gravedigger to ensure that he give
special attention to the dead person. Before 1348 this custom had been
written into the rules of the gravedigger’s guild affiliate: now the Duchy
claimed possession. Rights to other forms of property were at issue in a
case involving a baker named Salvatore Tortorelli in 1630-31. After the
death of his childless brother-in-law, Tortorelli had secretly entered the dead
man’s house to remove jewels that had been part of the dowry of the widow,
his sister. Tortorelli claimed that if he had left them lying around, they
would have been pocketed by the duchy household decontamination squad.
This argument did not wash with the Health Magistracy: Tortorelli was
imprisoned and tortured. While his arms were being wrenched out of their
sockets, he shouted that whatever the State might claim, the jewels he had
taken were part of his family’s patrimony and by right belonged to them.*
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In addition to putting the inheritance patterns of ordinary people in
peril, plague regulations closed normal venues of neighborhood sociability:
cock-fighting and bull-baiting rings, houses of prostitution, alehouses and
taverns. Most self-employed married masters, unmarried apprentices and
journeymen lived in the building in which they worked. For them, taverns
and the like were neutral centers of sociability where they exchanged news,
found jobs, and decided how to enforce traditional moral codes governing
the behavior. of wives and young unmarried women. Their closure threat-
ened the very cement which held neighborhoods together.

Also oppressive was the enforcement of plague regulations which de-
prived people of ways of making a living. For humble folk who survived by
hawkingﬁshotseoond-handclothesonstreetcomersorintheeownmarket
and had no reserves to fall back on, the closure of meeting places meant
destitution. Dire too was the situation facing wage laborers who were
dependent upon manufacturers who closed down operations in time of
quarantine, throwing employees out.of work. If only a few household heads
were affected, neighbors might be able to help out at meal times. However,
in a not untypical urban situation where more than a third of the workforce
was in the textile or similar industry, the closure of workshops when rich
owners fled threatened to wreck whole neighborhoods. Charitable dona-
tions,usnaﬂylautoarriveandsmallinmle,mightsavetheunemployed
frommningbmwouldnotbeenougbtopmentthemfallingpreyto
typhus (the famine disease par excellence). Once dead from typhus or
pneumonia, heads of household and family members might suffer the fur-
therindignityofbeingaddedonthegmvedimen’liststothetollchalkedup
to “plague,” thus confirming the elite conceit that there was a direct corre-
lation between poverty and pestilence.*

Great merchants dependent on the exchange of goods in regional, inter-
regional or international networks worried that suspension of commerce as
a result of quarantine might allow outside rivals to usurp their markets.
Thus they were notoriously slow to accept that quarantine was needed.”
Following this rationale, in 1629 Venetian oligarchs ignored warnings that
plague was nearby and claimed that a cordon sanitaire was unnecessary. The
short-term consequences were grave enough. Plague moved unhindered
from Mantua and Milan to enter Vepice in 1629. It remained until the
autumn of 1631 and became the most serious disease disaster Venice suf-
fered in the seventeenth century. Though rural in-migration from Terra
Firma enabled it to recover its pre-plague size within a generation, other
consequences proved irreversible. While Venice was closed down and its
plague-dead leadership was being replenished from youthful entries in its
Golden Book (which listed the families from which council members were
chosen), Dutch and English entrepreneurs moved into its traditional mar-
keting territories around the Adriatic and eastern Mediterranean. Once in
possession they stayed. Shom of its major markets and burdened with
leaders suffering from sclerosis (young in body but old in mind), Venice soon
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found itself only a regional power with no economic clout. From this it was
but a short step to becoming a museum city.**

In the Italian city states, and after 1578 in England, where governments
imposed household isolation on the entire family of plague victims, the new
authoritarianism required that doors of afflicted houses be boarded up;
necessary foodstuffs were put in baskets lowered from windows on ropes.
In England in 1604 anyone thought to have the plague who was found out
on the streets could legally be hanged. During the plague of 1630-33, in
Florence, artisan families devised ways to circumvent household isolation.
When a family member showed plague symptoms, men of working age
slipped off to the shop where co-workers provided them with raw materials
and food: womenfolk and children were left at home to tend the plague sick.
Several instances of families following this strategy came to the attention of
the special sanitary court—with its firm, summary justice—when spiteful
neighbors informed the police that things were not as they should be in the
boarded-up house next door. In Milan, the boarding up of houses in 1468
was apparently done at the request of medical doctors motivated by per-
sonal gain; for a sum of money slipped to the plague doctor, long-standing
neighborhood feuds could thus be resolved.”’

A policy sometimes used in Milan and Venice was to cart off suspect
co-residential groups to specially constructed wood and straw shacks far
from other habitations. But whether locked up in these shacks or in their
habitations in town (as in London), it was likely that caged-up people, who
had been innocent of plague when confined, would be killed either by plague
spread by desperate fleas or by typhus, pneumonia or starvation. Writing of
the situation in the English kingdom after boarding up entire families had
become the norm, Paul Slack found that “between one-third and two-thirds
of all burials during an epidemic of plague occurred in families which had
three or more deaths.””

Another institutional device much favored by the Ideology of Order was
the establishment of purpose-built pesthouses. Such institutions cost a great
deal, with the result that there was often a time lag between the initiation of
a building campaign and actual opening. For example, in Genoa the Great
Council commissioned a pesthouse in 1467; sixty years passed before the
building was finally completed and in operation. In the interim, plague hit
the city in 1499, 1501 and in the three years 1524~26. Once a pest hospital
was set up—in most parts of Europe not until the early seventeenth
century—essential services were provided by municipally funded medical
doctors or barber-surgeons required by their contracts to provide treatment
to the poor free of charge; the results were predictable.

Typical perhaps were conditions in the pesthouse in Bologna where
according to Cardinal Spada: “Here you are overwhelmed by intolerable
smells . . . you cannot walk but among corpses. . . . This is the faithful rep-
lica of hell since here is no order and only horror prevails.””* In Venetian
pesthouses, medical personnel wore masks and heavy protective clothing to
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protect them from the miasma allegedly rising from the sick. As depicted in
paintings and engravings from the period, pesthouse practitioners looked
like actors in a grotesque festival of death.

In Milan during the plague-of 2630 and in Genoa in 1656, extraordinarily
high death rates (70 percent of the Genoese population) can probably be
atuibuwdmthepoﬁcyofcartingoffsuspectsmpesdxouseswdicof
starvation, typhus and plague. After the holocaust of 1656 the directar of
the Genoese lazar house asked: “If no measures had been taken to rid the
city of the epidemic, would Genoa have suffered greater losses?””* Nothing
came of this musing. Confronted with the coercive power of authority and
their own internalized habits of obedience, ordinary people could do little to
prevent removal.

lfdierewasresismnce,itwaslikelytobeledbywomen,oftenwidows,
who felt that pest hospitals deprived them of one of their natural roles:
nursingthelivingandlayingoutthedead.lndw&m!andofl(ingCharla
1, women in Salisbury in 1627 and in Colchester in 1631 burned down pest
hospitals. This assertion of traditional values demonstrates the resilience of
popular culture when confronted with the Ideology of Order. Similacly in
FlomweunderinGmndDukes,wommwhoaswivu.daughmorsisurs
of the sick were trapped inside boarded-up houses shouted defiance from
the windows; with their encouragement, riotous youths threatened officials.
In the Via Porcia district in 1633, a 200-strong crowd put Jacopo Sassi,
fooddists’ibumwtheconﬁned,inmsuch“greatdangetandfea:”thathe

Yet the terrifying threat of pest hospitals or household isolation did not
obtain everywhere In the Netherlands where groups of gentlemen of the
corporauesonpaintedbykembrandtweteacmstomedtouse“oppomm
force for minimum risk” to create a trading empire which spanned the globe,
people were encouraged to visit plague-affucted neighbors to help them
through the last painful hours of life Plague victims able to walk could leave
their houses to take the breeze so long as they carried a wand. symbolizing
sickness; family members living with them were encouraged to come to
church to share in the consolations of religion. Here then, despite the
triumph of aggressive forms of capitalism applied to non-Dutch peoples
overseas, customary values prevailed In the Netherlands plague mortality
was never exceptionally high.”

In more authoritarian lands, in addition to isolating plague victims,
another technique was isolation of an entire town. The first known cordon
sanitaire predated the humanists’ Ideology of Order by seventy five years In
1374, Bernardo Visconti, tyrant of Milan, regarded by his contemporaries as
exceptionally cruel, ordered the town of Reggio nell’Emilia 150 kilometres
south of Milan to be sealed off by troops This precaution notwithstanding,
the plague made its way to Milan, seemingly disproving the effectiveness of
cordons sanutaires.” Yet with the trumph of authoritarianism, the Milanese
measure earlier thought ineffective was adopted lock, stock and barrel by
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Milan’s one-time republican rival, Florence, now under its Grand Dukes.
Managed by its Board of Health, during plague alerts it became standard
Florentine practice to employ squads of soldiers to deal with subordinate
towns in the contado; people who slipped away from a plague-ridden place
were tracked down and shot. Following another Milanese precedent, the
Florentine board demanded that people planning to travel between one
town and the next first secure a health passport from their place of origin.
In France while Marie de Medici, the widowed queen of Henry IV enjoyed
power at court, the health passport system was brought in from her native
Florence.™

Throughout Europe, by the second decade of the seventeenth century
perceptive members of directing elites began to realize that in some mys-
terious way plague was kept at bay if plague regulations were enforced
throughout a large territory. Yet before they were able to persuade them-
selves that they should put aside mutual animosities in the interest of
creating a continental-wide network of social controls and order, a revolu-
tion in attitudes was required.

There is no general agreement as to what brought this revolution to pass.
Theodore Rabb gave pride of place to the revulsion felt by elites to events in
the Thirty Years War (1618-48). In the course of this gruelling conflict
which left between a fifth and a third of the population of the German lands
dead, Europe hovered on the brink of moral anarchy. Troops under the
command of King Gustavus Adolphus of Sweden and his like systematically
raped, murdered and plundered civilians in north, central and southern
Germany. In regions peripheral to the war, mercenaries slaughtered civilians
just for the fun of it. Appalled by this collapse of civilized values, after the
Peace of Westphalia (1648) European monarchs reorganized their military
by creating standing professional armies funded by peasant taxpayers. They
thus rid themselves of the need to employ mercenaries swept up from the
overpopulated Alpine cantons and other rude corners of Christendom.
Rulers, moreover, insisted that their troops obey newly established rules of
war; battles were to be fought well away from urban places and in no
circumstances was plundering or murdering of civilians permitted. A new
concept of international order was in the making.”

Then too, in mid-century a new balance was established between regional
aristocracies and the prince. In France the king (Louis XIV) who as a youth
had been chased from his capital by revolting nobles and judges (the Fronde
of 1648-52), was able within a few years of his return to Paris to bring all
French aristocrats to heel. Triumphant over their magnates, centralizing
monarchs, patterning themselves on the French, built up efficient fiscal-
military states. In Spain and Spanish Italy, in Sweden, Denmark and England
aristocrats recognized that they had more to gain by working in alliance
with this State than they could achieve by revolt. The same thing happened
in the constituent parts of the still fragmented, proto-federalist German
Empire (much troubled by plague between 1675 and 1683).”
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In the decades after 1648, the willingness of Europe’s elites to settle
differences by compromise was paralleled by the rise of political economists,
a new breed of experts who argued that a nation’s strength depended upon
the wealth-generating capacities of its inhabitants. In addition to full
employment in homeland industries, national well-being would, they
claimed, be enhanced by the establishment of food-provisioning networks in
time of dearth. Converting theory to practice, agents of state mercantilism
o:ganizedfamimanddisasmreliefpmpams,pﬂdforbytaxesmctedby
growing armies of revenue collectors.

The growth of interventionist agencies gave aristocrats hope that people
of theirsort could solve every problem, if they worked together. One of their
first priorities was the eradication of plague, beginning with the rigorous
control of land routes between plague-free and afflicted regions. Typical
were the measures put into force in June 1679 by the government of Spain
to protect Madrid from the plague then raging in the south. Ignoring the old
noﬁonthatplaguewascausedbyamiama(Madridwassaidwbethemost
smelly capital in Earope), officials sealed off land routes running north from
Andalusia with two cordons of troops andkcg:Madridplague free. After
this scare pestilence never returned to the city.

As we saw earlier, in the natural order of things plague-infected burrows
ofcomtryratsdiedoffinsixto&nyears:oncearegionwascleanit
remained so until reinfected by companionable black rats and their infective
fleas brought in from an affected region. As it happens, Italian port cities had
been using quarantine ever since 1450 The problem was it didn’t seem to
work, presumably because small sloops bearing rats, fleas and high-value
goods from the Levant came ashore in isolated coves in defiance of local
government regulations. All this changed in the late seventeenth century.

Borne up by their optimism that intemational cooperation could over-
come problems that earlier defeated the efforts of individual cities, territorial
governments began to coordinate control measures. Building on perceptions
that plague ariginated in the Levant or North Africa, early warning systems
based on European consuls and travellers alerted home authorities of the
whereabouts of plague and smugglers; news sheets regularly reported dis-
ease conditions 1n Ottoman lands. Ships from suspect ports were forced into
quarantine for three or four weeks *

The combination of quarantine on incoming ships and land-based con-
trols gradually forced plague to retreat. It was last seen in Scotland in 1647,
in England in 1668, in the Low Countnies in 1670, in west Germany and
Switzerland in 1679, in Spain in 1711, and in northern and central Italy in
1714. Into a nearly clean France, plague was reintroduced from the Levant
in 1720 by the ship Le Grand Saint Antoine whose skipper had bribed the
Marseille port authorities to avoid quarantine. After a campaign costly in
lives (xc0,000 dead) and taxpayers’ ducs, plague was contained to that
Meduerra.x‘tan city and its pays and thereafter effectively disappeared from
the West.
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In the Habsburg lands (south-central Europe) the plague was last seen
in 1716, though it long continued in neighboring Balkan territories ruled
by the Ottoman Sultan. Still in the dark about why cordons sanitaires
and quarantine were effective, after the Peace of Belgrade ended a
Habsburg-Ottoman war in 1739, the Habsburgs created a plague-control
zone which covered about half of the provinces of Slavonia and Croatia
and provided jobs for around 4,000 troops; similar military zones were
set up in Transylvania and south of the Danube. All along the Military
Frontier, sentry posts backed up by mobile patrols had orders to shoot
unauthorized travellers. People coming from Ottoman lands had to submit
to groin and armpit strip-searches and a quarantine which might last
forty-eight days. Trade goods were fumigated. In the case of suspect raw
wool the practice was to put it in a warehouse where low-status people were
made to sleep; if they developed plague symptoms they were shot and the
wool was burned.®

Habsburg plague policies imposed hardship on Balkan people with
extended family on both sides of the line: they waved and signalled to each
other but because of the forty-eight-day quarantine period seldom met.
Habsburg policies also hampered Bulgarian and Greek merchant-capitalists
on the Ottoman side whose dependent artisan workers made up cloth for
sale in Christian Europe: in earlier years cloth and grain had been major
exports. Now, with the prolonged Habsburg quarantine, in the time it took
to travel the 1,300 kilometers between Istanbul and Vienna one could sail
from an Atlantic port to the colonized New World. Alexander Kinglake,
after going through the hassle of quarantine himself, was perhaps right to
claim that the Muslim and Austrian lands “are as much asunder as though
there were fifty broad provinces that lay in the path between them.”*

It was not simply a matter of time and space. As Daniel Panzac pointed
out, the application of Austrian controls further deepened the ideological rift
between the Christian West (which saw itself as plague free and civilized)
and the Muslim Middle East (seen as disease ridden and primitive). In this
spirit, readers of a British medical journal were reminded in 1799: “No
nation was ever long engaged in a war with the Turks without taking the
plague.”®

Responses to Plague in the Middle East

When bubonic plague re-emerged in the Middle East in 1347, the western
Islamic world was under the control of the Mamluk military regime.*
Centered in the Citadel in Cairo, the Mamluk Empire extended south
beyond Aswan and north to Palestine and Syria. Among its settled people,
the first plague outbreak resulted in catastrophic loss of human life, perhaps
a third of the population. In Cairo, with an estimated pre-plague population
of half a million (the world’s largest or second largest city), between October
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1347 and January 1349 some 200,000 people were carried off. On the
caravan route linking Cairo and Bilbeis in the south-eastern Nile Delta,
there were said to be corpses everywhere along the way. In the far north
at Alexandria, with the death or flight of thousands of workers, the pro-
duction of silk, fine cotton and other high-quality cloth collapsed. Hrbek
rightly claims that the Black Death and the famine which followed it
were "d:‘e greatest catastrophe to befall Egypt during the whole Muslim

Inseparable from the plague itself were localized famines that followed the
visitation. Though documentary evidence is sparse, it would seem that
famines were often caused by the flight of peasant cultivators to Cairo,
Damascus or other large cities where they hoped to find food. Peasants also
went in search of wonder-working urban exorcists thought to be effective
against the jinn which carried the plague; in the language of the people “the
stinging of the jinn” was a euphemism for the pestilence. Many fellabeen
also sought freedom from oppressive landlords and once they had joined an
urban workforce did not return to their natal villages. Because much of the
arable land depended upon irrigation, the flight of able-bodied men and
women disrupted agricultural regimes in whole regions: unless attended to,
heavy reeds grew up, blocking ditches and canals.”

In peripheral regions of the empire where absentee landlords were
unwilling to invest in land reclamation or to coerce settlers to come in,
following the plague great sections of productive land fell out of use. In
Upper Egypt and Nubia the situation was complicated by the successful
revolt of a Bedouin faction against central authority and their disruption of
trade routes. Thus at Luxor, of the 24,000 feddans of arable land under
crops before 1347, only 1,000 were still being cultivated in 1389.* There
was extensive depopulation in northern Syria where a century after the
Black Death hundreds of village sites lay abandoned. Yet, rather than entire
village groupings being exterminated by plague, it would appear that many
cultivators who had survived had moved south to take up farms in the Nile
Delta and then stayed on.”

In this agricultural heartland of Egypt, plague and famine had wrought
their usual havoc in 1347-49. Yet within seven or eight years, most of the
Delta’s 2,300 villages were again producing the wheat and other foodstuffs
needed to feed Cairo. And within the capital itself, craft work, buying,
selling and other everyday activines had resumed in reassertion of the
continuity which was the special Egyptian way.

To assess the consequences of the Black Death and later visitations of
plague on the Mamluk lands we must examine the web of relationships
among particular social groupings In a nutshell, we will find that between
1347 and 1805 human responses did not change in any appreciable way
because no group had any compelling reason to alter accustomed behavioral
patterns. This was true for the fellaheen who had always been at the bottom
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of the social heap as well as for the various power-brokers who had
authority over other people’s lives.

During the long centuries when plague was present, in theory each fellah
head of household had hereditary use-rights to his land under the watchful
eye of the village headman, the shaykb al-balad. This headman was the
single link between the village and the world outside. When Mamluk
government was strong, village headmen recruited the corvée labor needed
to construct new irrigation canals and ditches. The fellaheen resented
these corvée requirements as well as the oppressively heavy taxes collected
by the headmen on wheat, poultry, fruit trees and other products. Though
when confronted by alien forces coming from the outside, villagers would
stand together as a moral whole, in ordinary times they tended to divide into
feud-prone extended family groupings. Any headman worth his salt knew
how to manipulate the two or three factions in the village for his own

rofit.

P In addition to these human forces, Egyptian peasants had to worry about
when the Nile would flood and how high the waters would rise. Only a full-
scale inundation would bring soil-enhancing silt to all their parcels of land;
several years of low water or no inundation at all (as in 1374) would result
in famine (as in 1375-76). Famine might also follow if the village lands were
invaded by grain-devouring locusts or rats. Such crises had a long history.
While in exile in Egypt during the years that included the reign of Akhenaten
(c. 1379 BCE) the Hebrews had coined the phrase the “ten plagues of Egypt”
as a catch-all term to cover disasters caused by locusts, rats, floods, dearth
and disease.

Three thousand years later, after 1347 CE, Nile Valley peasants had to sort
out how to respond to the particular problems caused by the pestilence of
bubonic (perhaps aided by pneumonic) plague. The alternatives were to sit
it out and hope for the best or to give up farming and flee to Cairo or
Alexandria to become unskilled wage laborers.

Standing outside the troubled world of settled peasants were the nomadic
Bedouin. Living in deserts a few miles beyond the cultivated banks of the
Nile (95 percent of the land of Egypt was desert), the Bedouin had for
centuries avoided contact with settled people they knew were suffering from
strange diseases. In 1347-48, from listening posts they maintained in market
towns, they learned of the bubonic disease crisis and acted accordingly.
Travelling at camel speed, the Bedouin retreated further into the deserts and
both then and during later outbreaks of pestilence outdistanced the move-
ment of the disease. Soon after 1348, the life-preserving behavior of the
nomads was favorably commented upon by Ibn al-Khatib, a Muslim scholar
on his way across north Africa to Andalusia.”’ Yet because of the fierce
antipathy between settled fellaheen and nomads (in current colloquial
Arabic, the word Bedouin translates roughly into “filthy savage”), Nile
Valley peasants were unwilling to learn anything from semi-pagan no-
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mads.” Instead, whenever the plague raged, they tended to flee to the cities
to add to the number of potential urban victims.

The long-term effects of the contrasting behavior of settled people and
nomads were of some consequence. At a time when the population of Egypt
was in decline (perhaps 8 million 1n 1346 moving steadily downwards to
perhaps 3 million in 1805), the nomadic population remained more or less
constant (at best-a few hundred thousand). In peripheral regions, such as the
far south, the middle Nile Valley, and in areas bordering the Delta, in times
of weak Mamluk government (the situation after 1399) charismatic Bedouin
chieftains were able to establish semi-autonomous regimes of their own.
Emboldened by their own strength, in the fifteenth century and again in the
eighteenth, eastern desert nomads attacked isolated Coptic monasteries (St
Paul’s and St Anthony’s), slaughtering the monks and burning their libraries.
Yet.so long as nomadic tribesmen paid something in tribute, Mamluk
central authority generally left them alone.

Bearing in mind our concern to identify the reasons why no group (other
than nomads) even contemplated the idea that plague might actually be
controlled by human agency, let us turn to the decision-makers at the
summit of fourteenth and fifteenth-century Middle Eastern society, the
Mamluks. These rulers were a self-recruiting military elite in which, in stark
contrast to European aristocratic and knightly landholders, sons did not
inherit their fathers’ status. Among Mamluks, the usual practice was to
recruit each generation afresh from fair-skinned non-Islamic Turkish or
Circassian nomadic families living on the southern steppes of Russia, north
of the Black Sea.” At a time when Italians regarded slaves (generally black
Africans) as household ornaments unfit for serious responsibility, in the
Mamluk world almost everyone recruited for high-status jobs was originally
a slave.

Once enslaved 1n their western Asiatic homelands and cut off from further
ties with their kinsmen, young Circassian or Turkish nomads were loaded
on ships at Black Sea ports and carried through the Dardanelles to the
Egyptian port of Dumyat (Damietta). From there they were brought to the
barracks in the Citadel in Cairo. Within that great fortress (built by Saladin),
recruits who were destined for service under the Sultan (Royal Mamluks) or
under a leading emir were superficially instructed by eunuchs (men who had
sacrificed their testicles to their careers) in the truths of the Muslim faith. At
the more practical level recruits were trained in horsemanship and the use of
lance and bow and arrow. After cavalry training was completed, a recruit
was manumitted to become a Mamluk, formally joined in service in the
invincible army and sent to live in the household of a graded commander of
cavalry; one of these commanders held the office of Sultan.

It was the Mamluk cavalry which in 1250 had captured the saintly King
Louis IX of France and wrecked the Sixth Crusade. It was again the Mamluk
cavalry which had forced the pagan Mongols to retreat to their central Asian
homeland in 1258 after they sacked and destroyed Baghdad, the then chief
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city of the Islamic world. At a time when the warriors of Christendom were
notoriously unable to work for a common cause (Acre, the key crusader
fortress, fell to the Mamluks under Sultan al Ashraf Khalil in 1291), it is not
unlikely that these Mamluk victories over Mongols saved central Europe
from ruin. And in the era of plague, immediately after 1400, Mamluk
cavalry again saved the West by defeating a fresh wave of Mongol invaders
led by Tamberlane (Timur Lang) and persuading him that his future lay in
China, rather than in the Middle East or in Christendom.

Ever victorious and convinced that their military tactics were flawless, in
other areas of human concern the Mamluks were ill-prepared to innovate.
Most of them were functionally illiterate (an attribute they shared with
most aristocrats north of the Alps before 1550) and were thus cut off from
stray new ideas that might have come their way through written sources.
Mamluks were isolated in other ways as well. While on active service,
they were not commonly allowed to marry or encouraged to have much to
do with indigenous Cairenes other than those they encountered on
visits to female or male brothels in the town. Though they provided
inspiration for the web of fabulous stories which became The Thousand and
One Nights (the Arabian Nights), few Mamluks bothered to learn Arabic as
spoken by the majority of Cairenes, or in its classical form, the language in
which Allah had communicated the contents of the Holy Qur’in to the
Prophet Muhammad. Few learned Coptic, the language of the Christian
minority, which in the fourteenth century was being gradually phased out as
the language of daily use. Among themselves the Mamluks spoke a Turkish
dialect that was unintelligible to the general Egyptian population.™

To support their households, Mamluk magnates were assigned blocks of
land, igta, by the central Army Board; deeds of possession were then
registered in the central Chancery. Mamluk igta estates were usually scat-
tered about in Upper and Lower Egypt and Syria and reassigned every five
years to prevent an individual Mamluk from building up a local power base
of retainers of the sort found among fief-holding magnates and nobles in
pre-bureaucratic Europe. On the death or retirement of a Mamluk his lands
were returned to the Army Board for reassignment. From what has been said
so far, it is clear that the members of the Mamluk oligarchy had practically
nothing in common with the indigenous people whom their local agents so
thoroughly exploited.”

In time of plague, the alien Mamluks of course had to make individual
decisions about how to cope. In 1347-48, led by the eleven-year-old Sultan,
many Mamluks fled Cairo to plague-free villages north of the city. Yet in
later years, most decided that it was best to stay in the Citadel to defend their
interests against Mamluk rivals. Staying put, however, was perhaps not a
good idea; contemporaries noted abnormally high plague mortality among
fortress inmates. Overall, Mamluk numbers dropped from 10,000 in 1346
to only §-6,000 at the time of the Turkish invasion in 1517. Even so, this
force was fifteen times the size of the company the crusaders left behind to
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hold the Holy Land after its conquest by the First Crusade. Perhaps one
consequence of falling Mamluk numbers was that this drained their morale.
Yet Mamluk proneness to plague meant that they had no reason to assume
that there was a link between poverty, moral turpitude, and the spread
of plague. This humane attitude contrasted sharply with the situation 1n
northern Italy after 1450.*

At a time when Italian humanists and princes were creating the cultural
phenomenon known as the Renaissance, the Mamluk regime fell into
intellectual decay.” Convinced of the continuing invincibility of the cavalry
that had earlier defended the Middle East from Mongols and Christians,
sixteenth-century Mamluks failed to notice that their Ottoman Turkish
tivals had recovered from their defeat at the hands of Tamberlane (1402)
and were making effective use of infantry armed with hand guns and
cannon. At a great battle north of Cairo in January 1517 the Turks defeated
the Mamluk cavalry. Thereafter the Ottoman Sultan in Istanbul (the Byzan-
tine capital captured by the Turks in 1453) ruled Egypt through local
deputies. Yet behind the screen on which were played out the transient
movements of actors’ shadows, few things in Egypt actually changed. Under
the Ottoman Sultans, the Mamluks stayed on as de facto rulers until those
who survived the Battle of the Nile (1798) against the young Freach general,
Napoleon, were gunned down at the Citadel by the Ottoman Viceroy in
181r.

As it existed before 1517 and after, Mamluk power was buttressed by a
highly centralized state bureaucracy. Because the curriculum at Al Azhar
University (founded in 927 CE) was intended to produce Muslim theologians
and jurists rather than civil servants, the bureaucracy was staffed largely by
native-born Coptic Christians literate in Arabic, assisted by a few Jews.” As
members of a religious minority in the service of an alien elite, Coptic
bureaucrats knew that their survival depended on their skill in bringing tax
receipts into the Sultan’s central treasuries even during an era when plague,
famine and disasters were drastically cutting the size of the taxable popula-
tion. In r423 on the initiative of Copts in the central treasury, a state
monopoly of the sale of cane sugar was created. This was followed in 1429
by the creation of a monopoly on the sale of spices to European agents
cooped up in funduq (walled compounds) in Alexandria. These supplemen-
tal revenues helped to keep the Mamluk regime in being and lessened
Mamluk rulers’ need to worry about the well-being of plague-threatened
peasant populations.”

As city-dwellers banned from holding landed estates in rural areas, Coptic
bureaucrats were vaguely aware of the slow decline of fifteenth-century
Cairo’s population (in-migration notwithstanding) and with it the decay of
the urban tax base. To find out more precisely what was going on, in time
of plague counts were made of the number of victims® coffins leaving the city
gates; other counts were made of the plague dead for whom special prayers
were said at Friday mosque. Aside from this, bureaucracy took no notice of
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recurring bouts of pestilence and never contemplated establishing health
boards on the Florentine model.'®

Below the Mamluk civil service—and in personal wealth sometimes
exceeding them—were the great merchants and bankers of Cairo, Alexan-
dria and Qus, the city in southern Egypt which controlled the shortest route
from the Nile to the Red Sea. The most famous of these were the Karimi
merchant clan; some Karimi were Jewish, others regarded it as politic to be
Muslim.'®" So long as their Mamluk masters controlled access to the Red Sea
at Aden, these merchants had naval contact with the great spice-trade
treasures of India, Ceylon, Indonesia and China. Within Egypt, merchants’
primary concern was that receipts and bills of exchange came in regularly.
After Sultan Barsbay created a state monopoly of the spice trade in 1423,
many merchant clans simply moved to India and carried on business from
there. Historians now realize that it was this migration rather than Portu-
guese discovery of a new route to Asia via the Cape of Good Hope in 1498
that contributed most to the decay of Mamluk tax revenue from long-
distance trade.'®

The principal customers for the Asian spices in which merchants dealt
were the Mamluk elite of Cairo and the Genoese traders in Alexandria
who serviced well-born people in Europe; there was no demand for these
luxury goods among rural fellabeen. Presumably for this reason, these non-
consumers were beyond the pale of merchants’ concern. Similarly absent
from mercantile minds was a willingness to try out Italian-style maritime or
land-based quarantines which would halt the flow of shipping. In any case,
Mamluk masters delegated no political power to Egyptian merchants in the
cities where their warehouses and principal residences were found. Untrou-
bled by requirements of service on a board of health (in the style of a
German, French or English burgher in an early modern town), in time of
plague merchants simply barricaded themselves into well-provisioned
houses and waited the crisis out.

Within the cellular framework of extended families and corporate group-
ings that was urban Cairo, craft production was controlled by guilds.'”
There were guilds for wood-workers, metal-workers and food processors
and for the makers of fine cottons and silks for elites, for rough cloth for
workers and peasants; there were also guilds for prostitutes and pick-
pockets. Each guild was headed by an official appointed by the regime who
saw to it that taxes assessed by the central bureaucracy were regularly paid.
Since all categories of people, moral or immoral, were tax-rendering sub-
jects, in the tolerant world of Mamluk and later Ottoman Egypt there was
no need to stigmatize any social group as carriers of plague. Lacking indig-
enous scapegoats (other than the spectral jinn found in peasant culture),
there was no room for the development of the idea that human movement
should be restricted to block the plague.

In looking at Egyptian reactions to pestilence, some historians stress the
apparently unchanging nature of the official Islamic religious response; this
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interpretation oversimplifies a complex reality.'” To begin with (ignoring
the pagan residuum), it was not until the fifteenth century that the majority
of people outside of the Delta and Cairo considered themselves to be
Muslims at all. Egypt had been among the first provinces of the Roman
Empire 1n which Christianity became the religion of the people. This was
achieved by the mid 300s, some years before Augustine of Hippo (d. 430)
created the construct “original sin” that thereafter distinguished western
followers of the cult from other Christians. After the Arab invasion of 640,
welcomed by Copts as a way to free Egypt from the tentacles of the
Byzantine (Greek Orthodox) Church, Copts co-existed with Muslims. For
itspan.lslamreoo@izedtherightofodwrpeoplesofthebook(]cwaand
Christians) to their own forms of religion so long as they did not proselytize
Muslims. Co-existence continued during the Mamluk period. However, at
times of special crisis when, for example, Genoese and Venetians were
raiding the Egyptian coasts (they burned down Alexandria in 1356), many
Copts found it convenient to have a family member convert to Islam.'*
New-made Muslims were unlikely to challenge established teachings about
the appropriate responses to plague.

Until the re-emergence of bubonic plague, the practice among Copts was
for one of their sons to become a monk; monasteries like those of St
AndtonyintheEasmnDesertandinWadiNatruninthedwenwestofthe
Nile were true bastions of the faith. However, because monastic building
plans were so nicely suited to the dietary needs of flea-bearing rats (a flour
mill was generally located near the monks’ living quarters), these communi-
ties were particularly hard hit by plague: the monastic records of Wadi
Natrun fall silent after r346. According to a contemporary report, of the
hundred monasteries tucked away in desert Egypt in 1346, only seven were
functioning around 1450.'" In the Coptic vision there was no doubt that
plague was sent by God; human intervention was futile.

The small Jewish community in Egypt also failed to come up with an
alternative interpretation of the meaning of plague. Jews were especially
numerous in Alexandria (where they had lived on and off since Roman
times) and in Old Cairo near Fustat Many of them engaged in the spice
trade with India. Others were medical doctors trained in the Yiinini (Greco-
Arabic) tradition that accepted Galenic ideas about miasmas and humors.
Like their colleagues in the West, in Egypt Jewish doctors often served as
personal physicians to great men at court. Because it was necessary to have
eight household heads in attendance to establish a synagogue (a number
seldom found in peasant villages), most Jews were city-dwellers who knew
nothing of the plague-prone world of rural people.'”

For somewhat different reasons, after 1347-49 Islamic theologians and
jurists learned in the law (subjects taught at Al-Azhar university and at
madrasa in Cairo) did not alter the basic interpretation of the response to
plague worked out around 870. As Lawrence Conrad has recently shown, in
the lifetime of the Prophet Muhammad (c. 570-632) during the first pan-
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demic of bubonic plague (541-775), the disease became a byword for a
horrifying presence before which all humans were powerless. During those
early years of Islam in and around Mecca and Medina, nomadic Arabs who
were still pagan held that plague was caused by demon jinn working on their
own, unbidden by any higher authority. To Muslims this was a heretical
explanation which denied the unchallengeable power of God. Accordingly,
the Prophet’s followers undertook to turn the pagan argument on its head so
that it would conform to the requirements both of theology and of popular
understanding. This took time: Conrad suggests that the completed formu-
lation did not emerge until around 870.'"

As incorporated into the Sayings of the Prophet (hadith) remembered after
870, plague was an instrument of Allah the Merciful, the all-powerful God:
this reading ensured that it was not seen as caused by non-God-directed
demons. And recognizing that two of the Prophet’s companions had died of
plague, the badith also asserted that the death of a Believer by plague
provided immediate access to paradise; in this the plague-dead joined Mus-
lims martyred for the faith or killed in a jihad. On the other hand, it was held
that pagans, infidels and other non-believers struck down by plague would
proceed immediately to hell. In further recognition of plague as an instru-
ment of the All-Powerful, the hadith advised Muslims that “If you hear that
the plague is in a country, do not enter it, but if it appears in the country you
are in, do ot leave and do not flee that country.”'®

Taken together, these teachings make it clear that there was no need for
family members to flee the household if one of their number were carried off
by plague or to search for scapegoat humans. What Allah wills happens; in
time of plague people should carry on their lives as if nothing unusual were
going on. A commentary on this was written by Ibn Hagar al-Asqalani, a
Cairo imam who lived through the plagues of 1417, 1429-30 and 1444 and
died in 1449. Inspired (Dols suggests) by this intam, after 1437 in time of
plague it became customary to read out the appropriate hadith to the
assembled faithful at Friday prayers at Al-Azhar.""’

In Mamluk and Ottoman times, Al-Azhar scholars learned in theology
and in the law issued formulations to guide medical attitudes to disease. Yet
in practice, medical pluralism prevailed; each social grouping had several
traditions to choose from. J. P. Berkey cites the case of a teaching madrasa
known as the Jawhariyya founded in 1430 to instruct students in forms of
law appropriate to Islamic identity. Incorporated into its deed of endowment
was the command that room be found for a special pearl which, when
immersed in water poured into a silver dish, cured a urinary disease. As a
practical demonstration of cultural pluralism, the endowment ordered the
madrasa to ensure that the common people always have access to the curing
waters this pearl produced.'"

Somewhat similar was the medical pluralism found at the Mamluk court.
Here a hypothetical emir might place a sick, kin-less, slave-soldier in the care
of a Jewish physician in the Greco-Arabic (Yiinini) tradition. If suffering
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from a (non-plague) fever, the slave might be treated following the medical
tradition used by fourteenth-century Jewish and Gentile physicians
in princely courts in the West, which is to say, the relevant sections of
Ibn Sina’s Canon. Alternatively, our hypothetical emir and his fair-skinned
slave mightiturn to a Sufi, a person with healing powers which he had
obtained from his contact—through reading, prayer and meditation—with
the spirit of life and regeneration. Or the emir might turn to a practitioner
of what was known as the Prophet’s Medicine. Under a nomenclature that
conferred authenticity, this included pagan Pharaonic, pagan nomadic, set-
tled Arabic and other ancient ideas about how to prevent and to cure
disease. Included in its wisdom was the proverb that every disease had its
cure except plague, madness and old age.' * For the urban poor, a less costly
option was a magical amulet guaranteed to keep away the evil eye
which struck down individual people or the jinn of plague which struck
communities.

As in the Chnstian West in the early sixteenth century, in the Muslim
world the heartbeat of orthodoxy was stronger in the great cities than in the
countryside. Thus 1n Cairo during the terrible plague visitation in 169596,
among people of middling rank the decencies expected of believers were
scrupulously maintained. Expanding the Islamic doctrine of good works,
family, friends and neighbors regularly visited plague-afflicted people and
assisted in their feeding and bathing.Caring family members tidied up the
dead, placed them in coffins and brought them to the grave accompanied by
large processions of mourners. According to the chronicler, Garbarti,
“Many rich men, emirs, great merchants and others, joined in this charitable
work and assisted personally with the burial of a great number of plague
dead” in the Eastern and Southern Cemeteries.'”’ In doing what they did,
believers accepted that the visitation had been sent by Allah the Merciful to
open to the faithful one of the 360 doorways of Paradise.

The situation in rural areas may have been different. Here among
unacculturated fellaheen, plague continued to be seen as a visitation by
dart-throwing jinn, best responded to by flight to Cairo where there was a
chronic-labor shortage.'"* In eastern Anatolia in the Ottoman heartland,
during the plague of 1720 many villagers took to the hills; after the crisis
some stayed in their new-found settlements. Travelling opposite Egypt on
the Red Sea coast in 1816 John Lewis Burckhardt was told by fleeing people
that “the plague is a blessing which Allah has sent to the world to call the
virtuous to paradise; we believe we have yet to achieve this state of grace and
so we are withdrawing ourselves until another time,”'"

In Egypt, in determining how to cope with plague, each extended family,
peasant community- or self-contained urban neighborhood seems first to
have looked at how their forebears had done things. Finding no precedents
for intervention, no interventions were made. And so the plague continued.
Somewhere in Egypt in at least sixteen of the fifty years between 1750 and
1800 great numbers of people died of the disease. Then, early in the
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nineteenth century, a new alien ruler arrived on the scene. Unlike his
predecessors, when confronted by plague, Muhammad Ali proved himself
willing to take forceful action.

The son of a Macedonian soldier/merchant, Muhammad Ali had served in
the Ottoman army and may have picked up some ideas about plague control
from Turkish medics; in such matters the Turks were half a century in
advance of the Egyptians.'** In 1801, while still a dashing young man he was
sent to Egypt as second-in-command of an Albanian contingent to clean out
the remnants of Napoleon Bonaparte’s army (which had been hit by plague
earlier in Syria). In 1805 Muhammad Ali Pasha became Viceroy and de facto
ruler of Egypt under the Ottoman Sultan.

Inasmuch as one man could, Muhammad Ali transformed Egypt and the
Syrian province his army occupied after 1805. As heir of the power of the
Mamluks, within the settled lands his word was law. To rid himself of
intrigues, in March 1811 he invited 470 Mamluks to dinner at the Citadel
and gunned them down as they left. At his command, Sufi teachers estab-
lished colonies in Upper Egypt and Nubia and used Muslim converts to
expand the area of arable land. Beyond Egypt, military campaigns brought
Sinai and Syrian nomads into his system as taxpaying subjects. Further
afield, his sons commanded armies that defeated a fundamentalist sect in
control of the holy cities of Mecca and Medina and, in 18 16, established the
Pasha as the protector of orthodox Sunni Muslims within the Ottoman
Empire. All this was done with an army which at maximum strength
numbered 200,000 men and a naval establishment of 30 ships based on the
new-built arsenal at Alexandria.

Muhammad Ali intended to modernize Egypt so that it could compete on
equal terms with its European trading partners—principally England and
France—as well as expand its already considerable trade in the Middle
East.''” Had he succeeded, Egypt would have been the first non-European
country to come successfully to terms with the modern world of advanced
capitalism and imperialism. If the Pasha failed in the end, it was not through
any fault of his own, but because the European states (wherein reigned the
liberal values, laissez-faire and possessive individualism) had vastly superior
resources of manpower, advanced technology and advanced credit finance.
They also had vastly superior access to raw materials and markets. In
contrast to Britain’s 20 million people and France’s 34 million, Muhammad
Ali’s Egypt consisted of only 3 million mostly illiterate people, heirs to 450
years of periodic exposure to bubonic plague, living on an area of arable
land smaller than the Netherlands.'*®

Never daunted by statistics, Muhammad Ali established a command
economy in part funded between 1809 and 1814 by the export of wheat to
the British forces under Wellington, which were driving Napoleon’s armies
out of Portugal and Spain. Then building on fifteenth-century Mamluk
precedents, the Pasha established state monopolies in cotron, linen and
manufactured goods; he also created a monopoly on Egyptian trade with
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Europe and Anatolia and built up the navy to enforce it. After 1838,
overriding existing use-rights, he resumed (Pharaonic) state control of
all arable land and established a new landholding class, largely of Turkish
orCircassiandment,whichbecamcthebasisofthearistocracy until it
was undermined by Gamal Nasser in the 1950s. To make these state
agencies work, and to harness the energies of the whole of the Egyptian
populationtothemkofproducingcotton,grainandothetgoodsfor
expontotheMiddleEastandEu:ope,MuhammadAlidevwedanldeology
of Order based on Pharaonic precedents touched up with what his
{talian and French advisers told him were ideas current in Europe. In its
application, it worked in much the same way as did the full-blown Italian

system.

Many of Muhammad Ali’s state-building activities ruffled the feathers of
liberals in Europe. With perhaps unconscious irony, P. J. Cain and A. G.
Hopkins (1993) summed up the British position:

this emerging complementarity [raw cotton from Egypt, in exchange for
cotton goods from Manchester] could not disguise the fact that Moham-
med Ali was a centralising autocrat who favoured state monopolies and

;onism, and had expansionist ambitions of his own, whereas Brit-
ainwasmadinsapathmwardfreetmdzandminimalgovemmem,and
needed to create obedient and pacific satellites.'”

In 1827 at Navarino Bay a combined Franco-British fleet sank the navy
Muhammad Ali had sent to help his Ottoman Sultan master discipline the
rebelling Greeks.'® In 1830 French and British consuls in Cairo teamed up
to ensure that the Pasha did not help his co-religionists in Algeria drive
newlyanivedchhsenlersMintodtesea.

Indicative of mid-nineteenth-century non-governmental attitudes towards
the Pasha’s Egyptian subjects and their medical practices were the comments
of the British back packer, Richard Burron Briefly in Cairo while preparing
to slip illegally into Mecca, Burton found himself in need of money. As he
reported:

From my youth I have always been a dabbler in medical and mystical
study. . . . Moreover the practice of physic is comparatively easy amongst
dwellers in warm latitudes, uncivilized peoples, where there is not
that complication of maladies which troubles more polished
nations ..so0. .1 therefore considered myself as well qualified [to prac
tice medicine in Cairo] as if I had taken out a buono per Pestero diploma
at Padua . . . I request the reader not to set me down as a mere charlatan;
medicine in the East is so essentially united with superstitious practices,
that he who would pass for an expert practitioner, must necessarily

represent himself an “adept”.'”!
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This was written nearly forty years before Robert Koch of Prussia brought
modern medicine into being, finally justifying the assumption that western
medicine was itself more than a “mix of superstitious practices.”

As an enlightened despot, Muhammad Ali recognized that all members of
society, to be productive, needed access to modern health care. To this end,
he created the first state-supported rural health scheme in the Mediterranean
world; no similar scheme would be found in liberal Britain until the coming
of socialism in 1945. To achieve universal rural health coverage, the Pasha
brought in European medical advisers in the clinical tradition, headed by Dr
A. B. Clot. In 1827 Clot and Muhammad Ali established the first western-
style teaching hospital in Egypt, the Kasr el Ainy Hospital; instruction was
in Arabic. Students were recruited from Al-Azhar where they had been
studying law and theology; these programs were just as appropriate for
students of medicine as was the program in Classics at Oxford to which the
créme de la créme of the British medical profession was exposed. By 1830,
graduates from Kasr el Ainy—Dr Clot refused to let them call themselves
medical doctors—were out in the field staffing rural clinics.'? Four years
later Egypt was hit by the first of two harsh bouts of plague; it is to these we
now turn.

By 1834 Muhammad Ali was already committed to an Ideology of Order
in time of disease crisis. In 1812, learning that plague was in Istanbul, the
chief city of his political master and leading trading partner, he imposed a
naval quarantine on Turkish ships; the plague did not enter Egypt. Later, to
deal with the problem of men and goods coming in from plague-ridden
Levantine ports, he established a pesthouse and warehouse in Damietta.
Ironically, his chief medical adviser Dr Clot, being a2 miasma man, derided
the contagion theory on which these programs was based. However in
1830s Egypt, as in baroque Italy, the opinions of medical men were easily
overridden by the mandates of the Prince.

Despite quarantine precautions taken in 1834, the plague entered Egyp-
tian Mediterranean ports in great force in the following year. During early
months, while only outlying regions near Alexandria were affected,
Muhammad Ali imposed a cordon sanitaire around the city. When plague
broke through, he used tough measures much like those used in Genoa
in 1656. Police and soldiers imprisoned plague victims in pesthouses and
burned their personal effects. As in Europe, status considerations held;
middling or high-ranking Alexandrians who had a family member suspected
of being sick got off with household isolation. In contrast, whole families of
poorer people in the same plight were rounded up at night and carted out to
quarantine stations on the edge of town. Heads of households failing to
report a family member dead of plague were summarily shot.'?

What particularly offended Alexandria’s Muslims about Muhammad
Ali’s Ideology of Order was that Christian infidels (Western doctors) seemed
to be commanding Muslim medics to do things which were against the law
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of God. Seen as gross examples of defilement were the autopsies conducted
by medical personnel on the nude dead which were then buried in lime. To
stop the rounding up of suspects (who, it was rumored, might be converted
into “plague” dead for clinical observation) groups of Muslims barred the
way of soldiers who were taking people away under cover of darkness. The
results were predictable: a score of people shot dead, whole neighborhoods
cowed and the further rounding up of plague vicums and their families.
Faced with the failure of neighborhood solidarities, some families took
measures of theic own. Burrowing away secretly at night they buried their
plague dead in“courtyards, or left the corpse on some distant street where it
could not be recognized and thus bring punishment to the family.

Yet in the end, the application of the Ideology of Order was futile. Once
pestilence was well established among the rat, flea and buman population all
the way between Alexandria and Luxor, there was nothing that Muhammad
Ali could do but wait for it to run its course. By the time the visitation ended

in October 1837 some 75,000 Cairenes and 125,000 other Egyptians were '

dead. Total mortality was equal to the size of the entire army, roughly 7
percent of the Egyptian population '**

For a small non-western nation struggling to emerge on terms of equality
with the liberal imperial powers of Europe, this loss was a staggering blow.
It was the first of many. In 1838, under the siren call of Free Trade (ancestor
of GATT), Lord Palmerston forced the Ottoman Sultan and his Viceroy in
EgyptwallowBriﬁshagentsrobuycottondirectfrompmducers;this
destroyed the Egyptian state monopoly of a vital export and income gen-
erator. Three years later liberal Europe forced the Egyptians to withdraw
from Syria (since 1250 an integral part of the Mamluk Empire). Deprived of
his tax base in Syria and of revenues from state monopolies in Egypt, by the
mid-1840s Muhammad Ali was unable to prevent. European usurers from
winning control of the money markets of Egypt It seemed that his dream of
establishing an Egypt under nominal Ottoman suzerainty, independent of
the West, was rapidly becoming an illusion '**

So to0o, if western ideologues had their way, would the Pasha’s main line
of defense against fresh imports of plague from abroad. Determined to end
the “barbarism and self-sufficiency” of a non-European state which put up
barriers to Free Trade, British diplomats worked to prevent the establish-
ment of further quarantines on shipping.'** Writing in 1839, the British
ambassador to the Sublime Port, Lord Ponsonby, made clear his contempt of
Orientals’ policies of inspecting and impounding ships and warehouses. In
his lordship’s words:

This power will occasion a serious inroad upon one great and precious
principle and right created by our capitulation, that is the inviolability of
the domicile of a Frank [a British person]; and it will probably occasion
robbery, perhaps murders, and certainly infinite distress and misery to the
sick. . . . therefore I am adverse to these measures.'”’
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Despite the setbacks Europe’s imperialists inflicted on Muhammad Ali,
when plague broke out in northern Egypt in 1841 he again took up the fight.
This time, his foreign plague doctors were accompanied by battalions of
troops and, as a concession to the gender differences of plague victims,
women curers. Confronted with this support system, local people stiffened
their backs, determined not to cooperate. Typically, in the Delta province of
Gharbiyya, 300 village headmen met the provincial governor in February
1841 and assured him that their dependent peasants were plague free. This
was patently false; a few days later it was learned that 6 50 people, nearly
half the inhabitants of one of these villages, had already died of the disease.
In another plague-swept village, survivors lynched the soldiers Muhammad
Ali sent in and for several hours prevented reinforcing troops from even
rescuing their corpses. Elsewhere however, the shock-troops of the Ideology
of Order successfully maintained control.'*®

As perfected by Dr Masserano and other medical hirelings in the Delta in
1841, plague measures were enforced with brutal thoroughness. In any
suspect village, living victims and family members were separated from
healthy peasants and placed in isolation; the entire village was surrounded
with a cordon sanitaire manned by soldiers instructed to shoot to kill.
Within the village, clothes and housing belonging to the plague dead were
burnt. All other peasants were rounded up, segregated by sex and, in crude
violation of Muslim ideas about the impropriety of public nudity, made to
take an all-over spoglio, a bath in full view of medical attendants (hence the
need of a woman curer to supervise the washing of females). The spoglio
completed (nobody then knew that the fleas which might carry the plague
were thus banished), the peasants were given clean clothes and kept for
several days under medical supervision.'”

Backed by rigorous control of shipping coming in from suspect Mediter-
ranean ports, this time Muhammad Ali’s plague measures appeared to work
to wondrous effect. The plague slowed down (the last localized outbreak
was in October 1844), then petered out. Thereafter Egypt became plague
free and would remain so for three generations. Standing before the Pasha’s
tomb in his mosque in the Citadel today, visitors may be excused for
thinking they hear a sigh issuing forth which, translated from the Arabic
says: “But at least I won the victory over plague.” Augmenting the Pasha’s
boast is the modern understanding that quarantines, working in phase with
the dying off of afflicted populations of rats, might indeed free sizeable
regions from the Great Scourge.




2. Dark Hidden Meanings: Leprosy and
Lepers in the Medieval West and in
the Tropical World under the
European Imperium

Introduction

In 188 Henry Wright, archdeacon in the Church of England at Grantham,
warned that “loathsome” leprosy, long thought to be extinct among civi-
lized beings, was in India “eat{ing] into the nerve-tissues of [England’s]
people.” Looking to the near future when he thought many of his nation
would be settled in India, Wright predicted that travel back and forth would
bring the terrible disease to England’s own “closely packed population.” To
head off this “Imperial Danger,” Wright pleaded for Christian commitment
to the despised “Lazar n his rags,” who like the lepers known to Jesus
“invites us to hasten and help him.”’

Six years later, coming from within the medical profession rather than the
clergy, was a book-length survey of the affliction Archdeacon Wright had in
mind. In Leprosy (1891), Dr George Thin confirmed that “modern nerve
leprosy™ was the same disease for which prescnptive behavior was laid
down in Leviticus chapter XIII verses 44~-46. Here the operative words were
“now whosoever shall be defiled with the leprosy and is separated by the
judgemeat of the priest . . . shall dwell alone without the camp.”? Like others
with career interests in this disease—such as Health Officer Acworth in
British-occupied Bombay—Dr Thin believed that medieval regimes had
literally followed the Old Testament injunction to capture and confine lepers
and that this policy had led to the disappearance of leprosy in Europe by the
end of the sixteenth century. Instancing modern ideas about civil rights,
Thin boasted that “the drastic measures by which the people of England
freed themselves from the plague of leprosy are hardly likely to be repeated
in any country governed by a civilized power.”’

Yet at the very time Dr Thin was writing, coinciding with the rise of the
penny-cheap press, an aggressively civilized United States of America was
rigorously segregating lepers in Hawai’i in the mid-Pacific. In Britain,
media-led sympathy for Father Damien de Veuster, the Belgian Roman
Catholic missionary priest who martyred himself for Hawaiian lepers in
1889, led to the establishment of the National Leprosy Fund with the Prince
of Wales as honorary chairman.! Following this, the first World Leprosy
Congress was held in 1897 in Berlin, the city where sub-Saharan Africa had
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recently been portioned out to the colonial powers. Not surprisingly, leprosy
professionals at the congress voted overwhelmingly for the segregation of
lepers world-wide.

Against this background I will open this chapter by looking at the leprosy
situation in medieval Europe. Following in the footsteps of two quintes-
sential late Victorian medical men, Charles Creighton and Jonathan
Hutchinson, I argue that the time has come to reject orthodox nineteenth-
century historical accounts of medieval leprosy of the sort exemplified by
Wright and Thin and, in our own time, Foucault. As I as see it, depending
on context, medieval “leprosy” lay somewhere along a spectrum ranging
from:

leprosy as moral impurity moving on to leprosy as imagined disease (a
Construct, but in official perceptions, requiring 70 police action);

leprosy as the full Construct and call to action by accusers and magistrates:
this led to the imprisonment of “lepers” in lazar houses;

leprosy as Hansen’s disease, i.e., clinically true leprosy.

Unlike Mary Douglas, I assume that at least a few sufferers from Hansen’s
disease were found among the “lepers” dealt with in late eleventh-, twelfth,
and thirteenth-century northern Europe. I also assume that as Construct
(delusion), leprosy was for a time an epidemic threat. Building on the
findings of Hutchinson and Creighton, I will then argue that medieval
responses to “leprosy” were actually a heterogeneous hodgepodge which left
most “lepers” wandering about at will.’

After looking at medieval accusers and victims of “leprosy” I will pinpoint
those elements Victorian orthodoxy chose for its usable history of leprosy.
Emerging from this was the scripturally based Construct summed up by Dr
George Thin. In this version, as applied to the tropical colonial world,
particular stress was laid on the transference of identity which transformed
a normal colonialized person into a dehumanized leper.® From the 1860s on,
application of this Christian paradigm formed a basis of policy in Hawai'i,
South Africa, Malaysia and the Philippines.

Elsewhere, especially in India, colonial administrators regarded the
Hawaiian model as the ideal towards which they might like to aim, all other
things being equal. In practice however, many of them recognized that local
cultural attitudes to the colonial intruders would make it impolitic to inter-
vene in ordinary people’s lives on the scale the Hawaiian model required.
There was also the always touchy issue of finance. Who was to pay for
any campaign of mass leper incarceration? Accordingly, in India and in
other areas which looked to its government’s policies as models, instead of
following the Hawaiian paradigm to its logical conclusion, colonial admin-
istrators resorted to face-saving tokenism. Yet even the confinement of a tiny
number of lepers was usually accompanied by loud scoffing at indigenous
peoples’ medical ideas. This had important long-term consequences. One of
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A EAFPFIR WITOH DOCTOR,

5. The “Other”: a “Kaffir Witch-Doctor”, from the lllustrated London News,
10 December 1864.

the little-known secrets of nineteenth-century imperialism was that trivial
interventions, often seen by the colonialists as mere window dressing for
the benefit of some special interest group back home, were seen by the
imperialized peoples themselves as massive interference. However, this
understanding often escaped the notice even of long-serving colonial officers
who prided themselves on their knowledge of local conditions and local
languages.’

Among late nineteenth-century westerners worried about “Imperial Dan-
gers,” it was thought that leprosy was a hereditary, contagious, incurable
disease that condemned once normal people to years of living as shrivelled
wrecks with collapsed noses, claw-like stumps for hands and feet, stinking
flesh and breath, and raucous voice. Even more degrading was the stigma
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attached to the disease. Among the historically informed, opinion held that
leprosy was God’s punishment for dark, hidden thoughts, words and deeds,
usually involving disgusting forms of sex. Lepers needed moral uplift even
more than they needed medical care. Inspired by this notion, most of the
work among lepers in India and Africa was carried out by missionaries,
missionary doctors, and religiously motivated volunteers from European
homelands. These people formed a powerful interest group which colonial
administrators ignored at their peril.

Ironically, in view of the small input laboratory-based science actually
made to the control of its spread until very recently, leprosy was one of the
first human illnesses for which the bacteria causal agent (Mycobacterium
leprae) was discovered. Armauer Hansen of Norway made the breakthrough
in 1873, nine years before Robert Koch of Prussia located the causal agent
of tuberculosis; it is now known that the two disease agents are closely
allied. Yet despite this head start, Hansen’s disease was one of the last of
the infectious diseases in this book for which something resembling a full
cure was devised. The first scemingly satisfactory curative drug—dapsone—
was discovered in the early 1940s, but because many patients developed
resistance, it had to be replaced in the 1980s by a multi-drug treatment. This
new therapy halts the degenerative processes (cures the disease) but is
only fully effective for cases caught in time; lost nerves can never be
restored.”

In the modern understanding, Hansen’s disease is a spectrum of types
ranging from highly destructive lepromatous leprosy to tuberculoid leprosy.’
In the 1920s, clinical technology revealed that lepromatous leprosy went
through three stages. During its early stage when it was at its most infective,
it caused little visible tissue damage. Only during its third and final stage
when the victim was no longer infective (and had thus become a “burnt-out
case™) did the leper acquire the collapsed nose, claw-like remains of feet and
hands and other gruesome evidence of lepromatous leprosy. "

Globally, during the “Imperial Danger” scare, leprosy was most com-
monly found in the tropics. Yet in those regions it was unclear why so few—
perhaps § percent—of the people who came into contact with an infective
leper developed the illness. One of the barriers to problem resolution was the
seven- to ten-year interval between contact and first disease symptoms;
leprosy was seldom an illness of young children. If, as now thought, most
members of a population exposed to Mycobacterium leprae had immune
systems able to resist the bacteria, this did not explain why the residual 5
percent were susceptible. Among the possibilities suggested by early
twentieth-century experts were “predisposing diseases” such as syphilis,
gonorrhea and malaria. Other predisposing causes which one or another
expert added to the list were physical weakness brought on by malnutrition,
living in squalor with a large family in tight quarters, living near peat-bogs,
or eating contaminated fish. In the antebellum American South, plantation
doctors tended to regard leprosy as yet another disease of black people."
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During the 1920s, there was uncertainty about how leprosy was spread.
The argument that it was airborne, broadcast through nasal discharge, ran
against the counter-argument that during this era of “Imperial Danger”
immigrants known to be carriers of leprosy living in Paris and other large
cities did not trigger epidemics. Similarly, it was pointed out that the 170
leprous Norwegians who had emigrated to Minnesota and Wisconsin in
North America after the Civil War had failed to set off epidemics, or indeed
to produce children who became lepers, Back in Europe, aside from the odd
case, leprosy was confined to sparsely settled rural places such as coastal
Brittany; the Pyrenees and coastal Norway."

Over the centuries very few lepers have written accounts of what the
disease (imagined or real) personally meant to them. Aware of this informa-
tional gap, I thought I should visit my local leprosarium at Abou Zaabal on
the outskirts of Cairo.!* Once there I saw several dozen blind, claw-handed,
skeletal human wrecks, victims of Hansen’s disease, who matched any
description of physical horror I found in written sources; French Catholic
nuns were in attendance. By coincidence, 1t had been in the Egyptian south
west, in Dakhlah OQasis, that the first skeletal remains of a leper were found
(from the second century BCE) Literary evidence, however, suggests that the
disease was first found in India around 6co BCE "

Leprosy in the European Middle Ages: Background

The relatively recent discovery of twenty to thirty leprosy-damaged skel
etons belonging to people who lived in Roman Britain and Gaul, and beyond
the frontiers of the Roman Empire in Hungary and the Nordic lands,
conclusively proves that leprosy was not introduced into Europe during the
era of the Crusades as many Orientalists thought, but that it had been there
much earlier.’* What probably happened was that sufferers from Hansen’s
disease had been in the entourages of Roman conquerors such as Julius
Caesar (who was in Gaul §8-49 BCE). They in turn probably picked up
leprosy in Roman ruled lands in the Levant: the disease seems to have
appeared‘in that region soon after Alexander the Great’s attacks on India in
327 BCE."

Moving to the seventh and eighth centuries of the current era brings us to
Lombard precedents for the mixing of accusations of religious heresy and
leprosy which would be typical of the situation half a millennium later, in
the high Middle Ages. Coming south after sso these Germanic Volk, the
last tribal group to settle in Italy, were adherents of the Arian interpretation
of Christianity (named after Arius of Alexandna) which claimed that Jesus
was of similar substance to God the Father Once settled in and around
Pavia and Milan, the Lombard minority found themselves living among a
conquered underclass who followed Athanasius (also of Alexandria) in
claiming that this was not so, and that Jesus the Son was of one substance
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with God the Father. For believers, these differences were of critical
importance.

Hemmed in by a populace who followed the creed of Athanasius and the
authority of the Bishop of Rome, the Lombard king Rothari spoke of the
adult male Lombard population as “the most fortunate army.” Presumably
he was thinking in terms of the “purity” of insiders like himself and the
“danger” posed by outsiders."” Living in these strained circumstances, in 63 §
Rothari incorporated into a law code a chapter prescribing action in case of
leprosy:

If anyone is affected with leprosy and the truth of the matter is recognized
by the judge or by the people and the leper is expelled from the civitas or
from the house so that he lives alone, he shall not have the right to alienate
his property or to give it to anyone because on the day he is expelled from
the home it is as if he had died. Nevertheless, while he lives, he should be
nourished on the income from that which remains.'®

Though the meaning of leprosy (as disease, as Construct, or both) within
Lombard society remains opaque, in determining the tone of Lombard
relationships with neighboring Frankish Gaul while it was ruled by King
Pepin meanings became transparently clear. The Franks had became the
armed protectors of the papacy against the Lombards in 753-54. After
Pepin brought the Lombards to heel, he accepted the Pope’s warning that
dynastic ties cemented by marriage between himself or his son and a
Lombard princess would introduce hereditary leprosy into the Frankish
royal line; it seems that popes were already infatuated with the tainting
qualities of leprosy. Thereafter following the papal lead, it became de
rigueur for Franks to claim that Lombards were “perfidious and fetid,
amongst whom it is certain that the race of lepers took their origins.”"’

During the long era between the collapse of Rome and the birth in the
tenth to eleventh centuries of a set of societies recognizable in retrospect as
“Europe,” medical doctors in the classical learned tradition lived almost
exclusively in the urbanized eastern half of the old empire, either in the
Christian core centered on Constantinople or in the Islamic world centered
on Baghdad and Cairo; in both regions the heartbeat of urban life continued
to be strong.” In stark contrast, in the post-Roman West (proto-Europe), by
the end of the fifth century internal social decay had destroyed all but the
most rudimentary forms of town life and with it the sort of patronage/
clientage networks learned physicians required. Worse was to follow. After
the death of the peripatetic Frankish king/emperor, Charlemagne (Pepin’s
son) in 814, the West was overrun by rural terrorists, at first predominantly
outsiders—Vikings, Magyars, Saracens—then by locally born raiders.

In the west Frankish lands in the late tenth century and in the eastern
(Germanic) lands in the late eleventh, casual lawlessness gave way to the
systematic exploitation of cultivators by the holders of rude fortresses
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(castellans) and resident warriors (later known as knights); many of these
thugs were ostensibly in the employ of great territorial lords.* Writing in
1127, Peter the Venerable, Abbot of the great Benedictine abbey at Cluny in
Burgundy, noted that it was common practice for lords and under-officers
arbitrarily to beat, plunder and torture peasants who had been unable to
take refuge in flight. Victimized by armed predators year after year, most
peasants capitulated to an oppressor; in order to regularize exactions they
became his serfs.”

During these centuries of terror and disintegration in the Christian West,
health provisioning lay almost entirely with village curers, sorcerers, magi-
cians, wandering spirits and wonder-working protector saints.” When in the
eleventh century elements of learned medicine finally reappeared in the form
of written texts, they necessarily came in from outside. Before 1236, one
source was the Andalusian city of (Muslim) Cordoba with its library of
400,000 books in Arabic, Hebrew, Greek and Latin which, before they were
burned in that year by conquering Christians, probably contained much of
the wisdom of the Ancients.* Another lay in the manuscripts brought into
monastic libraries in coastal Italy from scriptoria in the Levant. Among these
imported sources were ancient writings on leprosy. But in establishing which
medical interpretation would henceforth become standard in the West,
much depended on the accidents of chance.

As Michael Dols, Mirko Grmek and others have pointed out, the first
extant description of proper leprosy was for a long time lost or ignored.
Written in the first century ce by the Alexandrian physician, Aretaeus of
Cappadocia, it is one of the great “might-have-beens” of medical history.
Like the imperial masters he mentioned, Nero and Vespasian, Aretaeus
believed in the traditional pantheon of Roman gods, none of whom con-
nected sickness with private moral behavior. This neutral ethical position
permitted Aretaeus to regard Hansen’s disease as merely a disease of the
body. However, he did point out that because of the physical disfigurement
it caused, true leprosy frightened many people: “for this reason there are
those who abandon their most- cherished relatives in the desert and the
mountains . . . even if [they are] one’s own son, father, or brother.”*

Between the seventh and the eleventh centuries medically informed
Muslim authors drew on other late antique writers to present more or less
clinically correct descriptions of Hansen’s disease. This held that judbdm,
bahq, or baras (Arabic words for various forms of clinical leprosy) was one
of the hazards of life to be endured; it was not seen as a moral category or
as a punishment sent from on high.>* However, because of the near absence
of open-minded Christian scholars literate in Arabic in apposite times and
places, it would not be from these medical and medical/literary sources
that instrumental people in the West would find the insights they needed to
coin functional meanings for “leprosy.” Instead they used sources that
were heavily influenced by priestly interpretations of Judaic-Christian
scriptures.
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This brings us to the point in the emerging western mind at which Old
Testament ideas and words associated with skin problems, deadened nerve
ends, collapsing bones and ritual conditions of impurity come to the fore.
According to the practices prescribed in Leviticus chapter XIII verses 4446,
Hebrews accused of having scaly skin were to be examined by a priest. If the
skin condition and its associated white spots continued, they were judged to
have offended the Hebrew God and had to withdraw from the tents and
camp of the healthy until such time as the skin and/or ritual condition
(zara’at) cleared. This presumably is the meaning of the sentence from
Leviticus: “All the time that he is a leper . . . he shall dwell alone without the
camp.” In a perceptive comment in 1906, J. Hutchinson, earlier president of
the Royal College of Physicians, pointed out that:

[the Old Testament] scriptural record makes no mention of the paralysis,
the loss of sensation and the helpless crippling which attend the true
disease, but speaks of it as if it affected the skin only, and had its
consummation in whiteness.

Hutchinson drew on the insights of Armauer Hansen (1873) and others in
holding that Hansen’s disease was incurable by human agency and that most
self-cured lepers would be in the third phase of the disease—without fingers,
toes or nose. In this deformed state they would probably better fit Aretaeus
of Cappadocia’s category of human wrecks before whom sons, fathers or
brothers fled in terror than any category of cleansed, ritually pure folk fit to
be welcomed back to their camp by kinsmen and priests. This leads us to
accept Hutchinson’s conclusion that the disease category zara’at which had
existed in Palestine at the time Hebrews were reciting Leviticus around their
campfires and altars was not what any modern physician would accept as
leprosy.?’

Archaeology also cast doubt on the connection between Hansen’s disease
and whatever it was that the prescription in Leviticus was all about. Archae-
ologists who have exhumed several hundred skeletons from Palestine from
the sixth and fifth centuries BCE, when Leviticus was entering Jewish oral
tradition, have discovered no human remains with evidence of true leprosy.
Though this negative evidence might at any time be countered by a large find
of ancient leprous remains, the current archaeological presumption is
that true leprosy was not found in Palestine when Leviticus was being
composed.®

Our next certain knowledge of developments in the making of “lepers”
through priestly agency comes from a period 200 years closer to our own
time, the third century Bce. Working in Alexandria for the benefit of
bilingual offspring who in everyday conversation were more at ease with
Greek than with Hebrew, Jewish scholars created a Greek translation of the
Old Testament (the Septuagint). When they came to Leviticus, they trans-
lated the Hebrew zara’at (ritual impurity) into the Greek word lepra. Four
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hundred years later, in the first century CE, Josephus, a Jewish literary man
and Roman collaborator also living in Alexandria, again used the Greek
lepra when recounting (in order to refute) a 300-year-old anti-Semitic myth
about Jews being driven out of ancient Egypt because they were lepers.?’ The
next major contributor to the making of “lepers” was St Jerome (d. 419 CE),
the compiler of the Latin Bible standard throughout the Middle Ages (the
Vulgate), who we are assured was comfortable with Hebrew and didn’t need
Greek cribs. However, in Latinizing Leviticus’s zara’at, Jerome used the
same word—lepra—that the compilers of the Septuagint and Josephus had
earlier employed.

Five hundred years later, monk Constantinus Africanus (c. 1020-87) at
Monte Cassino (north of Naples) consolidated the translation of the Arabic-
language medical texts which would become part of the standard literature
available to physicians in the Latin-reading West. Using whatever cribs lay
at band, he employed the word—lepra—to denote true leprosy rather than
a Latinized version of the Arabic word, judbdm. As a Christian who had
sworn to obey the rules of the Benedictine order, Constantinus was obvi-
ously prepared to accept that whatever word St Jerome had chosen for
purposes of translation was necessarily closer to fundamental Christian
truth than any word used by Muslim scholars As a result of this decision,
the way was clear for literate people in the eleventh-century West to sup-
press morally neutral Classical World and Arabic meanings.*® On this foun-
dation would be built the conviction that leprosy was God’s punishment for
sin and that lepers must be driven out of the camp.

The Great Leper Hunt, c. 1090 to 1363

In his 1987 study of the Great Hunt which lasted from c. 1090 to 1363,
R. I Moore cautioned that: “The whole question of how lepers were
identified and their diagnosis confirmed is of central importance, and our
ignorance of it 1s sull almost total.” More recently (1991), Mary Douglas
suggested that the leper hunt was not concerned with a physical disease at
all, but that accusations were merely a ploy to put inconvenient people out
of the way."

To move the argument forward, we can begin with the observation that
among late eleventh-century brokers of power, Leviticus continued to be a
talismanic force, just as it had been in the time of Pepin. As we know,
according to that ancient Hebrew text, responsibility for judging lepers
rested with priest, magistrate and “people”. How this was interpreted
during the early days of the hunt is unknown since no trial evidence seems
to have survived. However, mid fourteenth-century evidence from around
Calais shows that by then “the people” had taken the form of juries. We
don’t know how these particular jurors were chosen, but in the analogous
case of fourteenth-century England jurors were chosen because they were
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local men of good moral standing who knew the background of the dispu-
tants. In deciding innocence or guilt, jurors’ concern was with the “repute”
of the accused and how he or she meshed with networks of kinsfolk, friends
and patrons who might be prepared to even out scores in a feud.> Set against
this customary usage, one could hardly expect an impartial “diagnosis” for
leprosy: indeed to do so would be anachronistic.

This still does not bring us closer to answering Moore’s question about
who “identified” lepers during the Great Hunt. As posed, the question does
not distinguish between accuser and magistrate judge. Yet in any hypothesis
which might be suggested, the sort of people defined as the new clerkly
literati of the late eleventh and twelfth centuries would probably find a
place. Moore suggests that these clerks (men in holy orders, necessarily
literate in Latin) were being employed in proto-bureaucracies by centralizing
territorial magnates and that they were leading agents in the “formulation of
a persecuting society.” In any leprosy trial set in motion by an accuser and
conducted before “priest,” “magistrate” and “people,” a new-style clerk
could presumably act in any capacity required by his magnate employer.

For religio-political authorities circa 1090 who hit upon the leprosy
Construct as a felicitous way of ridding themselves of troublemakers, the
last people they wanted meddling about were medically informed experts.
There was little danger of this. In the 1090s even medical generalists were
rare birds; Salerno, for long the sole medical school in the West, was only
then beginning to feel its way forward. There was also the matter of
personal safety; in the French Hexagon and its satellites where religio-
political hierarchies were determined to use the leprosy Construct as a tool
of social control, medical doctors who valued their lives probably kept
quietly out of the way. As Danielle Jacquart and Claude Thomasset tactfully
put it: “especially in the case of leprosy . . . medicine offered a nosological
conceptualization in conformity with the demands of the sacred and its
textual tradition,”*

In the pages that follow, having established the rationale for the beginning
of the Great Hunt, I will then examine why after the mid-fourteenth century
hegemonic authority lost interest in the leprosy Construct as an agency of
social control. As will be seen, one reason was that it came to focus instead
on the targets Carlo Ginzburg has so ably described: Jews, heretics and
witches.” Once this shift in targeting was underway, two changes in leprosy
processes occurred. One was a judicial innovation, the summoning of medi-
cally competent experts from outside the community to judge the truth or
error of an accusation. Secondly, with the opening of a new market for up-
to-date medical information, Guy de Chauliac (personal physician to Pope
Clement VI at Avignon in 1348) put into circulation manuscript copies of
his La Grande Chirvrgie (1363). Among its other features, this vernacular
text contained a listing of the distinctive marks and signs of leprosy.*
Equipped with this updated tool and called upon to use it at trials, medical
doctors played an integral part in the process of identifying true lepers. Now
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that these humanitarians were at last in a position to influence decisions, it
is little wonder that after the 1360s the number of certified lepers began its
precipitous decline.”’

Yet even during the era of transition (away from lepers towards more
modern forms of social deviant), the role of learned physician did not remain
unchallenged. In Valencia in the Crown of Aragon in 1318, 2 medical doctor
who used a proto-guide to pronounce a person called Bernat Cubells free of
leprosy was overridden by the local justiciar who had sentenced Cubells to
confinementin the first place and whose will prevailed in the end.* Some
decades later in the Rhineland town of Haguenau, barber-surgeons who had
been on the local leprosy detection jury for years—and grown accustomed to
pocketinsfees—claimedthatdleyknewfatbetmhowtoidentifyaleper
than did the bearded university medical men who had come in from
Heidelberg, Speyer and Metz. In the barber-surgeons’ complaint was a
throwaway comment that one of the alien doctors was a Jew”

Now that I have suggested a relationship between the Great Hunt (1090~
1363) and the Great Void—the near absence of medical doctors at leprosy
wials before ¢ r363 (or slightly earlier in the Crown of Aragon)—we can
return to the main issue, the use of Construct leprosy as a tool of social
control during the high Middle Ages. Let us begin with the well-known but
nonetheless extraordinary seatistical fact that between 1090/r120 and 1240/
6o several thousand lazar houses (leprosaria) were opened in West Europe.
According to one account:

there were 43 in the diocese of Paris alone . . . the two largest were in the
immediate vicinity of Paris: Saint-Germain and Saint Lazare ... England
and Scotland alone had opened 220 lazar houses for a million and a half
inhabitants in the twelfth century.*

Taken at face value, this sudden explosion in the number of asylums for
lepers would seem to indicate that disease incidence had increased precipi-
tously: Using the figures listed for England, there would have been 1.4
leprosaria for every thousand people; with an average of 1o inmates each,
this would have worked out at a truly incredible 14 lepers per thousand.”

Historians who are unwilling to attribute this “leprosy” epidemic to a
collective delusion similar to the seventeenth-century fantasy about the
ability of old ladies to interfere with the workings of the weather through
witchcraft, generally attribute the “rise of the number of lepers” (itself a
fallacious concept) to changes in the physical and economic environmeant.
This explanation is based on the orthodox historical understanding that in
the late tenth and eleventh centuries the West finally broke through its post-
Roman pattern of civil, economic and demographic decline. Using new tools
and mindsets, forests were cut down, and wolves, werewolves and Green
Men were forced into retreat. Along the banks of inland rivers and along the
Atlantic, Baltic and Mediterranean coasts, market centers were refurbished
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or created anew. Some towns numbered 500 people, other giants contained
10,000 or 20,000 souls all needing foodstuffs produced by agriculturalists in
rural hinterlands. Pushed along everywhere by the demands of urban—rural
exchange, and in a handful of cities by long-distance trade in luxury goods
with Cairo and other Muslim centers, Europe’s old-style gift-economy based
on the exchange of gold, jewels and spices among warrior elites gave way to
a more broadly based economy which depended on the exchange of goods
for money or letters of credit—the Arab model. As an unintended conse-
quence of what was Europe’s first brush with development, population
began to grow. And added to the threat of too many mouths and too little
food was the moral threat posed by sharper differentiation between the few
who grew very wealthy (territorial lords, high-ranking clerics and great
merchants), and the many who remained downtrodden and poor.*

Following elementary rules of logic, in newly vibrant Europe the number
of lepers in each locality should have been roughly proportional to the
density of its population. Yet as things worked out, leprosy did not bulk
large in the records of the two most highly urbanized regions—northern
and central Italy, and the Low Countries. Looking at the matter from a
slightly different perspective, and supporting my contention that epidemic
“leprosy” was a mindset rather than a physical disease, was the high
prevalence of “leprosy” and leprosaria in the aggressive new cultural heart-
land of West Europe, the Hexagon of France, and its cultural satellite across
the channel. (England had acquired that status with the Norman Conquest
of 1066.)

In looking for dramatic change in the Hexagon, historians give pride of
place to the Gregorian reform movement underway after 1050. As R. W.
Southern explained, driven by the impetus of reform, the features which
distinguished most aspects of medieval religious life were put in place in a
few short years.”’ As part of this exercise, reforming clergy deliberately set
themselves apart from ordinary secular rulers who in Pope Gregory VII’s
graphic phrase of 1081, had “raised themselves above their fellows by pride,
plunder, treachery, (and] murder.”* To further differentiate themselves
from the laity, Gregorian clerics argued that God regarded contemplators of
pure thought as infinitely superior to brute copulating humankind and, for
their part, vowed to remain forever chaste.

Having established their own links with God as spirit, clerical reformers
extended their claims to imperium by asserting control over lay sexuality.
Between 1159 and 1181 Pope Alexander I (earlier known as Master
Roland, the jurist who was a frequent table companion of the French king
Louis VII) set down some basic rules. Marriage between lay man and lay
woman was to be monogamous, non-incestuous, indissoluble, witnessed by
a priest, and contracted only with the consent of both parties. None of this
of course applied to celebate clerics.*

Also as part of the Gregorian effort to control, to categorize and to
separate out, reformers attacked the lax practices of the great Benedictine
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monastery at Cluny on the eastern fringes of the Hexagon. According to
Robert Arbrissel of Brittany (¢. 1055-1117), Cluniac monks had been
corrupted by their quest for gold, silver and jewels to adorn their altars and
had allowed the work of Christian charity to lapse. Seeing nothing at
Cluny of spiritual worth, Robert looked to the fourth-century hermetic
monasteries of St Anthony’s and St Paul’s in Egypt’s Eastern Desert for
inspiration. In his “New Egypt® model of authentic Christian society,
Arbrissel paid special heed to the poor of Christ, the lepers such as those
Jesus had healed on his way to Calvary, who in their modern form still
offered Christians an opportunity to practice charity.”

Robert Arbrissel’s vision of lepers as an essential element in Christian
charity culminated in the good works of St Francis of Assisi (d. 1226). When
notin Egypt trying to convert Muslims or working among the poor in Italy,
St Francis was found among the lepers. As he put it:

While I was in sin it seemed to me too bitter to look at lepers. But the Lord
himself led me among them and I showed pity to them. And when I left
them that which had seemed so bitter to me was turned into happiness of
body and soul."

St Francis’s successor as missionary in Egypt and as foot-washer of lepers
was St Louis IX of France (captured by the Mamluks in 1250). Louis’s
biographer and friend, Jean de Joinville, was often troubled by the king’s
physical contact with lepers, but was warned off with the words: “For you
ought to know that there is no leprosy as ugly as the leprosy of being in
mortal sin, because the soul that is in mortal sin is like the devil.”¥

In this sentence are found the ambiguities central to Construct leprosy
Though a leper could be seen as a representative of Christ offering oppor-
tunities for Christian charity, the leper was also seen as a sin-curst being
who, following the precepts of Leviticus, must be cast out of the community
of the faithful. Further linkage between leprosy and sin is found in words
written in the third ot fourth decade of the twelfth century by Richard of the
Abbey of St Victor, not far from the famed lazar houses of Paris. According
to this monk:

fornicators, concubines, the incestuous, adulterers, the avaricious, usu-
rers, false witnesses, perjurers, those likewise who . . . look upon a woman
concupiscently . . . all, I say, such as these, who through guilt are cut off
from God, all are judged to be leprous by the priests (who know and
protect the law of God) and are separated from the company of the
faithful, if not physically, nevertheless spiritually.*

In a seminal paper published in 1970 Zachary Gussow and George Tracy
reminded readers that the universalizing notion that humans everywhere
regarded leprosy as a stigmatizing disease was itself a cultural construct
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formed by the hegemonic few in the West. In contrast, most other people
tended to regard leprosy as a disease like any other.* This insight, intended
to relate to the modern colonized world, applies with equal force to rural
medieval Europe. There, in the vast tracts where the influence of the
universalizing institutional Church (foster parent of the later Enlightenment)
remained weak until the sixteenth century, cunning women, healers, wizards
and other oracles of oral culture maintained traditional values. These values
held that disease was brought into the village by morally ambivalent forces
from outside and that leprosy was but one disease among many. Unfortu-
nately, this idea was a peasant artifact, alien to the mental world of the
aggressive elites who, in the eleventh century, were constructing a new
Europe using, among other tools, Construct leprosy.

Tying together loose strands in the Construct were pronouncements made
at the Third Lateran Council in 1179. For lepers, the results of any council
summoned by Pope Alexander Il (formerly Master Roland) were perhaps a
foregone conclusion. A few years earlier this pontiff had launched the fiery
encyclical Cor nostrum against a royal leper known to be insensitive to pins
pricking his skin, Baldwin IV, ruler of the crusader kingdom of Jerusalem.
Alexander had warned that under the rule of a king who, since he was a
leper, was clearly immoral and out of favor with God, Jerusalem would fall
to it.v; Muslim enemies. Two years after Baldwin IV died, Jerusalem duly
fell.*

At the Third Lateran Council, under Pope Alexander III’s direction,
prelates considered the evils of male homosexuality (guilty clerics were to be
excommunicated) and the threat posed by the Cathar heresy in the uplands
of southern France (convicted heretics to be burnt at the stake), then turned
their attention to “lepers.” The assembled fathers took it for granted that
authorities in Europe’s provinces already knew that lepers threatened the
morals of the common people and that they had segregated them in special
housing. They also recognized that those confined in leprosaria were unable
to attend religious services in ordinary churches or to bury their dead in
consecrated ground. To make good these deficiencies, Canon 23 established
that confined lepers be allowed to have a special chapel and a burial ground
in their leprosarium and that the foodstuffs grown in its garden be exempt
from payment of the tithe.”’

Building on the Canon 23 assumption that it was spiritually useful for
lepers to have their own chapels staffed by priests, one interpretation of the
foundation of several thousand new leprosaria between 1090 and 1260
(seven for the city of Toulouse with its 20,000 people) was that these
institutions provided jobs for thousands of priests who otherwise would
have no altars before which to perform their sacred rites. In a no-nonsense
way in his History of Epidemics in Britain, Creighton pioneered this inter-
pretation as early as 1891.** Yet, in light of Marcus Bull’s (1993) historically
informed study of knightly piety in the age of the First Crusade, the rage for
founding leprosaria can perhaps be given a more authentic gloss.
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The new interpretation builds on the understanding that knightly arms-
bearers greatly respected pious monks of the New Egypt variety. At the
same time, as laymen deprived of the special status that the Church claimed
God had allotted to men in holy orders, knightly arms-bearers felt over-
whelmed by the weight of their personal sins. They were also troubled by
theplightofmmbersof:heirlineagewhohadpreeededthanh\death
and whose sin-stained souls were presumed to be lingering in the half-
way station between hell and heaven. Many of these ancestors were of
the sort who had risen to positions of authority through “pride, plunder,
wreachery and murder,” as Pope Gregory had averred in ro81. Though the
Church had already provided propertied laymen with outlets through which
they could work for salvation for themselves and their ancestors, many
knightly arms-bearers craved for more.”’ By creating the delusion that
Europe was awash with “lepers™ who had to be confined in purpose-built
leprosaria, a market-oriented Church created an exciting new form of Good
Works.

As early as 1135, Waleran, Count of Meulan, in Normandy, made it clear
that the funding of a leper hospital.was an act as full of merit on St Peter’s
scales as the act of donating fiscal rights to a monastery of the conventional
sort. The count himself was founder of the Leper Hospital of St Gilles at
Pont-Audermer. Bernard of Clairvaux, statesman and intellectual giant of
the New Egypt variety, made the same point: to found a leprosarium was
a substantial act of merit which might alter the fate of dead kinsmen.
Bernard’s observations were made while he was visiting the leprosarium at
Grand-Beaulieu at Chartres not long after the Bishop of Chartres had
complained that his own under-officers (laymen) were exacting ransoms and
torturing hapless peasants.*

Detailed local research has shown that founders of leprosaria could be
divided into several categories. In Normandy, local knights seem to have
dominated; writing of the situation around Calais, Dr Albert Bourgeois
reported that nine out of ten of the founders or principal donors of
leprosaria were of seignorial rank. In contrast, in other parts of the Hexagon
Benedictine abbeys predominated; in Aquitaine, abbots of great houses
apparently saw the founding of a clutch of lazar houses with chapels
dependent on the mother abbey as a way to increase the number of altars
before which priestly nephews could serve. Somewhat similar was the situ-
ation in eastern cities colonized by German settlers from the Rhineland. In
Pomerania (now in Poland) town councillors keen to provide posts for
brothers, sons and nephews in holy orders frequently founded leprosaria,
each equipped with its own chapel.

Obviously serving a multiplicity of purposes, once underway the
leprosaria founding movement took on a momentum of its own. By 1200-
50 any self-respecting lord, abbot or town corporation possessing a full
range of jurisdictional rights was certain to have in hand a functioning
leprosarium with its own chapel as well as a mill, a gaol and a gibbet.” The
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problem was to find enough “lepers™ to justify keeping all these costly
facilities going; to this issue I now turn.

At the Fourth Lateran Council in 1215 it was decreed that members of
two deviant groups—lepers and Jews—should wear special clothes so that
passers-by could see them in time to avoid contamination; the pairing is
significant. Though anti-Semitic feelings went back a long time, the notion
that Jews were aliens had been expressed with especial clarity by Peter the
Venerable, the abbot of Cluny. Peter was esteemed by the zealous as a
reformer second only in importance to Bernard of Clairvaux. Abbot Peter
had questioned:

whether a Jew is a human being, for he will neither accede to human
reasoning nor his own tradition. I do not know, I say whether that person
is human from whose flesh the heart of stone is not yet removed.**

During the years Peter was musing about the humanity of Jews—the
1130s and 1140s—the most pressing issue among job-hungry, Paris-trained,
clerkly literati was career advancement. Earlier attracted to the university
where the great Abelard had taught, after their course of studies was
completed new-style clerks feared that Jews educated in synagogue schools
would, through merit, win newly created posts in dynasts’ and papal
bureaucracies.”” With its accusations of leprosy and removal from normal
social intercourse, R. I. Moore’s “persecuting society” would provide one
way out of this difficulty.

Other than serving as learned clerks, another type of career for which
Jews seemed particularly suited was identified by Roger Bacon, philosopher
at the University of Paris. Writing before 1292, Bacon concluded that:

the whole wisdom of philosophy was given by God . . . to the patriarchs
and the prophets. .. complete in all its details in the Hebrew language;
[those with access to the language of God would be able to utter incanta-
tions] in accordance with the intention of the rational [universal] soul,
which receive in the mere act of pronouncing them the force of the
heavens. . . . For by this power our bodies are cured.*

Following Baconian logic, curing the sick through invoking the power of the
rational world soul in the Hebrew tongue would become a Jewish
monopoly. Obviously, this would not go down well with literate Gentiles.

Among Gentiles likely to serve as accusers on leprosy juries, it was
common knowledge that numerous medical practitioners were Jewish.
Though Jews were of course not found in areas from which they had
iready been banished (such as England), elsewhere, as in Languedoc and
Provence, Jewish practitioners might constitute nearly a third of the local
earned medical community. Finding this intolerable, Gregorian and New
2gypt clerks and bishops, gathered in provincial synods, repeatedly banned
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Jewish doctors from treating Gentile patients.*’ The same end could be
achieved by application of Construct leprosy and the removal of Jews to
leprosaria.

The myth that Jews were particularly prone to leprosy seems to have been
among the detritus of learning inherited (via Josephus) from Ptolemaic
Egypt. Working from effect (“leprosy™) to cause brings us to the ancient
allegation that Jews were especially lascivious. This behavioral pattern was
ateributed to the Jewish prohibition on the eating of the meat of pigs, which
in twisted logic, meant they shared the proclivity of pigs to breed often and
have large litters.* During the Great Huat, Jews’ reputation as sexual giants
readily translated into accusations that they were lepers. How often this
accusation was made remains unknown; listings of inmates in Europe's
several thousand lazar houses tended not to find their way into archival
collections now extant.

Other than this absence of listings, another curious lacuna is the paucity
of leprous skeletal remains dating from before 13so. Using the number of
known leprosy asylums in 1300 as a rough guide, physician-historian A.
Bourgeois calculated thatin Pas-de-Calais there should have been two to
three lepers per thousand. To date, this hypothesis is not supported by
archaeology; disinterred Norman corpses indicated all sorts of illnesses but
not Hansen's disease. Elsewhere, the principal find of leprous skeletons
comes from a single leper hospital at Naestved in Denmark, located a long
way from the heartland of the “Jeper™ culture (the Hexagon). It is significant
that most of the Naestved skeletons date from the tail end of the Great Hunt,
at a time when its ideological motivation was in decay.®’ Other than this
ambivalent Danish evidence, most of the few skeletal remains bearing marks
of Hansen's disease found in leprosarium cemeteries elsewhere in Europe
date from the late fourteenth through to the sixteenth centuries, after the
Great Hunt had ended. In heavily governed England for the years of the
Great Hunt itself, documentary evidence about the proliferation of lepers
remains unsupported by disinterred leprous bones.* This is what one would
expect if leprosy was a construct existing in the minds of accusers rathes
than a bacteriologically caused disease.

Another anomaly is that until the Great Hunt was over, stone carvers,
sculptors, manuscript painters and other masters of the art of representation
did not portray “lepers” with the collapsed noses, claw hands and other
physical characteristics of the lepromatous type of Hansen’s disease to
which twentieth-century Europeans seem most prone. This artistic lacuna is
nicely illustrated at Chartres. Lying a few kilometers outside the cathedral
city was a large leprosarium, the Grand Beaulieu de Chartres, which pre-
sumably had as its clientele whoever local priests, magistrates and other
accusers regarded as lepers. In the city center was the great gothic cathedral
of Notre Dame, complete with north transept and its huge sculptured porch
(erected after r230) and south transept with porch (erected after 1224).
These were donated by Louis IX, the royal foot-washer of lepers, and his
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mother. Sculpted on these porches were arrays of statues representing scenes
from the Old and New Testaments and from everyday life carved by sculp-
tors obviously capable of portraying human forms with great realism. Yet
nowhere among these two great crowds of thirteenth-century humankind
are there any recognizable sufferers from Hansen’s disease, symbolizing the
loving mercy of Christ (curing lepers), or suffering the curse caste upon them
by a disgusted God. At the time these programs were being executed at the
bequest of royal patrons, one would have expected scores of people bearing
all the traces of Hansen’s disease to have been living just up the road at the
Grand Beaulieu de Chartres, bored out of their minds and more than willing
to pose for a sculptor’s sketch.” On the other hand, Construct lepers who
were physically just like anybody else would not have been of particular
interest to an artist.

In an economy increasingly based on hard cash and negotiable assets, an
important issue in determining a medieval person’s disease status was his or
her personal worth. Though large leprosaria such as the Grand Beaulieu in
Chartres had a few places for pauper-lepers supported by charitable trusts,
most houses required inmates to buy their way in (operating in the way most
sheltered housing for the elderly does in western countries today). Thus in
1508, King Johan of Denmark ordered the chaotically administered house at
Naestved to accept only locally born male lepers who paid the entrance fee.
It appears that in the recent past many entrants had been healthy priests or
friars who regarded the lazar house as a free food trough. In a related
example, rules written in 1344 for the leper hospital of St Julian near St
Albans ordered that inmates leave two-thirds of their property to the hos-
pital at their death; they could request that the remainder go to a family
member. Here hospitalization was a privilege for the better off.

On occasion “lepers” with disposable property were considered mere
commodities. Frangoise Bériac reports a case from around 1255 from
Corbie in which the town fathers and the local abbot disputed which of
them had the right to place a certain leper in the hospital. The first round
was won by the town council: the victim was captured and thrown into the
lazar house. The abbot then brought the case to a royal court which
subsequently declared in his favor. Following the handing down of the
judgment, a mannequin mock-up of the leper—who had died in the course
of the proceedings—was ceremoniously carried from the leprosarium back
to his former house.*’

In considering the role of leprosy in the transfer of land, office, bags of
gold or other forms of property, it should be borne in mind that during the
Great Hunt each region was governed by its own unwritten, customary
laws. On the Continent, the writing down, codification and imperfect stand-
ardization of regional law was undertaken only in the sixteenth century.* In
some customs (such as those imported into England by its Norman duke-
king), convicted lepers lost the right to inherit properties. Keeping one foot
on the ground of local custom, we can fantasize about potential heirs
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improving their life-chances by having an inconvenient elder brother or
cousin charged with leprosy, put on trial by a compliant literatus and
removed from the scene. Rather late in the day, Guy de Chauliac in La
Grande Chirvrgie (1363) reminded doctors on juries to make certain that
authentic medical signs of leprosy were present, “because the injury is very
great. .. [if] we thus submit to confinement those that ought not to be
confined.””

Aware of the danger. of atypical evidence, instances of politically moti-
vated accusations of leprosy dating from the Great Hunt can be reported
from southern England. One occucred in Winchester in the reign of King
Edward II (murdered 1327). When gearing up finances for an assault on
Scotland, the Crown ordered the expulsion of lepers from Winchester. Town
bailiffs took this as a license to hunt down the former mayor, Peter de
Nutle, who had presumably used his position to feather his nest and
harass bailiffs. The bailiffs arrested Peter who, claiming the right to a fair
trial, secured a writ from Chancery. The trial was duly held and after
“ingpection and examination before our council by the council and by
physicians expert in the knowledge of this disease™ Peter was found to be
“whole and clean, and infected in no part of his body,” free to live wherever
he chose.™

Somewhat lower on the social scale, another action at law comes from the
village of Brentwood in Essex and dates from 1468. Here neighbors accused
Johanna Nightyngale of continually mixing with them though infected by
“the foul contagion of lepra.” Worried, Nightyngale secured a writ for a
wial before the Court of Chancery. In due course physicians were brought to
the place of hearing. Carefully following the list of “the forty or more
distinctive signs of the species of lepra™ set forth in their manual (Guy de
Chauliac. had listed only sixteen), the doctors pronounced Nightyngale
“utterly free and untainted.”” Though it is likely that all this cost
Nightyngale a pretty penny-in legal fees, things might-have ended differently.
Considering the date of the incident (the 1460s), her accusers were as likely
to have charged her with witchcraft (the fantasy of the future) as with
leprosy (the fantasy of the past).

Most historians have accepted that leprosy was brought under control by
around rs50. According to the expert on knowledge, power and the body,
Michel Foucault, this “strange disappearance™ was “the spontaneous resule
of segregation.”” However, studies written around the turn of the century
by Charles Creighton and Jonathan Hutchinson, now supplemented by
more recent works, make it possible to affirm that, contrary to Foucault, no
permanent locking away of all of Europe’s lepers (the Great Confinement)
ever took place.” This can be demonstrated in several ways, beginning
with the understanding that in the actual Middle Ages, lodgement in a
leprosarium depended on good behavior. For example, according to the
1380 rules of St Lazare at Andelys, an incarcerated leprous man who had
carnal knowledge of his wife would be expelled for a year and a day.™
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Working towards the same end, rules of 1344 at St Julian near St Albans
srdered that married lepers not be admitted unless their lawful wedded wife
sither became a nun (confined, sworn to chastity) or took vows to remain
serpetually chaste. Also at St Julian, patients who grumbled about the way
‘he hospital was run or engaged in any form of usury (“monstrous and
nateful to God” according to “New Egypt”) would be permanently
sxpelled.”

In the French Hexagon, entry to a leprosarium might be a voluntary act.
This was the case in the southern uplands in and around Montaillou where,
by the third decade of the fourteenth century, the Inquisition had accultur-
ated people to accept that leprosy was a special disease. Here it was com-
monly held that locals might disappear either because they were debtors,
because they were Cathar heretics (living in fear of the Inquisition), or
because they were lepers. If the last, they might first join sufferers from
ringworm, scabies or St Anthony’s fire (New Egypt again) at the sulphur
baths at Ax-les-Thermes. If the disease worsened, they might find it con-
venient to enter one of the leper colonies at Saverdun or Pamiers.”

Even in regions well endowed with lazar houses, impoverished “lepers”
could not always expect to find an institutional place. Lepers with nothing
to offer but the (spiritually rewarding) sight of their ravished bodies might
be forced to beg in front of churches, on bridges or at markets. Some towns
regarded them as unseemly nuisances, yet in other jurisdictions old-fash-
ioned values survived. As late as the sixteenth century, the great-hearted
Habsburg prince, the Emperor Charles V, carefully distinguished between
ordinary beggars, banned from public places, and mendicant friars and
lepers (the favored and the poor of Christ) who were permitted to remind
Christians of their charitable obligations towards people less fortunate than
-hemselves.”

Standard antiquarian studies of leprosy in jurisdictions everywhere
setween Italy and Scotland have listed royal, ducal and municipal decrees
‘hreatening begging “lepers” with harsh punishment and have suggested
‘hat the frequent repetition of bans by the same authority demonstrated that
lecrees were poorly enforced. What has not often been noted was that
eprosy decrees often stipulated that leprous beggars be allowed to enter the
'own during Holy Week and other major religious festivals. Similar attitudes
illowed the movement of leprous pilgrims to healing shrines; after the late
welfth century the shrine of St Thomas a Becket in Canterbury Cathedral
vas a particularly favored destination for French “lepers.” These permissive
sjovernment decrees clearly showed that “leprosy” was regarded as a moral
‘ondition rather than as a threat to public health as that concept is now
inderstood.”

Very little is known about living arrangements in twelfth- and thirteenth-
entury leprosaria. Some lazars were small and contained fewer than a
alf-dozen “lepers”. Larger institutions numbered twenty or more inmates
ttended by mass priests and clerical assistants. Court cases from the leper
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asylum at West Somerton near Yarmouth in England give us some idea of
the way an institution actually operated in the r290s. Using proceedings
dating from some decades after the house was founded, an historian found
that though West Somerton was intended for thirteen lepers, only eight lived
there, perhaps because of the terms of entry. Before they were admitted,
“Jepers” had to swear that they:

[would) never go out of the hospital, not o look over the walls or climb
trees to talk to their friends, or to complain in any way about their state,
justly or unjustly, by which any plea or complaint could be begun against
the prior or his successors.”

Tofxighcenoffdlelepen‘ﬁimds,thepriorkeptaguarddogbeforethegaﬂe.
Presented in a court of law, besides this charge, the prior was accused of
maintaining living accommodation for himself within the leprosarium, con-
sis:ingofahall,bedchambet,chapelmdreceivingmominwhichhe
frequently held large parties for:

archdeacons, officials, deans and their beadles, the king’s bailiffs and their
assistants,widndiverseothermenandwomencomingevetydayand
staying the night and dissipating and destroying the lepers goods.”

This lawsuit was followed by another. This time, the prior as plaintiff
charged the priest at neighboring Mutford with allying himself with the
inmates to help them recover their goods; obviously this lazar house was no
longer a vibrant model of Christian charity. However, West Somerton’s
pmblemsyaledwhenoomparedtotheseﬁaoedin 1321 by lepers in the
French Hexagon.

The horrendous events of r321 can perhaps be understood as the end-
product of a conjunction of abstractions: the leprosy Construct, the Con
struct of Jews as outsiders, the crusader ideal, and the looming Islamic
threat, Interpreted by'a centralizing head of state suffering from a wasting
disease, these concerns were then translated into administrative action.”

Lying at the center of the web was King Philip V, the Long One (1316~
22). As grandson of the failed-crusader king, Saint Lows IX, Philip was
duty-bound to lead Christian hosts to recover lost holy places in Palestine.
Using rumors that Muslims (now in occupation of the Levant mainland—
Acre fell in 1291) planned to bring all Christendom under their sway, the
king persuaded the tight-fisted Pope (John XXII) to grant the proceeds of a
special tithe to a French campaign in the Middle East. Of more immediate
royal concern however, was English-inspired unrest in Gascony to the south
and in Flanders to the north. To act firmly in these areas, the Long One
knew he needed to tighten royal control over fief and office holders within
the core lands of his realm.

Since permanent financial arrangements with taxpayers in the localities
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did not exist (and would not until after the Revolution of 1789), Philip
followed customary practice in calling a special assembly to meet him at
Poitiers (300 kilometers south-west of Paris) in June 1321. People in the
know expected the session to be stormy. The Long One had just promised
to go off on a crusade and needed money. Obviously unwell, he had been
predeceased by his only son and heir.

Topping off the general atmosphere of uncertainty was the hysteria which
the idea of a crusade against enemies of Christ stirred up in northern
heartlands. In the spring of 1320 unruly crowds of Norman youth invaded
the fle de France before moving down the Garonne Valley. On their way
they systematically slaughtered members of Christ’s own ethnic group. Jews
who survived were terrified of what this presaged; they had only recently
been readmitted to the Hexagon after being expelled in 1306. Recalling the
way the king’s father had dealt with the rich crusader order (the Templars)
in 1314 (trumped-up charges of sexual obscenities, show trials, executions
and confiscation), Jewish leaders tried to win the Long One’s protection; a
financial arrangement was worked out in May 1321. Unfortunately, this did
not save them once the killing of lepers was underway.

In the week before Good Friday, castellans and bishops in and around
Pamiers (just north of the Pyrenees) sent reports to Philip V in Poitiers that
a plot involving hundreds of lepers had just been discovered. This fantasy
held that the leprous heads of lazar houses had met and decided to even
scores with the people of France by causing them all to become lepers. This
would be done by poisoning wells with a mixture of reptile parts and human
excrement. Once everyone in France had become lepers, the plotters would
become new rulers of the land.

To deal with this wild plot, leading ecclesiastics were called to meet the
Long One. Consultants included Dominican inquisitors and the heretic-
hunting expert, the Bishop of Pamiers, Jacques Fournier, of whom we will
hear much more later on. Given the urgency of the situation, it was decided
to torture leper suspects. Using infallible Inquisition techniques that only
dead men can resist, the authorities learned that the Jewish community was
paymaster to the lepers and that outside funding was coming from a mythic
Muslim sultan of Babylon and the king of Granada.

Whatever his motives, Philip V acted as if he accepted the reality of the
plot. Required as king and would-be crusader to take action, in a decree
issued in Poitiers on 21 June 1321 he accused the lepers of lése-majesté and
ordered that they all be put on trial for their lives; those found guilty were
to be burnt at the stake and their properties confiscated by the Crown. On
18 August the Long One followed this up with a decree ordering that the
land be entirely cleaned of the “putridity” of the “fetid lepers.”** Convinced
that he meant what he said, hundreds of suspect lepers fled over the moun-
tains to Aragon, only to find that the king there (Jaume II) also believed in
the rea!ity of the plot and had ordered the arrest of fugitives entering his
realm.?
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Everywhere in the Hexagon officials interpreted Philip V’s decrees as
license to kill. Though evidence is sparse, it is known that in many southern
cities trials ended in massacres and that leprous women clutching babies to
their breasts were burnt at the stake. In some places officials blamed an over-
wrought populace; at Rouen, it was alleged that lepers were slaughtered,
“more by the people than by secular justice.” Elsewhere the role of officials
was more obvious; at the chiteau of Esquerdes, a castellan imprisoned
thirteen lepers and tortured them for sixteen weeks before handing five of
them over to a mob. In the county of Artois, the count’s officer took a leper
from the Douriez leprosarium, put him on trial, then burnt him alive. In
aearby Flemish towns, officials threw lepers into prisons while mobs railed
outside. Violence against lepers also took place in Lausanne, to the east of
the Hexagon. To the south, in the Crown of Aragon, local inquisitions were
ordered to torture lepers and put confessed plotters to death; proceedings
are known to have taken place in Huesca, Ejea, Tarazona, Montblanc and
Barcelona.™

In the Hexagon proper, lepers were not the only victims of terror; Jews,
the social non-conformists whom ecclesiastical authority had twinned with
lepers in 1215, were also killed. In a particularly infamous incident 160 Jews
were burnt in a large pit in the castle of Chinon in the bailliage of Tours.
Twelve months later-Pope John XXII ordered Hebrews banished from papal
lands around Avignon. In the Hexagon as a whole, ethnic cleansing wound
up in 1323 when the brother and successor of the deceased Long One, King
Charles IV (the Handsome) expelled the Jews from the realm; he had already
deale with lepers.

Soon after his accession in 1322, Charles IV had instructed local office
holders to lock all lepers permanently into leprosaria; indigent lepers were to
be maintained at the expense of the parish. This finaacial demand, unprec-
edented in the history of France, proved the ruin of the project. No sooner
had the decree been issued (31 July) than it became'a dead letter, for fiscal
reasons clearly unenforceable:

Duringsthe: massacres which actually did take place, Construct leprosy
impacted directly upon the consciousness of ordinary people in the towns
and cities of France. An example comes from the burnt-over southern
uplands As recounted by Le Roy Ladurie, while being interrogated by a
Cathar-hunting inquisitor, a worried middle aged man, one Arnaud de
Verniolles, confessed to sexual experiences while a student at Toulouse in
1321:

At the ume when they were buming the lepers one day I “did it” with a
prostitute. And after I had perpetrated this sin my face began to swell. I
was terrified and thought I had caught leprosy; I thereupon swore that in
the future I would never sleep with a woman again; in order to keep this
oath, I began to abuse little boys.”
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Some years after the death of Charles IV, Jacques Fournier, Bishop of
Pamiers, the cleric whose zealous efforts had led to the extermination of
thousands of lepers in 1321, was elevated to the throne of St Peter as Pope
Benedict XII. Concerned in 1338 about the fate of his soul, the now Pope
admitted that the lepers who had been massacred in 1321 had been innocent
and that the leper plot had been fabricated by scheming bureaucrats.

In an important related move, as part of his overall program of reform,
Fournier as pontiff established (in the Bull Benedictus Deus) that God
judged all souls individually as soon as they departed a cadaver, thus
replacing the earlier biblical (Book of Revelation) idea that judgment would
be put off until the end of the world.* Created in 1336, the new system of
instant entry into heaven or into purgatory—the half-way house to heaven
or heli—immeasurably sharpened survivors’ interest in the fate of their
recent dead. Long accustomed to saying prayers for long dead lineage
members they had never met, lay people enthusiastically welcomed the new
dispensation which held that “good works” would free a beloved wife, child
or confraternity colleague from the miseries of purgatory and send them
directly to heaven.

In its institutional aspects, Benedict XII's new dispensation encouraged
wealthy donors to establish chantry chapels and altars before which priests
could say masses for the repose of the recent dead.” Among jobs this created
was a contract arrangement for a chantry priest to recite blocks of thirty
masses (trentals) for a named person. Another was appointment as priest
servicing a lay confraternity of the sort being organized in progressive
French and Italian towns to ensure that members at death would have
properly attended funerals and be assisted by prayers for their souls in
purgatory. A further innovation was the creation of indulgences, which
excused a soul from serving a stipulated amount of time in purgatory.
Distributed by priests in exchange for a free-will offering to the Universal
Church, indulgences offered priestly part-timers a way to top up their
income. Taken together, chantry chapels, indulgences and the like signifi-
cantly impacted upon Construct leprosy.

Since around 1260, the equivalent of Church marketing experts had
begun to notice that donor interest in funding new leprosaria was dropping
off. Given standard rates of attrition for leprosaria—closure after two to
three generations—any slackening in the creation of new foundations meant
a serious loss of potential places for priests. Fortunately for them, this falling
away was made good by the increased demand for priests created by
Fournier’s papal bull Benedictus Deus (instant judgment).

Further impetus for rethinking “leprosy” was given by the Black Death;
by killing numerous clerics in a few short months, the pestilence forced a
hard-pressed Church to replace them with semi-literate acolytes. Emerging
from this recruitment crisis was the gratifying assurance that wealthy donors
still considered priests to be relevant to changing societal needs. This encour-
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aged the Church to modernize the stereotype of the enemies of God
against whom clerics preached. Serving as new stereotypes who made old
fashioned construct lepers obsolete were witches, heretics and Jews. Fol-
lowing this change in targeting, in the decades after 1360 authorities made
less and less effort to discourage medical doctors from serving as jurors at
leprosy trials.* As we noted earlicr, one-time papal physician Guy de
Chauliac first published his list of the sure marks of true leprosy in 1363.
Using these, humanitarian doctors could, and apparently did, prevent false
accusations of leprosy from causing the removal of innocent people from
civil society.

In writing his account of medieval leprosy in 1891, Charles Creighton
assumed that the scare and the rash of lazar house foundings was merely the
result of faulty knowledge. Medieval jurors had erroneously diagnosed as
leprosy a whole collection of disease types including yaws, pellagra,
“lumpus and cancer of the face, of scrofulous running sores, or of neglected
skin-eruptions more repulsive to the eye than serious in their nature.” From
this it followed that:

(ijn medieval England the village leper may have been about as common
as the village fool, while in the larger towns or cities . . . true lepers can
hardly have been 50 numerous as the friars themselves, who are supposed
tohav.e,fonndalargepartoftheiroocupation in ministering to their
wants.

Livingaswenowdoatthetailendofthetwentiethcenturywhenethnic
cleansings are still being ¢arried out in Europe in the name of religion and its
semi-secular near relation, nationalism, we are perhaps wiser than was
Creighton about the ways in which an emerging, still insecure elite built up
a stereotype (the leper Construct), then identified deviants to fit it and had
them taken care of by a Leprosarium Experience which, by chance, left few
skeletal remains.”

Leprosy and Empire

The medieval link between dark hidden meanings and leprosy survived
Enlightenment campaigns against the enemies of Reason,’” and surfaced
again in the mid-nineteenth century. In that age of rapid population growth
in Europe, of mass migration to the Americas and of aggressive pursuit of
opportunities for investment by capitalists from the City of London, Amster-
dam, Paris and New York, the first renewal of interest in the taint of leprosy
took place in Hawai’i.”

Located half-way between San Francisco and Australia, the Hawaiian
islands had been settled by Polynesian peoples some 1,500 years before they
were rediscovered by the English sea captain James Cook. From that
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moment, in 1777, white-introduced venereal diseases began to affect the
reproductive capabilities of Hawaiian women. Adding momentum to
Hawaiians’ numerical decline were measles, whooping cough, influenza and
smallpox. By 1853 a population variously estimated to have been anywhere
between 242,000 and 800,000 in 1776, was down to 73,138.” Writing in
The Hawaiian Islands: Their Progress and Condition under Missionary
Labours (1864), the Reverend Rufus Anderson thought this decline a
natural phenomenon, rather like “the amputation of diseased members of
the body.”™

After their first arrival in Hawai'i, American missionaries produced by
the Great Awakening carefully recorded the transformation of a tiny white
settlement into a booming colony. With the discovery of gold in California
in 1848 and a massive surge in trade with China, Hawai’i suddenly became
the provisioning station of the Pacific. To meet this demand, haole (main-
lander) entrepreneurs bearing surnames such as Dole, Bishop and Judd
introduced cattle ranching and crops like cane sugar and tropical fruits, but
found there were not enough Hawaiians to supply plantation labor needs.
Part of the problem was that the aboriginals were often sick, and, according
to the report of Dr William Hillebrand of Queens Hospital, Honolulu, slow
to accept the “sober unpretentious working of a scientific method in curing
disease.”* Their custom was to tell a plantation doctor they didn’t feel well
and ask for time off—a request it was standard procedure to refuse. Later
in the day they would be found out in the fields, dead. To make up the
Hawaiian labor shortfall, foreign field hands were brought in, including at
first a few Norwegians who may have been sufferers from the disease
Armauer Hansen would find amongst his fellow countrymen. After 185«
ambitious young immigrant men from Hong Kong and China were the main
recruits for service in Hawai’i; when legislation blocked this source, laborers
began to flood in from the Philippines.*

Some time after 1777, just when is unclear, leprosy was introduced into
Hawai’i. Writing in 1897 (a few years before he became editor of the
prestigious Journal of Tropical Medicine), leprologist James Cantlie quoted
notes written up just after 1823 by a Reverend C. S. Stewart of the American
Board of Missionaries. These reported “the frequent and hideous mark of a
scourge, which more clearly than any other proclaims the curse of a God
of purity ... which...annually consigns hundreds of this people to the
tomb.” Stewart further said that most Hawaiians were:

disfigured by eruptions and sores, and many are unsightly as lepers. Cases
of ophthalmia, scrofula and elephantiasis are very common. [underlining
by Cantlie]”

Whether some of the “walking sepulchers” Stewart saw as unsightly “as
lepers™ were actually lepers or whether he was merely using figurative
language is unknown. Quoting from a later missionary source, Cantlie
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recorded that a gentleman who had learned to recognize leprosy in Egypt
reported that he had seen lepers in Hawai’i in r840. Perhaps he had.
However we are on safer ground in assuming that haole fruit growers
recognized that it would be bad for the Hawaiian export trade to admit to
the presence of leprosy. This is likely to be why no mention was made of it
in publicity handouts issued when the Hawaiian Board of Health was
founded in r8so (the handouts however did admit to'cholera).”

Then in 1863, finally braving the powers that be, Dr Hillebrand informed
authority (“although it may not appear quite in place”) that leprosy had
become endemic among the native population.” Conveniently forgetting the
presence of immigrants from Norway, the haole assumption was that lep-
rosy had been brought in by Chinese workers—people for whom whites
already had an aversion almost equal to that for Africans.

Following directions from haole eminences, the puppet Hawaiian king
decreed rigid segregation of lepers in 1865 and within months a concentra-
tion camp for convicted disease bearers was in operation. It was located on
a peninsula of the north coast of Molokai Island bounded on three sides by
the sea and cut off from the rest of the island by a steep cliff which made it
virtually escape-proof- In the dry-as-dust phraseology of a US Health Service
official:

To accomplish this [segregation] it is provided that individuals suspected
of having leprosy shall be reported by anyone having such information to
the Board of Health, which in turn must have the individual examined.
The suspect is entitled under the law to have his examination conducted
by three physicians. . . . one physician may be selected by him. Thus an
impartial medical board is selected and the opinion of the majority of
these is a final opinion.'”

Once sentenced to Molokai, the expectation was that patients would never
return; leprosy was thought to be incurable. In the absence of health provi-
sions, fresh water, or more than the bare minimum of food, death soon after
arrival from one disease or another. was apparently common. Conditions
improved marginally after the Belgian Catholic missionary priest, Damien,
came to work among the lepers in 1873.

Missionary heroism being at the time good: copy, when Father Damien
himself became a leper, the world press lapped up his story. Of virtually no
interest to non-locals were the many Hawaiians who discovered that they or
their family were marked by leprosy. Though they had had no experience of
the disease before 1777, now that it was among them they resolutely ignored
Christian teaching about dark hidden meanings and continued to regard it
as one illness among many. Left alone by authority, afflicted victims chose
to live out their lives in normal fashion among their own people.

In the late 1880s, Judge J. Kauai, a leper, and some of his leprous friends
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slipped away from haole Health Board surveillance to live quietly in
secluded Kalalau Valley on the island of Kauai.'”' They were joined around
1890 by a saddle-maker, cowboy and marksman named Koolau who was
also suffering from the illness. A short time later the peace of the judge’s little
community came to an end. Settler rulers of what had recently been estab-
lished as an independent Hawaiian Republic, aware of the notoriety that
Father Damien’s death had attracted, thought it good for their export trade
to enforce leper segregation laws. Accordingly in 1893, sheriff Louis Stolz
was sent over to Kauai Island to capture marksman Koolau and the other
lepers; Koolau sent him to the next world with a bullet through the chest. In
response Sanford Dole, now president of the Hawaiian Republic, declared
martial law and dispatched a gunboat, howitzer and troops. Landing on
Kauai Island, the army moved up Kalalau Valley to capture old Judge J.
Kauai (by this time in his late sixties and bedridden) and fourteen other
lepers. Then marksman Koolau—still not a dehumanized leper of the Chris-
tian stereotype—Kkilled two soldiers; a third soldier accidentally shot himself
dead. With three fatalities, the army of the republic felt it had had enough
and, after firing nineteen howitzer rounds in Koolau’s direction, withdrew.
The leper hero survived the shelling and lived on in the valley until both he
and his leprous son died in 1896. Koolau’s famous rifles were buried with
him in his grave.

After the annexation of Hawai’i by the USA in 1898 (part of the fallout
of the Spanish-American War), Hawaiians continued to revere the memory
of marksman Koolau and to defy haole rules about leprosy. In 1909 the US
Public Health Service built a $300,000 leprosy research unit near the lepers’
camp at Molokai. Working within the Christian paradigm that a person
afflicted with leprosy loses all sense of her/his earlier social identity and
becomes merely a leper, US Health Service personnel assumed that they
could readily persuade Molokai’s lepers to volunteer for live experiments.
However the paradigm failed to take Hawaiians into account; only nine of
the 900 lepers at Molokai felt sufficiently leprous (in the stereotypical way)
to volunteer. Exasperated, the haole scientists packed up and went home,
leaving their expensive laboratory equipment behind.'®

This faint-heartedness—at the time hardly noticed in the world press—
contrasted with the earlier rigorous, “benevolent and paternalistic” policies
for which Hawai’i would remain famous.'” Writing of haole success from
the perspective of colonialized Hong Kong in 1897, James Cantlie had
claimed that:

No one can study the careful and accurate reports issued by the
{Hawaiian] government and withhold a meed of pity and a word of
admiration, for the oldest European state could not have shown greater
zeal, wisdom, and self-sacrifice than this small nation, so recently risen
from the savage state . ..so dreadful is the scourge [that] the Board of
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Health expenditure for the year ending March 21st 1894 was $337,300,
the greater part being for the leper establishment [which in that year was
coping with 1,152 lepers, 1,011 of whom were “native Hawaiians”]."

In short; according to Cantlie, what was being done by the government of
Hawai'i was a dazzling example of a colonial regime bravely shouldering the
white man's burden.

At-the first World Leprosy Conference at Berlin in 1897, delegates,
supported by leprologists Cantlie and Armauer Hansen, endorsed a policy of
strict isolation for lepers everywhere in the non-western world.'” During the
next few years leper confinement controls were introduced in the American-
ruled Philippines, in British-ruled Malaya and Singapore, in German
south-west Africa (now Namibia) and in settler-dominated Cape Colony
(after 1910, incorporated into the Union of South Africa). Neighboring
Basutoland (now Lesotho) in turn attempted to enforce compulsory segrega-
tion and in 1914 made concealment of lepers a punishable offense. It was
this enactment which sparked off Africans’ first meaningful response.

Early in 1914 colonial police captured 657 Basuto lepers and imprisoned
them at Botsalelo camp. Weeks later (in May) the victims recovered their
sense of social identity and broke out in revolt; most escaped to their own
villages to live out their lives hiding among their own people. In the next
fifteen years lackluster white rulers (numbering only a few hundred men all
told) fitfully tried to enforce the segregation order, but to little effect; at
Bouahl:‘l)? the numbers of inmates remained fewer than before the 1914
revolt.

After the Berlin Leprosy Congress voted in 1897 for world-wide segrega-
tion, colonial rulers everywhere had to consider the financial implications.
After doing their sums, some decided simply to ignore their leprous
populations. In King Leopold’s Congo—where international concessionaire
companies were making huge fortunes from slave-labor-harvested rubber
for American and British markets—no official interest was taken in lepers
or, indeed, in keeping up any pretense that white men had a civilizing
mission. With respect to lepers, until the 1920s, the same situation pertained
in France’s sub-Saharan colonies.'”

In Egypt, a country conquered by the British in 1882 to guarantee foreign
debt repayment (including a considerable chunk of the Prime Minister’s
personal investment portfolio), it was also clear that cost-conscious
colonizers were determined to keep indigenous lepers out of sight and out of
mind. In 1900, during the de facto rule of Evelyn Baring, Lord Cromer
(member of one of Britain’s leading banking families), only three cases of
leprosy were treated at the government hospital in Cairo; this suggested that
prevalence was of trivial dimensions. However, during the same year the
hospital treated 570 cases of “syphilis.” Since symptoms of syphilis com-
monly appeared only a few days after contact, and of leprosy not until
several years after exposure, it was obvious which was perceived as the
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greater threat to the British-run Cairene sex scene. In 1927, a few years after
an abortive nationalist revolution which had briefly focused world attention
on Egypt, British official sources continued to deny that leprosy required
serious government action and claimed that leprosy prevalence was less than
o.s per thousand. But what the masters perceived as virtually a non-existent
problem was recognized by Egyptians after the British finally left as a serious
health menace. A post-imperial estimate found prevalence at around two per
thousand.'®

In Nyasaland (now Malawi), similar perceptual contrasts marked the era
of British rule (when the colony was seen as a milch cow), and the era after
independence. In 1908 an official estimate held that there were 769 lepers in
the whole territory; by 1927 colonial masters admitted there might be -
6,000. After independence, Malawian officials reported a prevalence rate of
twenty-eight per thousand—one of the world’s highest.'®

From the perspective of bottom-line accountancy, somewhat similar was
the situation in Sudan, the huge province the British forced Egypt to relin-
quish in the 1880s (when it was conquered by the Mahdi) then recaptured
in 1898 at the barttle of Omdurman. After escaping official notice for a
quarter of a century, in the mid-1920s British investigators finally discovered
that prevalence rates among animists living south of the 6th parallel ex-
ceeded forty per thousand. Months passed, then in 1928, spurred by an
untypical burst of conscience, the regime decreed compulsory segregation.
More than 5,000 lepers were rounded up and interred in three large camps
where, on the Hawaiian model, they were detained under keepers’ close
supervision,''’

Somewhat more complex was the situation in India where the British had
been the dominant power since the late eighteenth century. Following the
death of Hawaiian missionary Damien, purportedly from leprosy, and
the establishment of the (British) National Leprosy Fund in 1890, public
concern about leprosy as “Imperial Danger” required an on-site survey; a
blue-ribbon commission was appointed in 1892. However, in choosing
members, Government insured that financial considerations were not
overlooked.

Accordingly, once out in India, after inspecting a couple of municipal
hospitals which were run along the cost-effective lines suggested by Birming-
ham’s Joseph Chamberlain, the commissioners decided that “the number of
lepers has been greatly overstated, 110,000 [rather than an earlier estimated
250,000] being perhaps nearest the truth.” This point established, they
concluded that “Leprosy cannot, therefore, be regarded in the light of an
‘Imperial Danger’.”!"" Perhaps the commissioners were right or perhaps it
was simply that they (and gentlemanly capitalists back home) did not want
to know that a serious infectious disease problem existed. Except during a
major crisis like the Indian Rebellion in 1857, the elementary rule of British
imperial domination was that remittances be sent from the colony to the
metropolitan power rather than the other way round.
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Using the leprosy commissioners’ count and the figure of 200 million as
the population of India, the 1892 leprosy prevalence works out at around
o.§ per thousand; unpleasant for victims and families but not a threat to
the Raj. However, this was obviously a underestimate. Spot checks of India’s
prison population in 1921 (after India bad been battered for twenty years
by bubonic plague and famine) revealed a leprosy prevalence of ten per
thousand: a guesstimate based on this suggests an overall Indian rate of
around four or five per thousand. Twenty-four years after independence a
survey of lepers was made by Indian health personnel; this found a pre-
valence rate ofy .8 per thousand.'’ Same country, same disease, different

ons.

In addition to the useful colonialists’ phrase, “financial constraints,” the
neglect of lepers in imperialized territories could also be attributed to atti-
tudes of western medical doctors. Writing from the Calcutta School of
Tropical Medicine in 1931, Dr Emest Muir, a medical missionary who
had gone out to Palestine in 1905 and then to India, reported that most
medical men looked at leprosy»®as an incurable infirmity, rather than a
disease . . . for fear of contracting the disease itself . (few of them] were
willing to undertake its treatment.” For professionals of this sort, it was best
not.to know whntu-ueprevalmceﬁgumwete.ﬂalfaoenturylam,thc
climate of opinion seemed not to have changed. Writing in 1983 from their
laboratories in Oslo and New York, Bloom and Godal found that “it is
virtually impossible to recruit physicians or health workers into the field of
leprosy control and treatment.”""

'I‘hesecommentsseemuobebomeoutbythesituationintheﬁeld.Around
1900, in a Cape Colony with a total population of 2.4 million (24 percent
of them white), only one or two of the 720 registered doctors saw fit to work
regularly with lepers. Characterized by E. B. van Heyningen as “overwhelm-
ingly male, white, middle class, British-born and educated in Edinburgh,”
these medical “agents of empire” left it to the only woman doctor among
them (Jane Waterston) to pay an occasional visit to convicted lepers on
Robben Island.'* On the other side of the world, in the British-run
leprosarium in Singapore, medical doctors were also rare birds whose
absence left patents to the attentions of lay staff. Asian warders used long
sticks to prod lepers from place to place and gave them food in old tin cans
slipped under the doors of their cages. In Singapore city, when rounding up
lepers, attendants wore masks and gloves and liberally sprayed victims’
houses and possessions with decontaminants As A. Joshua-Raghavar (him
self a leper) pointed out, these techniques seemed tailor-made to convert
paramedics who might not before have feared lepers into paranoid
leperphobes, the stereotype fed on itself ns

Westerners® fear of leprosy was a double-edged sword that cut both ways;
when interviewed in 1931, village people in upland north-east India claimed
that leprosy was actually caused by European medical doctors. Similarly in
northern Nigeria in 1927, local people in the Tula Wango district which had
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only recently been taken over by the British told a white visitor that the
disease had not been known before. Following the same logic—leprosy as
white man’s disease—it was claimed among the Natal Zulu that leprosy had
been unknown until Afrikaners broke in upon them around 1840. Unfortu-
nately for the Zulu, the colonizers were particularly keen upholders of
paradigmatic Christian leprosy controls. '*¢

During Boer expansion into the arable and pastoral lands of black Afri-
cans in the 1890s, leprosy among the latter was seen as irrefutable evidence
of the Old Testament Leviticus account of the wages of sin. Bearing a double
curse from God (skin color and stigmatizing disease) black lepers were
obvious targets for compulsory removal by white police and tracker dogs.
Victims were lugged to heavily guarded concentration camps ringed with
barbed wire. One such camp was at Emjanyana in the Transkei; another was
the Leper Asylum in Pretoria. Both admitted to annual death rates of 20
percent. Yet for whites concerned about escaping black lepers who might
spread contamination, far better than Pretoria or Emjanyana was an instal-
lation on an inaccessible island such as the colony on Robben Island or that
established by German colonial authority on Lunda Island in Lake Nyasa.
Once dumped on either island it was expected that lepers would die from
natural attrition, obviating the need for costly medical services or anything
else."'” Reporting on Lunda Island in 1909, it was found that:

Some of the lepers had run away at first but the Government had punished
the neighboring chiefs who had assisted them to escape so now their
confinement seems assured. It was said that one poor woman in her fury

had burnt down most of the houses . . . they complained of shortage of
food.'"*

Yet in some corners of the tropical world, another form of assistance was at
hand: white Christian missionaries.

In the last third of the nineteenth century, three phenomena—ancestral
white ideas about leprosy, the expansion of white control over the tropical
world, and the growth of a proselytizing impulse among a self-chosen few—
made non-family work among lepers in the colonized world a near
monopoly of missionaries and members of Christian voluntary organiza-
tions. Given the paucity of information about colonized people’s attitudes,
it is difficult to draw large conclusions about the ways they responded to
these people. Obviously not all Africans were like those around the southern
Nigeria Ossiomo Leper Settlement, who according to the medical doctor
in charge, “In 1931...were convinced that inside the settlement was
a big hole into which lepers were pushed and buried alive [by the
missionaries}.” "’

The missionaries themselves issued quantities of newsletters and articles
about the meanings of leprosy. What is particularly significant is that these
teports frequently referred to the notion that leprosy was the old biblical
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disease.’™ Typically, a learned French medical adviser to Emperor Ménélik
1I of Ethiopia, one Father Meérab, stated around 1920 that “to understand
the rules governing this quintessentially biblical disease once common
among the Jews, it is enough to read Chapter XIII of Leviticus.”'** The same
point was made thirty years earlier by the Central Africa Anglo-Catholic
missionary “H. W.” who wrote: “looking at. the nature and results of this
disease‘hone does not wonder at the stningent laws against lepers among the
Jews.”

With variations, this interpretation of leprosy as stigmatizing disease
wastaughttoAfncanmedicaltminees,whointemalized it and passed it on
to other Africans. Thus in Nyasaland in July 1927, an African medical
assistant named Fred Nyirenda who had been taught by members of the
Anglo-Catholic Universities Mission to Central Africa (UMCA), told a
meeting of the North Nyasa Native Association that the English had ban-
ished leprosy from their land dursing the Middle Ages by the rigorous
segregation of every leper. With a local prevalence rate of twenty or thirty
per thousand, before Christian missionaries had come on scene the common
Nyasaland response was to allow lepers to “to dine in the same dish and
drink from the same cup with others.. {and to] carry other people’s
children in their arms *'*

Looking at the disease in world historical perspective in 1970, Gussow
and Tracy contended that:

The relationship of missionary activity to world leprosy has become a
remarkable chapter in the . . . bringing to life of a modern parable. . ..In
discovering [lepers] missionaries discovered . . . a name that linked the
present with some of the most poignant teaching and practices of
Christ. This association of idea and disease made “lepers” of persons
with the disease. leprosy. . . . Thus leprosy began, more and more, to be
thought of .. as a moral condition...as a disease with a moral
diagnosis .. (Tlhe status of leprosy came to be colored by the status of
the care takers, the religious, not the phys: ian o

Depending on accidents of time and place, the success with which mis
sionaries brought these universal (to them) truths to bear on actual lepers
varied. In East and Central Africa, where the phenomenon of colonialism
appeared nearly eighty years after India had come under British rule, before
local people had time to appreciate that missionaries were the forerunners of
tax collectors and of settlers who would confiscate their land, they were
sometimes willing to listen to Western teachings. One early success in
converting an ordinary disease into a moral category dates from 1891 when
the UMCA head office opposite Westminster Abbey was informed that
missionary Clement Scott had successfully convinced local “savage
cribes _to have a more pronounced horror of leprosy” than they had had
before 2 However, within a couple of decades Central and East Africans
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caught up with Indians and came to realize that mission medicine was a “key
element in white power,” best used only for those few diseases (such as
yaws) that whites had proved they could actually cure. At that time the
colonizers had no effective cure for leprosy.'**

Within India, a principal agency of western concern was the London-
based Mission to Lepers, founded in 1874. Much to the disappointment of
its workers, it made little progress among Indians of the better sort. In 1920,
the Revd E. Cannon bluntly stated that the lepers who came to their asylums
“are most low caste Hindus, very ignorant, very superstitious, thinking only
of the disease with which they are affected...they are generally pau-
pers.”'”” Another volunteer who was troubled by continuing Hindu concern
with caste was W. C. Irvine. Addressing a meeting of asylum superintendents
in 1920 Irvine complained that:

In ... India, with its all-powerful caste system the true Christian will find
little or no difficulty (whatever his caste has been) in treating his brethren
in Christ (whatever their caste may have been) in the true spirit of
Christian brotherhood IF (and oh how much depends upon that “if”) he
sees those already professing Christ saved from the thraldom of caste and
living as brethren. We had to fight the matter out in our Asylum and a
sharp fight it was for the first three to be baptized were Mahars (a very
low caste).'?*

Founded as a voluntary organization by independently wealthy Anglo-
Irish, the Mission to Lepers doubtless did ease the last painful years of
deformed leprous cripples. It also gave satisfaction to Protestant longings to
do Good Works. Possibly aware of the fourteenth-century Catholic use of
lepers as supplicants for the souls of the founders of leprosaria, in 1920
Irvine argued that:

Perhaps someday we shall wake up to the fact that within our asylums is
a marvelous latent force ready for use, longing for employment . . . a band
of praying lepers who will ... give themselves continually to definite
prayer and thus become a mighty force in the ranks of Christ’s army.'”’

This suggests that the missionaries needed their lepers more than the lepers
needed them. The same would be true in Africa.'*

In British West Africa early in the era of colonial rule, personnel and
revenues were in short supply, with the result that work among lepers was
somewhat haphazard. In southern Nigeria (an area seized on behalf of
London-based gentlemanly capitalists in the late 1890s), a non-missionized
leper village at Asaba in Iboland was described in 1905 by a government
medical officer, E. Moore. Moore calculated that in this collection of rude
reed huts there were, on average, thirteen women and sixteen male lepers
supervised by a “native” overseer who, as Moore took pains to point out,
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was “extremely gentle to the patients.” In the absence of police, guard dogs
or barbed-wire fences, the patients “wandered through the markets when
they feel inclined.” Moore was troubled by this lack of discipline and looked |
forward to the establishment of an enclosed com, for at least 1,000
lepers at Onitsha—pending availability of funds.” Elsewhere in Iboland,
the new colonial government had already begun to impose order on lepers

At Igboka in 1904:

The king called a meeting of the town to give them the new laws from the
Government and tonight a boy has been going all round the town calling

out loudly that those who were lepers were to be taken away. ... But
thetelgre very few even among the Christians who confess there are lepers J
here.

With the “opening” of Africa by Livingstone, Lugard and others after
1875, an old service distinction remained in place. Administrators, military
officers, medical doctors, missionaries and other professional sorts whom
home authority considered first rate went out to India; the rest went “some-
where else,” which is to say to Africa.'” Writing in the late 1880s, big-game
hunter Sir John Willoughby reported that the Church Missionary Society
(CMS) missionaries he encountered in East Africa were:
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manufactured out of traders, clerks and mechanics. The process is not a
difficult one: a man, thinking he can improve his position by missionary
work, has only to go to a school for a year or two and learn a certain
amount of medicine and carpentry, flavoured with a lictle theology, and he
is turned out a full-blown missionary.'*

If CMS recruits were as intent on upward social mobility as Sir John
suggested, they knew when leaving England that because of the perils of
tropical disease their chances of making the return trip were at best 30
percent. Yet there seemed no shortage of recruits. Between 1896 and 1906,
the number of CMS mission stations in West Africa increased from §1 to 72;
reputed converts increased from 21,000 to 32,000. In addition to the CMS
there were other missionary societies—the Sudan Interior Mission, Primitive
Methodists and Catholics of various sorts, all vying with each other for
converts.'”*

In an Africa in which the full impact of white expansionism only hit in the
1880s and 1890s, the timing of culture contact was crucial. To learned ideas
about leprosy as moral condition were added the insights of Social Dar-
winism. This claimed that modern science had proved that created human-
kind was divided into higher (white) and lower (black and colored) racial
types. Typical of the discourse in this alliance between Christ and Herbert
Spencer was an article in 1902 in the journal of the Universities Mission to
Central Africa, Central Africa. Entitled “The Black Man as Patient” it
pointed out that:

Taking a broad biological view of the different races of man, and regard-
ing their relationship with the animal world, it is impossible not to remark
that, starting from the more highly organized races and going down the
scale, the acuteness of pain experienced seems to grow less and less . . . the
blunted feeling of pain. .. give us some clue to the vitality as a race
exhibited by the negro....But the sick negro has many amusing
ways. . .. Dying he creeps out into the sun, or hides away in the long
grass, like some animal."*

Other Social Darwinist tendencies that missionaries were likely to take with
them to African dark corners were suggested in an address leprologist James
Cantlie gave before the graduating missionary class of Livingstone College
in May 1906. Cantlie held that:

When we send out our missionary he is looked upon as one who knows
something of medicine, in the first place, from the very fact that be is a
white man; and in the second place, seeing also that he is a learned man
and religious, he is believed to possess the attributes all natives are
accustomed to associate with religious teachers, namely the power of
healing.'”’
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Weriting for a missionary readership, Ronald Ross (of 1897 malaria fame)
only slightly changed the emphasis and in the process constructed a usable
history of medicine. According to Ross:

During the beginning of civilization in Egypt, Greece, and Rome, the
priests were also the physicians....In my opinion, the missionary of
today may still hold a sinular position among the barbarous peaples he is
called upon to educate. ... Often called upon to live in the remotest.
disericts, far from hospitals, municipalities, health departments and offi-
cials, he is now exactly in the position of the priest of old, and to him still
belongs the double duty of curing both mind and body.'*

For missionaries who had chosen to heal the wounds of Africa (brought
about by the slave trade) by curing the disease of tainted souls, Ross’s words
must have cut home. In 1909, the missionary journal Central Africa
reported the work being done in the small UMCA leper colony near Zanzi-
bar. It asked:

Can any life be so miserable than that of the black man afflicted with this
dire malady, or any vocation so dull as that of a white “religious™ dressing
foul sores. .. Yet the picture of the Crucified above the bed . . . speaks
eloquently of Hope and Joy and Peace.'”

“Manufactured out of traders, clerks and mechanics,” few of the mission-
aries who went out to Africa had more than a smattering of training in
medicine. In 1898, the Journal of Tropical Medicine attempted to recruit
young graduates by appealing to their altruistic instincts:

We have seen the doctors in Egypt and 1n South Africa showing forth the
spirit of loving helpfulness to the leper and to the starving suffering
nanve. . .. What is needed . is a desire to make professional skill an
instrument for the amelioration of the sufferings of the heathen
world. . . Reward does not come in the shape of wealth, but the income
of these missionaries is adequate to their needs and the sense of freedom
from financial care is far greater than among many of their professional
brethren at home.'*

Notwithstanding simular recruiting attempts, medically trained mission-
aries remained a rarity in black Africa. Typically, of the §25 missionaries
(getting on for a fifth of the total white population) in the Nigerian regions
in 1927, only eighteen were professional doctors. Commenting a few
years later on leprosy~control work in Central Africa, a visiting expert
commended medically untrained missionaries for their “noble relief work”
but concluded that they contributed little to the ultimate control of the
disease.""!

A
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In the Nigerian regions during the first twenty years of British rule, some
leper camps were under government control while others were run by
missionaries assisted by small grants in aid. Then in 1926 (when only 3
percent of the missionaries had medical qualifications) government gave the
missionaries control of the leper stations in the south, followed ten years
later by control of the northern stations at Zaria, Sokoto and Katsina. The
director of medical services admitted that this was done with “some hesita-
tion in the first instance” knowing that local people in the largely Muslim
North might not take kindly to having proselytizing Christians in charge of
their lepers. However, coached by gentlemanly capitalists in London, the
medical services director and the governor recognized that mission-run leper
stations were good value for money. Though Nigerians numbered more than
a third of Britain’s sub-Saharan African subject population, they generated
less than an eighth of its total British-managed revenues.'?

In the fifty years between 1890 and 1939, many missionaries were—in
Ronald Ross’s words—*“called upon” to serve in districts far from the
corrupting influence of white settlers and of white-run towns, bars and
brothels. Most Protestant missionaries who chose Africa seem to have done
so after experiencing a revelation centering on an overpowering sense of
personal sin and of alienation from the European or Euro-American society
from which they had sprung. As evangelical Christians, they were revolted
by the flood of scholarly, death-of-God books (Strauss, Renan, Nietzsche)
that called immutable religious truths into question. If they happened to be
high church ritualists of an authoritarian bent, they were also disturbed
by their home countries’ recent democratic enfranchisement of ordinary
people.'*

In “being called upon to live in the remotest districts” missionaries put
themselves in positions where they could establish “authentic” communities
modelled on the (mythic) ordered hierarchy of village life in the Middle Ages
touched up with a whiff of the “New Egypt” of Robert of Arbrissel. As in
these imagined pasts, the missionary knight and priest could command the
unquestioning loyalty of leprous patients, black helpers and ordinands.'**
Because many inmates were dependent on their white benefactors for basic
subsistence needs, leper villages had great potential for giving missionaries
the sense of a task well done.

As exemplified by leper settlements at Uzuakoli, among Ibo people in the
Calabar region, and at Itu (re-established in 1928 under the directorship of
the Primitive Methodist A. B. McDonald, and used as a model for leper-
control camps in the Belgian Congo), leper villages were laid out with a view
to visual and psychological order. Neat rows of leper huts segregated by sex,
disease phase or by tribal grouping, faced onto straight streets with cross-
roads at 9o-degree angles. At Itu, the morals of the whole village were kept
tidy by twelve policemen and a police court. Itu and Uzuakoli were both
intended to be self-sufficient in foodstuffs not only as a means of cutting
down costs (Itu charged patients an entrance fee), but also to give lepers an
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opportunity to share in the Protestant work ethic which the German sociolo-
gist, Max Weber, claimed gave people a feeling of social worth. In both
Nigerian leprosaria, exposing patients to frequent sermons and other forms
of moral uplift was seen as a another way to restore self-respect to people
whose social identity had been swallowed up by their disease.'’

In the mid 19308, leprosy officials in search of funding from benefactors
indeestclaimedthatin:hosepamofAfricawhichlackeddwpmgm-
sive, civilizing influence of large numbers of settlers of the sort found in
South Africa and the Kenyan highlands, well-run leprosy plantations served
as centers of “enlightenment” for whole regions. With its 1,100 patients,
Uzuakoli in Nigeria was arguably:

a center of training and a demonstration model of village conditions as
they should be . . anagentfouewnstmctinsvillays,nmkingnewroads,
giving practical demonstration of improved methods in agriculture,
improving the diet of the people and in every way spreading enlighten
ment and hope.'*

Yet.in perverse fashion, inmates of African leprosaria sometimes failed to
respondtowesoemgoodnminthewaywhichthcirimproversthoushtthcy
should. At well-ordered Itu in 1940 two decades after founding, it was
repomddmtthemorethanz,ooommawsstillhckedtheenmpreneurial
zeal that institutionalization under whites was supposed to provide. To
rationalize this failure it was explained that most of the patients were from
minor tribes, “apparently of a servile race, having formerly been slaves and
sufferers from the slave trade.” Obviously, such people could not be
expected to be converted into progressive urban tycoons overnight.'?’

Also rather disappointing was the record of the leprosarium at Uzuakoli
in Iboland, Nigeria. As visiting missionary Armstrong noted in 193§, a
work-study prayer schedule had been devised to keep lepers so busy “that
they have no desire to return to their native village.” The ideal being invoked
hece was that the mission community should be the only society to which
inmates felt they really belonged However, Armstrong let slip that links
between patients and their willages had not in fact been broken. Supple-
mental funds given to lepers to buy food at the plantation store were often
spent “on the maintenance of other relatves in outlying villages.”'** Here
was a confession that Africans enjoyed a pluralism of identities which, to the
mussionary mind, smacked of apostasy

Tension between competing ideals was also found in a community mod
elled on Uzuakoli Writing of the leper community at Ngomahuri in
Southern Rhodesia, a leprosy inspector noted that: “The natives of this part
of Africa possess a close family bond, and are very fond of their children.”"*
Here the mussionary act of “bringing to life of a modern parable” by
separating lepers from their families was regarded by local people as a denial
of their cultural identity. After the mother house at Uzuakoli was wrecked
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in the Civil War, Nigerians made clear that the place was a painful reminder
of a colonized past which they, by choice, would leave an unreconstructed
ruin.'” It is against this understanding that the role of leprosy as a
re-enactment of the Judeo-Christian parable must be seen.

As we saw, James Cantlie, editor of the Journal of Tropical Medicine,
assured missionary students in 1906 that primitive people everywhere would
recognize that a missionary knew something of medicine, by “the very fact
that heis a white man.” Yet when confronted with leprosy—the quintessen-
tial medieval European biblical disease—Europeans had no practical cure.
Admittedly, this was not for want of trying to find one. In the late nineteenth
century western doctors experimented with chaulmoogra, a derivative of the
oil of the hydnocarpus tree, used by curers in India for several hundred
years. Yet as was noted in 1895, “in cases in which a cure results, the cure
is not due to the treatment [with chaulmoogra), but is the natural develop-
ment of the disease.”""

A breakthrough of sorts occurred in the early 19208 when a way was
found to inject chaulmoogra oil into patients. To boost this technique
Leonard Rogers (later knighted) founded the high-profile British Empire
Leprosy Relief Association (BELRA) in 1923. Yet results were disap-
pointing; self-cures continued to be more common than cures medically
induced. As Rogers reluctantly admitted in 1927, “there is still no specific
cure for leprosy in general.”"**

Yet for missionizing purposes the new chaulmoogra technique was a
godsend. To receive a continuing series of injections—as at Itu paid for by
five hours’ work in the fields—patients were required to live in the leprosy
village where their semi-voluntary labor contributed to the success of the
plantation’s palm oil, cotton and other export-crop production. But more
important, their payment in labor service was intended to strengthen their
faith that the white man’s medicine would cure their leprosy. It was in this
sense that John Iliffe considered the chaulmoogra treatment was a permis-
sible “confidence trick.” Not all would agree.'**

It remained for the non-missionary leprologist Robert Cochrane to prick
the chaulmoogra balloon. Writing of the situation in India in 1927,
Cochrane announced that in most asylums, two out of three of the leper
inmates were burnt-out cases who were no longer infective. Though he
regarded the provision of homes for these now harmless destitute lepers as
“a great humanitarian work,” it did “little or nothing to reduce the inci-
dence of leprosy.” Cochrane enlarged upon this insight in his 1931 Cameron
Lecture at Edinburgh University which attracted wide press coverage. Ironi-
cally, as early as 1910 the asylum fallacy had been exposed, but the journal
article in which this was done had fallen stillborn from the press, presum-
ably because the author (Dr Khan Babadur N. H. Choksy) did not have
the skin pigmentation required of those who were experts in modern
medicine.'**

By the inter-war years, disinterested medical observers in the West
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recognized that compulsory segregation in camps was not having much
effect on leprosy prevalence. Well and good in itself, this finding did not take
into account the career interests of camp professionals out in the colonies.
Typical of expats who needed a solid twenty or twenty-five years in service
before they;could receive pensioned retirement back home were high-grade
leprosy workers in the American Philippines. In 1928 their representatives at
the Cairo Conference on Tropical Medicine boasted that their regime was
spending a third of its health budget on punitive leprosy controls. In 1935,
after the financial crash of °29, Philippine authorities were even more forth
right: “[leprosy] control must be based” on “the accepted fact [emphases
dteirs]thatthediseaseisinfecﬁousandthatitistransmimdby
contact . . . evidence is accumulating that [this contact might be brief].” This
claim (unsupported by objective science) was made in the face of a report
showing that the impounding and maintenance of 13,000 victims in the
Culion Leper Colony between 1906 and 1921 had had no appreciable
impact upon leprosy prevalence rates.'*

Leprosy impoundment in the approved Hawaiian way could also be seen
as one way to authenticate a colorual regime which needed to prove that it
was in the mainstream of aivilizauon Typifying this attitude was Portuguese
Goa (India). Seeking to demonstrate its role as an outpost of western values,
the Goa regime submitted plans to the Cairo Conference in 1928 for a get-
vough scheme for the confinement of all its lepers."*

Also feeling on the defensive in a hostile world were South Africa’s million
and a half whites who lived among a black population twenty times as large.
Certified as “guarantors of a Christian Civilization upon the Continent of
Africa,” the South African government felt obliged to spend heavily on
leprosy. In the mid-1920s they let it be known that they had introduced Sir
Leonard Rogers’s new disease treatment in their five leprosy centers. Then in
1940, they claimed that they had spent £2~3 million on leprosy, at a per
annum cost per patient of £40 to £50, and in the last twenty years had
discharged 4,502 “cured” lepers. Obviously, for this white minority regime,
the old “Imperial Dangec” announced by the Archdeacon of Grantham in
188§ was still.a useful prop In reality however, the major killer among rural
and urban black South Africans was tuberculosis; for this disease the gov-
ernment made available only token funds '’

On the other side of the world, in Singapore, another colonial regime also
found Archdeacon Wright’s “Imperial Danger” thesis useful. While in Sin-
gapore in the 1920, a Brazilian leprologist learned that non-infective burnt-
out lepers were not being released from the local intemment camp because
the leprosy-control decrees written in the last century had made no provision
for discharge—except through death. Some years later, in 1931, this con-
tinuing situation was adversely commented upon by an editorial writer on
the Straits Times. Aware of Europeans’ curious obsession with medieval
leprosy, he reminded readers that tuberculosis was “five times™ more infec-
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tive than leprosy. As in South Africa, the regime was spending hardly
anything at all on TB."*

Within the western spectrum of things “civilized” as opposed to “barba-
rous,” there was considerable ambivalence about the bounding capacities of
leprosy. Writing as medical superintendent of Robben Island asylum in
1890, a Dr Ross (not he of malarial fame) held that:

the pure native races, like the Zulus and Kaffirs, are seldom effected [sic]
with leprosy; but among the Korennes and cross-breeds between native
women and the nomadic Boers. .. are to be found a large number of

cases."”’

This was another way of saying that leprosy was caused by miscegenation.

Some years later, Edward Muir, sage and medical doctor at the Calcutta
School of Tropical Medicine, claimed that incidence of leprosy was a barom-
eter of the state of civilization. Among hill tribe primitives who had yet to be
corrupted by modern ways, leprosy was little known. According to Muir, it
was also little known among urbane educated middle-class Indians. But, as
he went on to say:

where we get contact between the primitive and the more advanced, there,
at the point of contact we find leprosy . . . unfortunately the more easily
adopted features of civilization are often the less credible and are apt to be
physically and morally dangerous when not countered and controlled by
its [civilization’s] less easily acquirable safeguards.'®

Dr Muir’s mix of Christian parable and medical truth was perhaps harm-
less except when it affected research priorities and set the next generation of
leprosy workers off on the wrong track. In his capacity as Christian, the sage
made clear his loathing of Belgian Congo African males who were polyga-
mous; yet in his capacity as medical doctor he claimed that venereal disease
was not a predisposing cause of leprosy. Such however was the nature of
discipleship that Muir’s Indian student doctors took it for granted that
venereal diseases were a predisposing cause of leprosy. This erroneous
understanding—which mimicked the twelfth-century teachings of the
Cluniac abbot, Peter the Venerable—was an unattractive part of the legacy
of colonialism.'*!

Central to the thinking of western workers in leprosy before 1980 was the
idea that civilized people everywhere shunned lepers; any cultural group
which didn’t behave in this way was barbarous or at best semi-civilized.
Using this criterion, seen as backward were the Kigezi in Uganda. A. C.
Stanley Smith worked among these people in 1931 and in his patronizing
way was impressed by their knowledge. At his request they brought in
victims in the early stages of the disease which “I [Smith] would have
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hesitated to accept as such until a positive scraping from the nose revealed
the bacillus lepra and proved these primitive diagnosticians correct.” What
however rendered these people barbarous was their habit of mixing freely
with lepers. To his disgust, Smith discovered “it is common to find lepers
marrying untainted wives.”'

Other ethnic groups who neglected to fear lepers and so were uncivilized
in western eyes were found in the strange country that was Ethiopia—until
193536 the only African land unconquered by Europeans. As recounted by
Richard Pankhurst, before the Italian invasion, leprous beggars were every-
where, thronging markets and the court of the Emperor, and on occasion
breaking into private palaces demanding alms. In the 1880s the German
representative of the Church Mission to the Jews, Henry Aaron Stern,
admonished the Emperor that he should lock away the leprous beggars lying
around everywhere in promiscuous confusion. To this the Emperor
famously reﬁl,xed “Do I not already bear enough infamies on my

Perhaps most troubling for missionaries ministering to what they knew
were the needs of lepers—following the Christian parable—was that learned
Muslims did not place its sufferers in a special moral category. Wherever
they went, missionaries encountered Islam—in India and Dutch Indonesia,
in Sudan and West Africa, in East and Central Africa. They also found that
for every convert they made, Muslims made ten. In 1906 Priedrick Shelford
attributed Muslim success to the biological fact that “Mohammedan™ mis-
sionaries were natives, whereas Christian missionaries were Europeans with
no immunity to tropical disease and, accordingly, were often “not on seat.”
Typically at Malindi, Nyasaland, after the abrupt departure of the sick
UMCA missionary priest in 1906, Christian converts and ordinands had
gone over to Islam en masse.'

Following the dismemberment of the old Ottoman Empire by Allied treaty
arrangement (1919) and the triumphant defense of the Turkish homeland
against West European invaders, a flood of popular books on Islam
appeared in Europe, among them The Moslem World in Revolution and
Young Islam on Trek. Their central message was that the Muslims most
closely in touch with Western civilization were disillusioned with the ortho-
doxies of their own faith but were not yet open to the truths of Christianity.
In the missionary perception, “Mohammedans” thus remained a volatile
and worrying force.'**

For leprosy workers what was particularly distressing about this Muslim
Other was that Islam challenged the Christian parable. For believing Mus-
lims, the disease held no terror. A badith of the Prophet witnessed that, “He
took the hand of a leprosy patient and put this hand in a dish from which

he was eating and said ‘eat with me, and I believe in Allah and the discase

will not catch me unless Allah wants i’.” Another hadith held that: “The
disease will not pass from one to another.”'® More distressing yet, among

the common people sayings translated into actual practice. Thus while

L et A e e b e




Dark Hidden Meanings: Leprosy and Lepers 83

visiting Nigeria in £930, Dr T. F. Mayer found that, “Among the Moham-
medans of the north there is no fear of the disease. It is even difficult to keep
friends and strangers from sleeping in the leper camps at night.”'” Differing
attitudes towards leprosy, for Christians a disease of the soul, for Muslims
a disease only of the body, added weight to missionary fears that in African
and Asian regions where the illness was common, the future might not
belong to them.

The credibility of western science as a benign, secular force was strength-
ened by post-World War II breakthroughs in the treatment of leprosy, the
sulfide drugs in the 1950s giving way to multiple drug therapy in the 1980s.
Now the West at last had an effective cure, what was medically required was
that sufferers be recognized in the very early stage of the disease and
encouraged to come voluntarily to leprosy out-patient clinics to learn how to
take drugs regularly on their own. It was presumed that if this medical
approach won through, channels for new infection would be cut off and
leprosy could be wiped out, region by region, until it followed smallpox into
extinction, '**

Yet as Gussow and Tracy foresaw in 1970, now that effective scientific
treatment was possible, to regard leprosy as a “no-fault disease” without
stigma or blame threatened to destroy what Christians regarded as a potent
spiritual resource. Writing in 1988 an Indian anthropologist at the Univer-
sity of Ranci found that:

Unfortunately, the fear and stigma against leprosy still persists, more so
among the more educated urban class, including even the medical profes-
sion. It is nothing short of [a] disgrace for humanity ac large.'®




3 Smallpox in the New World and
in the Old: From Holocaust to
Eradication, 1518 to 1977

Introduction

Most epidemiologists and historians admit that in the absence of smallpox
pathogen in the New World, pre-Columbian people had no opportunity to
develop immunity to the disease. However, any statement which goes
beyond this is likely to be contested.! Here I adopt a moderate position.
Accepting that 80-90 percent of any virgin soil (non-immune) local popula-
tion might have died when smallpox first appeared, I then ask why
populations of survivors failed to recover their numbers.*

This inquiry is in two parts. Beginning with a foray into cultural history
during the era of the Renaissance, I examine the role of the Ancients (for our
purposes, Aristotle and Christ) in the making of the humanist idea that New

World peoples didn’t have the mental potential to develop into rational,
European-type adults. Formulated in the upper strata of society, this learned
concept meshed nicely with the popular notion that white settlers should
have full mastery over American lands regardless of whoever happened to be
there already. I then examine the attitudes and behaviors of New World
peoples themselves as they tried to cope with the physical presence of |
Europeans, the diseases the Europeans introduced, and the Construct which
held that indigenous native “Americans” were sub-human barriers to the
acquisition of wealth.

In this chapter, I openly accept the thesis of “American Exceptionalism.”

On no other continents in historic times has a combined disease and Con- |

struct phenomenon led to the collapse of an entire indigenous population.
Varying in its timing with the pace of white penetration (late in the Pacific
North-West, early in Hispaniola and Meso-America), before smallpox dealt
its initial blows Native Americans constituted perhaps a fifth or a sixth of
the population of planet Earth. Then soon after smallpox hit Meso-America
in 1518, the Iberian conquerors began to use slave labor in newly discovered
gold and silver mines. Their first ploy was to force Native American miners
to work in environmental conditions which led to mass deaths from small-
pox and other lethal things.’ To make good the resulting labor shortfall, the
Iberians imported Africans. As it happened, many of these Africans had |
previously acquired immunity to smallpox through a childhood brush with
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a mild pathogen. This meant that they remained virtually untouched in the
midst of the smallpox epidemics that decimated indigenous local people.
Smallpox & Co. were thus inexorably linked to the creation of the New
World institution of black African slavery.*

All this contrasted markedly with what would happen in colonialized
India (with approaching a fifth of the world’s population), and in western-
bullied China (with its quarter of humankind). In both Oriental societies,
notwithstanding the best efforts of whites in the eighteenth and nineteenth
centuries, indigenous people always outnumbered invading Europeans by
a hugh margin and in the long term controlled the ways in which their
societies recreated and renewed themselves. This, despite the presence in
India and China of smallpox, influenza, measles, typhus, malaria, leprosy,
cholera, bubonic plague and other pestilential diseases which even conserva-
tive modern-day scholars reluctantly admit had been absent from the pre-
Columbian New World.’

Turning to Europe after Columbus crossed and recrossed the Atlantic in
the 1490s, we are confronted with the imponderable dynamics of a non-
human force. Some time in the mid- to late seventeenth century smallpox
transformed itself from a mild childhood disease most Europeans under-
went—hence the initial immunity of Europeans in America—into a virulent
disease threat. One authority claimed that by the early eighteenth century
smallpox “represented a more regularly occurring check on the growth of
population than plague had been.”*

Fortunately (for Europe), this was only a temporary phase. At some point
in the eighteenth century a European-wide demographic revolution occurred
in which mortality permanently fell well below birth replacement rates.
Linked to this revolutionary change—in ways on which a scholarly con-
sensus has yet to emerge—were campaigns to induce immunity to smallpox,
through inoculation, variolation and vaccination. In the nineteenth century,
associated with these campaigns, and with the actions of the disease itself,
was a huge increase in surplus Europeans who found Lebensraum in the vast
spaces of the Americas which were all but empty of descendants of the
original inhabitants. At the end of the chapter, we conclude on an upbeat
note by recounting how in recent times western-trained health personnel
dealt the smallpox virus the same fate met by the Taino of Hispaniola after
I518—19: eradication from the face of the earth.

The Disease and its First Impact on
New World Peoples

In 1720, a virulent form of smallpox appeared among the 200 inhabitants of
tiny Foula Island, north of Scotland. Genetically these descendants of
ancient Picts and Norsemen were no different from other north European
peoples. But living as they did by fishing and subsistence farming, the
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islanders had been cut off for years from anyone suffering from any form of
smallpox. In consequence—atypical of Europeans generally—they had no
immunity. When smallpox struck, 9o percent of the Foula folk died; this
was similar to mortality rates common during epidemics among Native
Americans.”

The high morrality in Foula suggests that the virus involved was either
fulminating smallpox with standard roo percent mortality or malignant
confluent smallpox with 75 percent mortality. In its fulminating form “life
was terminaved either by massive vomiting of blood, intestinal or uterige
hemorrhage, or more peacefully, by blood poisoning.” Malignant confluent
smallpox, sometimes known as the black smallpox, was characterized by

relentless deterioration. . .. Many patients lived until the fourteenth or
fifteenth day when the stripping of the cell tissue of the outer surface of the
body became so widespread that life was ended by blood-poisoning or a
hemorrhagic catastrophe.’

Smallpox could be caught by inhaling infected air breathed out by suffer-
ing victims. After contact was made, the virus remained dormant for eight to
twelve days; then the sufferer was laid low by headache, nausea, eruptions
on the skin, and other horrors. Another way of catching the disease was
through contact with its characteristic pustules and scabs; scabs remained
infective for a fortnight or more.” They survived longer in a warm dry
climate (such as that on the Pacific coastal plateau of the Andes) than in a
cool damp place. Infective scabs might be found on the body and clothes of
the smallpox:dead. Conflating the actual dead with the spiritually dead, the
much-pestered Amazon Yanomams alleged earlier this century that “when
the whites undress, they leave the illness in their clothes.”"°

As of 1996 there were some 450 strains of smallpox virus in cold storage
in the Centers for Disease Control in Atlanta, Georgia, USA. Eight or ten of
these were vaneties of Variola major and the rest were variants of Variola
minor or Variola intermedius. Most forms in this wide spectrum were
genetically equipped to transmute into something else, depending on the
availability o appropnate environmental niches.

Though a mild form of smallpox was described by the Islamic scholar Al
Razi around 910 CE (he thought the disease was part of the natural process
of the thickening up of children’s blood), smallpox was unknown to Greco-
Roman physicians The profession being what it was in the early modem
period (dependent on past authority for legitimization), in standard western
texts the illness remained virtually unnoticed. This meant that early Euro
pean adventurers in the New World had little information on which to draw
when they witnessed epidemic smallpox among Native Americans. Some-
times, as in Mexico during the catastrophe of 1521 and in the Inca Empire
in 1§27, what they described was clearly smallpox. At other times they listed
symptoms which might have been caused either by some form of smallpox
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or alternatively by measles, typhus or some other illness. Confronted with
simultaneous epidemics such as those that hit the remnant population of the
Inca Empire in 1585-91, even medically informed Europeans were at a loss
to know what was going on."

In the decades before the Spanish arrived in Meso-America with their
horses and pigs, swine flu, typhus, measles and smallpox, people in many of
the polities there and in South America were beneficiaries of sophisticated
forms of socio-economic organization. Writing of the situation in the Andes,
Suzanne Alchon reported that 27 percent of the pre-Columbian remains
excavated were of men and women who had lived past the age of forty. After
the Spanish came on the scene (following the conquest of the Inca Empire by
Francisco Pizarro in the early 1520s), fewer than 12 percent of the in-
digenous population lived that long. "

Further north, in Meso-America in pre-Columbian times, four mainland
societies had developed systems of writing: the Maya, the Mixtec, the
Zapotec and the Aztec. The Aztecs were the first of the literate societies to
undergo the trauma of epidemic smallpox, and the first highly militarized
state to fall to the Spaniards.

In 1519, the Aztec state was centered on the capital city at Tenochtitlin,
built on land reclaimed from swamps in the 1320s, some twenty years before
the bubonic plague first ravaged Europe and the Mamluk Middle East. The
Aztec capital had a population of 200,000 to 2 50,000, about half the size of
pre-plague Cairo, but four times the size of the Seville or the Genoa known
to Christopher Columbus. Tenochtitlin was supported by a complex food
provisioning system based on irrigated agriculture and on local and long-
distance trade. Its many two-story stone houses, stone towers and temples,
its great public squares and markets, its myriad crowds, its canals and
bridges, its high aqueduct bringing in fresh water for drinking and for baths,
all combined to create an urban place which in Europe might only have been
challenged by the city of Rome 1,500 years earlier after it had been newly
rebuilt by Augustus. Of course by 1519 old imperial Rome lay in ruins and
was inhabited largely by pigs and sheep, swine-herders and shepherds."

Reporting on his first visit to Tenochtitlin while he was a guest of the
Emperor Mutezuma, Hernin Cortés told his own king that:

in order to give an account to Your Royal Excellency of the magnificence,
the strange and marvelous things of this great city and of the dominion
and wealth of this Mutezuma, its ruler, and of the rites and customs of the
people, and of the order there is in the government of the capital as well
as in the other cities of Mutezuma’s dominions, I would need . . . many
expert narrators.'*

Back at the main Spanish base on the island of Hispaniola, a highly
contagious disease which a celibate in holy orders recognized as akin to the
smallpox known in the fatherland, but much more virulent, first broke upon
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7. The landing of disease-laden Spaniards and their farm animals. After a
reconstruction, 1894, by Paso y Troncoso.

B

the indigenous Taino people late in 1518. By 10 January 1519, when the
friar wrote to the Catholic Kings telling them what was going on, smallpox
had already carried off nearly a third of an already greatly reduced
population.”

It is now known that in 1492 when Columbus came among them as the
herald of the end of their world, the Taino had numbered at least a mil
lion and perhaps even s—6 million people, equivalent to the combined
populations of the British Isles and Scandinavia. A short time after they
landed, the Spanish began to search for gold among their hosts and to exact
labor and tribute requirements. They followed this by sharpening their
swords in the bellies of pregnant Taino women and urging dogs to eat living
Taino men. While these sadistic sports were underway, the Taino were
attacked by an epidemic of swine flu brought in from south-west Spain. In
precipitous decline already because of the swine flu and Spanish massacres,
for the Taino the arrival of smallpox in December 1518 proved to be their
penultimate crisis. Indeed by 1550, after a final turning point marked by
their un‘:nllmgness or inability to reproduce, the Taino people had become
extinct.

In the same letter in which the anonymous friar announced the recent
arrival of virulent smallpox among the Taino, he also mentioned that the
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disease had already leaped from Hispaniola to Puerto Rico and killed a third
of the population there. This feat was soon repeated in Cuba. Later in the
spring of 1519, Hernin Cortés (since 1504 secretary to the Spanish gov-
ernor) led a troop of conquistadors from Cuba to mainland Meso-America
and the land of the Aztecs. Though given a friendly welcome in Tenochtitlén
by Emperor Mutezuma, the Spanish soon proved treacherous guests. After
they began murdering unarmed dancers, the Aztecs forcibly turned them
out. In the battle that followed, the Aztecs killed 900 or so of the 1,200
Spanish and sent the survivors scurrying back to the coast. Man for man,
Aztec warriors were as good as any human thing sixteenth-century Europe
could hurl at them."”

In the interval between Cortés’s first visit and his triumphal return when
he took Tenochtitlin by storm (13 August 1521), smallpox devastated the
Aztecs. According to tradition, the disease was brought to the Yucatan
mainland by Pinfilo de Narviez’s counter-expedition which had been sent
to recall Cortés to base. When this smallpox passed northward through the
central zone of the Valley of Mexico in 1520 it left more than half the
population dead. These gruesome happenings were recorded in words tran-
scribed from the Nahuatl language by an early sixteenth-century Spanish
historian, Fray Bernardino de Sahagin. Fray Bernardino’s informants
claimed:

And before the Spaniards had risen against us, a pestilence first came to be
prevalent: the smallpox. It was [the month of] Tepeilhuitl when it began,
and it spread over the people as great destruction. Some it quite covered
[with pustules] on all parts—their faces, their heads, their breasts, etc.
There was great havoc. Very many died of it. They could not walk; they
only lay in their resting places and beds. They could not move; they could
not stir; they could not change position, nor lie on one side, nor face
down, nor on their backs. And if they stirred, much did they cry out.
Great was its destruction.'®

This then was the sort of crisis in Tenochtitlin when Cortés and his
Tlaxcallan allies arrived before the city. Yet even in their straitened
condition, Aztec warriors made certain that Cortés did not win the
battle unopposed. Angered that pagans in extremis should resist, Cortés
applied the tactics of terror. In his own words: “We did them so much harm
through all the streets in the city that we could reach, that the dead
and prisoners numbered more than eight hundred.”"’ During the next
twenty-four hours the Spanish slaughtered 40,000 men, women and chil-
dren. Cortés later boasted that “in those streets where they were we came
across such piles of the dead that we were forced to walk upon them.”*
Token resistance continued, then on 13 August 1521 ceased entirely. On
that day, sacrifice to Huitzilpochtli (the Aztec God of Life) was banished
from the land.*
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Smallpox again attacked the much-shrunken Mexico Valley populations
in 1531-32 and periodically thereafter. By 1605 a people that specialists in
Nahuat! studies claim had numbered 2.2 million in 1518 had been reduced
to a mere 1.1 million.??

After the Aztec state collapsed in 1521, smallpox followed trading net-
works to penetrate Native American lands hundreds of miles from
Tenochtitlén. Perhaps moving southward down the coast, it arrived at the
Rio Platte in the Argentine where the city of Buenos Aires (good air) now
stands, and then followed Native American stone-built roads northward
into the high Andes, the heart of the Inca lands; at the time the Inca Empire
was the most extensive in the world.

Arriving in 1§24-25, smallpox killed the Inca leader, Huayna Capac,
together with his potential heirs and thousands of warriors, commoners,
women and children. Disease holocaust and dynastic crisis was followed by
civil wars which, in a re-run of the Mexican disaster of 1§19~21, opened the
way for the conquistador, Francisco Pizarro. Blitzed by smallpox, Inca
forces who in normal times would have been more than a match for Spanish
terrorists were unable to put up a fight.”

Ironically, in £518 when smallpox entered the New World and moved on
to ravish the Aztecs, the virus found in Europe had yet to become a serious
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threat. Instead it manifested itself in a little unpleasantness children suffered
as a matter of course; survival rates were 90 or 9 5 percent. However, this
partially changed: in 1544, smallpox in a lethal new form was reported in
Spanish Naples. A few years later (in 1570-71) smallpox carried off 10,000
people in Venice and in nearby Mediterranean cities. Yet one should not
exaggerate the extent of the crisis. Co-existing in Europe with localized
attacks by virulent forms which might kill off 30 percent of its victims were
more widely distributed endemic milder forms which exacted far lower tolls.
Children who survived a mild form acquired lifelong immunity. Those who
later went to the New World—with its virulent smallpox—took their immu-
nity with them. Thus throughout the seventeenth and eighteenth centuries,
Europeans commonly exposed to immune-rendering endemic smallpox
as children appeared to receive preferential treatment when compared to
Native Americans.**

From our own perspective, it might be assumed that whites out in the
New World would want to learn from American indigenous curers about
the strange new disease environment in which they found themselves. Local
intestinal parasites, for example, were not necessarily the same as those in
Europe. In the event however, it seems that those few university-trained
medical doctors who actually did venture across the Atlantic during the first
century or so made little effort to consult with local health provisioners. One
reason lay in the negative attitudes about Native Americans created by
Spanish humanists back home and by Spanish terrorists in the field. Another
was learned physicians’ fear of empirics. Any doctor in the New World who
dared experiment with new drugs or practices under the guidance of a
Nahuat! speaker ran the risk of being regarded by colleagues at home as an
empiric who had forfeited respectable social status.”* In any case, in that
New World, there were far easier ways to acquire respectable status than by
following a painstaking career in medicine.

While on the American mainland, the conquistadors soon came into
possession of silver mines. In 1545 they discovered what was then the richest
find in the world, a sugar-loaf-shaped mountain of silver in the uplands of
Bolivia, at Potosi. In short order, these mines were being worked by slaves.
In such matters the Spanish followed simple rules of cost-efficiency. They
found that since replacement costs were virtually nil it was unnecessary to
attend to the slaves’ creature needs. This policy led a contemporary to report
that: “If twenty healthy Indians enter [a mine] on Monday, half may emerge
crippled on Saturday” leaving the dead half behind.*

Within the shafts themselves, life expectancy was usually too short to
allow smallpox to catch and kill new victims. However, the viruses raging
about above ground were readily transported hundreds of miles away
through the activities of slave-labor recruiters. Unending Spanish labor
requirements, long-distance recruiting squads, and the epidemics they
spread led to the demographic collapse of the Andean population. By 1630
it was only 7 percent of what it had been before 1 524.7
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Elsewhere, with minor variations, the tale was the same. Before smallpox
hit in 1524-2, the 2,000-mile-long Pacific coastal shelf of Peru was inhab-
ited by perhaps 6.5 million people who used their fertile land and genius to

foodstuffs for Cuzco and other major Andean cities which were far
larger than Seville or. Genoa. Unfortunately this range of rich arable out
crops alternating with desert provided an ideal bio-setting for the spread of
smallpox. Whipped over by epidemics several times, by 1590 the Pacific
shelf lay deserted. Only now are archaelogists beginning to uncover the mute
testimony of an extinct people who before 518 made this place a paradise
of fertile fields and gardens on the order of the Tuscan landscapes painted by
Renaissance artists.”

In the xsms,smallpoxalsomovedfa:cothenordx,butiusthowEansin
dispute. Ann Ramenofsky and others have suggested that Native American
runners passing along well-used trade and communication routes may have
broughnhediseascalldmwaytowestTexas.Beuinginmindthatthe
smallpox virus lay dormant in - victim’s respiratory tract for cight to twelve
days, each runner had time to move the smallpox front forward by 300-400
kilometers or more, With mortality rates sometimes exceeding 85 percent (as
at Foula Island in 1720), it has been conjectured that smallpox may have
reduced many North American tribal groupings to shattered remnants long
before they were actually visited by whites.”

Yet several examples of depopulation likely to have been directly caused
by record-keeping whites are known. Thus in 1539, Hernando De Soto
travelled through the lower Mississippi Valley searching for gold and
came upon large settements of people belonging to what is now called the
Mussissippi Culture. None of the flourishing cities, towns and temple com
plmesDeSoeodaimedtohaveseenstiﬂexistedwhenwhiaesetdersarﬁved
in the early 1700s Purther north, Jacques Cartier found heavily populated
townscapes complete with wood-built long-houses at Stadacona and else-
where along the banks of the St Lawrence River. In the winter of 1534 he
recorded that shortly after his arrival at their settlements Native Americans
began to die of some strange disease to which his own men were immune;
later historians suggest this was smallpox. Despite his inability to identify
the illness, Cartier was not a medical incompetent. He reported that
his French companions were laid out by-a sickness he identified as scurvy
He also reported that the Native Americans knew how to treat this effec
tively: their practice was to drink a mess of boiled pine-tree bark and pitch.
Seventy years later Samuel de Champlain travelled along the same canoe
route but found Stadacona denuded of all living humankind. From what has
been said, it is pretty obvious that the absent tribesmen had not died of
scurvy:

And in the Dutch colony of New Amsterdam (the future New York City),
in 1650, Native Americans claimed that they had been ten times more
numerous “before the arnval of the Christians, and before the small pox-
broke out amongst them.”*' In coastal Massachusetts, an epidemic disease
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which some scholars recognize as smallpox wiped out the Patuxet
people just before the Pilgrims arrived at Plymouth in 1620. It was all so
convenient. Instead of squads of hostile warriors standing by to drive them
back into the sea, Miles Standish, John Alden, Priscilla Mullens and other
whites found arable fields all neatly cleared and waiting the planting of
crops.

As interpreted by one of the Pilgrims: “The good hand of God favoured
our beginnings . . . in sweeping away the great multitudes of the Natives by
the Small Pox.”* Other first-generation settlers also marvelled at the way
smallpox carried off pagan Native Americans like flies while leaving people
like themselves untouched. At Plymouth Plantation, William Bradford
reported in 1634 that:

This spring, also, those Indeans that lived aboute their trading house there
fell sick of the small poxe, and dyed most miserably. . . . [Yet] not one of
the English was so much as sicke, or in the least measure tainted with this
disease.”

From this Governor John Winthrop concluded that: “For the natives, they
are neere all dead of small Poxe, so as the Lord hathe cleared our title to
what we possess.”**

Catholic writers viewed the phenomenon in much the same way. In the
Portuguese colony in Brazil, during the months in 1562-63 when 30,000
Native Americans were dying from smallpox in and around mission stations
and slave labor camps on the captaincies given out to private Portuguese
owners along the coast, the Portuguese themselves remained untouched,
witnesses to what N. D. Cook called “the secret judgment of God.”*
Similarly among French Catholic commentators: “Touching these savages,
there is a thing that I cannot omit to remark to you, it is that it appears
visibly that God wishes that they yield their place to new peoples.” So wrote
an observer of the once mighty Natchez whose numbers had been cut back
by a third in the 1530s~40s.%

Yet as we now know, differing rates of mortality from smallpox between
the two main ethnic groups did not in themselves cause the generality of
Europeans to regard the inhabitants of the New World as homunculi,
creatures who had only vestiges of humanity about them.” Instead, the
homunculi image should be seen as a flower emerging from the rich humus
of religious and philosophical teachings present in learned discourse in
Europe even before 1492.

Earlier we saw how difficult it was for Renaissance scholars to accept that
first-person empirical observation might capture the essence of the real
world better than did the writing of the Ancients. So it was that because
none of the Authorities writing before 1492 had mentioned the existence of
(still undiscovered) Native Americans, the easy supposition well after that
date was that these two-legged creatures were inferior beings. It followed




o el T m L AR - — Y

94 Epidemics and History

that New World peoples, whether as converts to Christ or continuing as
worshippers of idols, should be kept subordinate to the lowest order of
Europeans. Typical of this artitude, after nearly a century of Spanish rule,
the moral historian of the Indies, José de Acosta, held thae: “All those who
are scarcely men, or only half men, must be taught how to become men, and
be instructed as if they were children”. Even Bartholomé de Las Casas,
Dominican defender of the Indians against Spanish genocide, regarded them
as having the permanent mental age of children of ten or twelve.*

In such matters, the experience of the Spanish was of critical importance.
Not only were they the first Europeans to come into permanent contact with
New World peoples; in their time they were also the world’s only super-
power. Like the dominant Europeans and Euro-Americans of the recent
past who dogmatically adhered to the truths of the Enlightenment, late
fifteenth- sixteenth- and seventeenth-century Spanish Humanists believed
that they alone possessed the attributes of fully “civilized beings.” Included
in this concept were virtues of the sort discussed by the Stoic emperor
Marcus Aurelius (fl. 173 CE), a pagan Roman philosopher many Humanists
held in high esteem. In his Meditations the emperor had praised attributes
such as “thrif; compassion, sincerity, carefulness, orderliness, energy,
watchfulness, hard work, obedience, humility, grace, discretion, good
memory, modesty, courage and resolution.” Ironically, these particulac.
virtues were those a high-born Aztec survivor of the Spanish massacres and
smallpox of 15 r9-2r claimed had been most esteemed by his own people.”
Yet as the Spanish priest who recorded this list was well aware, neither the
Aztecs nor Marcus Aurelius had known the Christian God. For the Spanish,
possession of that knowledge alone set fully civilized man apart from all
others.

Uniquely blessed by their transcendent God, during the months when
Columbus was preparing to sail west across the Adantic, Spanish Christians
conquered the rump of the old Muslim kingdom of Granada (it surrendered
on 2 January 1492). In the same year, in a second vindication of their faith,
Spain expelled its Jews. Preparatory work for these ethnic cleansings had
been completed a few years earlier when the centralizing Catholic monarchs,
Queen Isabella of Castile (reigned 1474-1 so4) and her husband
King Ferdinand of Aragon (r. 1479-1516), finally ended centuries of
squabbling between weak monarchs and factious nobles. After 1480, the
strength of the Catholic Kings was greatly enhanced when the Spanish
Inquisition began to function as their commitree for ideological purity. Its
most public manifestation was an auto da fé at which heretics were burned
at the stake.*

Significantly, a high proportion of first-generation Spaniards going out
to the New World were impecunious adventurers from Extremadura and
Andalusia. Born in frontier regions facing what at the time of their birth was
still Muslim Granada, from an early age they were trained in religious truths
and the mindse of guerrilla terrorists. Their cult heroes were accustomed to
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ambushing at night, destroying whole libraries of books, burning the
enemy’s storehouses and crops, cutting down able-bodied prisoners in
cold blood, and slaughtering old, blind, deaf and crippled civilians and
infants.

Writing of what was presumably the mirror image of these terrorists, it
was noted that the local police leagues, the hermandades, called into being
to maintain a semblance of order on behalf of the Catholic Kings, used
tactics scarcely different from those of the bandits. According to the queen’s
personal physician, standard hermandades procedures were:

so severe that it appeared to be cruelty, but it was necessary because all the
kingdoms had not been pacified. . . . There was much butchery, with the
cutting off of feet, hands and heads.*'

With the military conquest and surrender of Granada on 2 January 1492 (at
the cost of a third of the Muslim population dead), and the spread of
ferocious police leagues intent on maintaining the Kings’ peace everywhere
between Castile and Gibraltar, Christian men at arms in search of quick
wealth through plunder suddenly found themselves without much to do.

Considerations such as these were taken into account by impoverished
young hidalgos (sons of second-rank nobles) when considering career
opportunities. Especially attracted to the loot offered by the New World
were the youth of two Extremadura towns: Cédceres and Trujillo. Trujillo
was the hometown of Pizarro, disadvantaged son of an unwed mother and
later conqueror of the Incas. As Ida Altman has shown, in the sixteenth
century 921 members of fifty-six families from Trujillo emigrated to the
New World, 27 percent of the total emigration from Extremadura. An
additional 14 percent came from nearby Ciceres, the pueblo (hometown) of
the second governor of Hispaniola.*

Some Extremadura and Andalusia hidalgos casting about for careers, and
driven by what Las Casas identified as avarice and ambition, had reason to
be aware that the Catholic Church was becoming increasingly intolerant of
the Jewish minority. Jews had been banished from Andalusia and southern
cities in 1482-83, a decade before the general expulsion. Accordingly, a man
of Hebrew birth concerned about his future in Spain might decide to profess
his conversion to Christianity. Yet even if a New Christian married into an
Old Christian noble family, all might not be plain sailing. The judicial arm
of the Catholic Church—the Inquisition—remained extremely suspicious of
New Christians and in the years before 1490 caused 2,000 of them to be
burnt at the stake. Aware of the importance of setting, the Inquisition had
700 victims burnt in Seville, the gateway to the Americas.*’

Some New Christians, like Saint Teresa of Avila, won universal acclaim
through their obvious devotion to the mysteries of the Christian faith.
Others, like St Teresa’s seven New Christian brothers, realized that they
could never meet the criteria of purity of blood needed to acquire high status
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in Spain and, accordingly, went out to the New World. At least one of the
brothers returned to Spain a wealthy man, bought a large estate near Avila
and, as befitred a noble, styled himself don. Other New Christians whose
movements were recorded by the Inquisition were in the party that reputedly
brought smallpox from Cuba to Yucatan in t519. These included Bernardio
de Santa Clara, son or nephew of an earlier royal treasurer in Hispaniola,
and the quartermaster, Pedro de Maluenda, a merchant from a well-known
Burgos New Christian family."

Whether Old Christian or New, the overriding aim of adventurers accom-
panying Columbus to Hispaniola in 1493 was to discover gold and then to
high-tail it back to Spain to live the life of a respectable gentleman. For them,
it was immaterial how they achieved this goal. This in part explains the
behavior of the Spanish who, shortly after they landed, turned on the Taino
of Hispaniola whom they suspected of hiding great quantities of gold. In a
famous account Bartolomé de Las Casas tells us what happened next:
systematic genocide under the direction of Admiral Columbus himself.

Once the Indians were in the woods, the next step was to form squadrons
and pursue them, and whenever the Spaniards found them, they pitilessly
slaughtered everyone like sheep in a corral. It was a general rule among
Spaniards to be cruel; not just cruel, but extraordinarily cruel so that
harsh and bitter treatment would prevent Indians from daring to think of
themselves as human beings or having a minute to think at all. So they
would cut an Indian’s hands and leave them dangling by a shred of skin
andth:y“wouldsmdhimonsaying “Go now, spread the news to your
chiefs.

The same policies were followed by Cortés after the fall of smallpox-
blitzed Tenochtitlin, except that there genocide was followed by the system-
atic destruction of the Aztec libraries, the temples, and artifacts sacred to the
Aztec and to Nahuatl speakers generally. Following the departure of the
conquistadors, cultural annihilation was continued by the long-robed mis-
sionary priests and encomenderos (concessionaires) who succeeded them as
rulers of the land.*

Since all Spaniards in the New World professed to be followers of the
Christo-Pauline religion which accepted the old Jewish commandment
“Thou shall not kill,” they sometimes tried to explain why they took such
obvious pleasure in killing, torturing and raping Native Americans and
putting them in environments where they were certain to die of disease.
Aside from heathen Roman martial precedents of which Latin scholars
everywhere were aware, one rationale was that the end of the world was at
hand and that it was the duty of all Christians to kill pagans preparatory to
the Last Day.

This was the position taken by the Franciscan order of missionaries and

by the well-connected literate adventurer Fernindez de Oviedo. Writing in -‘
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the second decade of the sixteenth century, Oviedo hailed the death of most
of the Hispaniola Taino as a significant event which had purged the island
of the influence of Satan. As he further explained in his Historia General y
Natural de las Indias:

The devil, being so ancient an astronomer, knoweth the times of things
and . . . maketh them [the Indians] believe that they come so to pass by his
ordinance, as though he were the lord and mover of all that is and shall
be. ... By reason whereof, the Indians. .. honour him in many places
with sacrifices of the blood and lives of men.*’

Oviedo’s Natural History quickly established itself as a key source in the
shaping of Europeans’ perceptions of the New World. It was deliberately
rushed into print in summary form in Toledo in 1 526, and appeared in an
Italian version in 1534, in French in 1545, and in an edited English version
in 1555. An entrepreneur who did not hide his light under a bushel, Oviedo
was acutely conscious that his was an important pioneering work: “I know
that my writings will not vanish, for they have passed through the doorway
of truth, which is so difficult and heavy that it will sustain and prolong my
vigils.”** Rival accounts, hand-written and stowed away in libraries,
remained forgotten until the nineteenth century. We will meet Oviedo again
in Chapter 4 as a syphilis profiteer under the Crown.

Other Spaniards, who regarded Native Americans as something more
than elements in the local bio-system (as they were in Oviedo’s jaundiced
view), thought in terms of a mirror image, an Other. According to an early
sixteenth-century Dominican friar:

On the mainland they eat human flesh. They are more given to sodomy
than any other nation. There is no justice among them. They go
naked. . . . There is no obedience among them, or deference on the part
of the young for the old. ... They exercise none of the human arts or
industries. When taught the mysteries of our religion, they say that these
things may suit Castilians, but not them and they do not wish to change
their customs.*

In addition to their strange religious ideas, another Native American
cultural attribute which the Spanish and later the English held to be bestial
was the absence of western-style private property. In most indigenous soci-
eties, the community allotted use-rights to arable land proportional in
qQuantity to the requirements of each family at various stages of its life-cycle.
But according to humanists such as Juan Ginés de Sepulveda (fl. 1547),
Francisco de Vitoria (b. 1486), and later social philosophers such as Thomas
Hobbes (b. 1588) and John Locke (b. 1632), the Philosopher (Aristotle) held
that private property was a defining characteristic of civilization. The other
seminal Ancient, Christ, had been somewhat ambivalent about the meanings
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of property; this enabled synthesizers to give Aristotle full marks. Summing
up the Truth which emerged from this exercise, and using the Aztecs as his
example, Sepiilveda contended that:

they have established their commonwealth in such a manner that no one
individually owns anything, neither a house nor a field that one may
dispose of or leave to his heirs in his will because everything is controlled
by their. . . kings. They live more at the mercy of their king’s will than
their owp. They are slaves of his will and caprice and they are not masters
of their fate, ... For numerous and grave reasons these barbarians are
obligated to accept the rule of the Spaniards by natural law.”

From this “natural law” it followed that any land management system not
based on private property was a barbarous, slavish anomaly and a standing
invitation to outsiders to come in and put things right.*!

Among the general populace of Spain and its sister crusading state,
Portugal, similac arguments held. On any city street, along any pier, in any
warehouse, were Iberians who held that private property was synonymous
with “humannfreedom.” To achieve this freedom for themselves, tens of
thousands went out as emigrant missionary priests, friars, encomenderos,
ranchers, mining entrepreneurs, sugar-cane slave-plantation owners, land
surveyors, farmers, merchants, and other types bent on gaining personal
wealth.”

Aside from aborigines’ unacceptable ideas about property, further proof
that they were depraved was the custom—found particularly among the
Caribbean islanders and Eastern Woodland tribes—of permitting chieftains
several wives. By an unfortunate coincidence, Native American polygamy
was similar to the multiple marriage forms earlier used among the Muslims
of Granada. Worse, rather than being merely a historical curiosity which
had been made extinct by the conquest of 1492, multiple marriage was still
being practiced in the aggressive young Muslim empire contesting Christian
control of the Balkans and eastern Mediterranean: that of the Ottoman
Turks. The parallelism was impossible to resist. Driven by binary
Manichaean impulses they inherited from St Augustine, neo-scholastics had
no difficulty in concluding that New World peoples were Satanic agents who
could best serve humanity by becoming extinct.” With this in mind, a friar
out in New Spain held that:

concerning the plagues that we see among [the Indians] I cannot help but
feel that God is telling us: “You are hastening to exterminate this race. 1
shall help you to wipe them out more quickly.”**

Among the God-fearing of New England, the notion that Native Ameri-
cans were tools of Satan, best exterminated, was exemplified in their culture-
clash with the pagan Pequot of the Connecticut Valley. In 1634 the Pequot
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were savagely mauled by an epidemic of smallpox in which no English
person died. Convinced that their extermination was foreordained, in 1637
colonial and English troops made a surprise raid on the Pequot and slaugh-
tered most of the men, women and children who had survived the epidemic.
As one of the colonials later recalled:

It was a fearful sight to see them thus frying in the fire and the streams of
blood quenching the same, and horrible was the stink and scent thereof;
but the victory seemed a sweet sacrifice {to Almighty God].*

To erase the memory of these people, the Connecticut colonists renamed the
Pequot town New London and forbade the handful of survivors to call
themselves by their old tribal name.

Yet with the passage of time, and the weakening of the fires of the
religious and cultural enthusiasm that early seventeenth-century English
settlers had brought from the Old World, alternative attitudes towards the
denizens of the woods sometimes began to creep through. In the late seven-
teenth and early eighteenth centuries, in New England, in upper New York
colony, and in Pennsylvania, the concept of Native Americans as Other was,
at least in a few minds, no longer pejorative.

These few select included the several hundred whites who had been
captured by Native Americans and violently forced to live among them.
Accepting the validity of empirical observation (not one of these people was
a learned scholar whose perceptions were established by ancient Authority),
they decided that, on balance, they much preferred Native American modes
of life. Given the chance during periods of truce to come back to white
settlements, hundreds of these former captives voted with their feet and,
after briefly visiting home, returned to live permanently among the Indians.

As in the case of the captive Eunice Williams (seen by her parson father as
a traitor), this rejection of white ways reflected a dim awareness that the
forms, structures and ideologies of the no longer new English colonies were
coming to replicate the disorder and gratuitous brutality found in the island
kingdom the settlers’ ancestors had deliberately left behind.* However,
among the generality of American-born whites this dim awareness often led
to defensive attitudes which in time would ripen into aggressive patriotism.
Certainly in the 1780s, Tom Paine, America’s first intellectual, would not
make himself popular with white triumphalists when he wrote:

Among the Indians of North America, there is not . . . any of those spec-
tacles of human misery which poverty and want present to our eyes in all
the towns and streets of Europe. [Poverty is a creation of what] is called
civilized life.*’

In the absence of written testimony by whites who had themselves
teturned to live among the Native Americans (practical literacy was one of
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the things they chose to do without), some features of their life were
publicized by travellers such as Jonathan Carver. After sojourning among
the Ojibway of the Lake Superior region in 1766-68 (when he was in his
fifties, no longer a naive, impressionable youth) Carver reported that:

we ..see them sociable and humane to those they consider as their
friends and even to their adopted enemies, and ready to partake with them
of the last morsel, or to risk their lives in their defence. . . . [In all things]
they are possessed of virtues which do honour to human nature.*

This possibility of living in the alternative world of aboriginal North
America all but ended with the collapse of Chief Pontiac’s resistance
movement in 1763—when General Sir Jeffery Amherst, commander of the
British army in North America, directed that smallpox-laden blankets be
sent among the Native Americans to speed their extinction.” Among its
intended victims, white behavior of this sort was not unexpected. As an
Ottawa chieftain reported, just before the epidemic of 1757 decimated his
people:

the small pox which they brought from Montreal during the French war
with Great Britain . . . was sold to them shut up in a tin box . . . after they
reached home they opened the box; but behold there was another tin box
inside . . when they opened the last one they found nothing but mouldy
particles. .a great many closely inspected to find out what it meant
pretty soon [there] burst out a terrible sickness among them.*

In the years after the conquest of Quebec city and the rest of New France
by Bnitain (1763), followed by Euro-American rejection of hereditary British
kings (x776), and their achievement of political independence (1783),
the new rulers of the land recognized that they no longer needed Native
American allies to swing the military balance against a (now non-existent)
white. foe. Accordingly, the aboriginals who occupied territories in the
Ohio Valley and 1n the Deep South which the new rulers intended for
Development were sent packing to marginal lands in the west. In such
matters, the Euro-American hero was President Andrew Jackson, with his
Indian Removal Act of 1830. This was followed by the Removals of 1837
38, the Trail of Tears, and other disasters, including frequent attacks of
smallpox ¢

North of the Great Lakes where the Ojibway lived, the tale was the same.
smallpox devastated the Ojibway in 1781 82 However, the ending here
was somewhat different. Until 1781, European and Euro-American traders
in animal pelts (for the beaver hats fashionable London and Continental
gentlemen wore) had been dependent on the Ojibway for their foodstuffs,
birch-bark canoes, traps, tools and technology as well as the pelts needed for
trade in Montreal, Albany and New York. The Ojibway did not let white
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dependency go to their heads and continued to maintain a diversified
economy. They mixed settled agriculture, hunting, the gathering of wild
products such as maple syrup, birch syrup and berries, and trading locally
and far afield. Communities numbering scores of extended families wintered
in heavy log-built cabins.

All this was imperilled by the smallpox epidemic of 1781 which worked
its way east and north from the Missouri River country, through what are
now the Dakotas, Minnesota, Wisconsin, Ontario, Manitoba and Saskatch-
ewan all the way to Lake Athabasca near the Arctic Circle. A decade later,
travelling through northern Minnesota, David Thompson reported that:

This great extent of country was formerly very populous, but [now] the
aggregate of its inhabitants does not exceed three hundred warriors; and
among the few whom I saw it appeared to me that the widows were more
numerous than the men.*

After smallpox slashed Ojibway numbers and population recovery faltered,
tribal organization fell apart. Now for the first time, dependent on the white
man’s bounty (rather than the other way around), the Ojibway were eager
customers for alcohol, iron wares and trinkets. Craft skills were forgotten
and they came to resemble the despondent, lazy Indians the white man’s
stereotype held them to be. Yet notwithstanding their broken numbers and
psyches, the Ojibway were able to hold fast to their ancestral lands near the
trading post of Grand Portage on the shores of Lake Superior near what is
now the Canadian-US border. As of this writing, they are still there.

Tribal groupings further west were less fortunate. Their common fate
after being attacked by smallpox was to be uprooted by white military and
sent to marginal land where their numbers rapidly declined. Setting this in
train was the 1837-40 smallpox epidemic which swept the Great Plains
from Kansas north to Prince Rupert’s Land on the Pacific coast, killing
40,000 Blackfoot and all but exterminating the Mandan. Twenty years
later, smallpox introduced into Victoria (Vancouver Island) by a passenger
shipping in from San Francisco led to similar results. After the virus
caught hold among Indian traders encamped around the town, the authori-
ties evicted them, thus perhaps inadvertently ensuring that the disease fol-
lowed each trader back to his family lodge. Once set in motion, smallpox
swept the Pacific coast northward to Alaska, killing 60 percent (20,000) of
the Native American population. It has been suggested that had white
authority held the infective traders in quarantine, the epidemic would have
been contained. This of course would not have freed up the land for white
Development.*

Caged up in reservations, and prey to smallpox and typhus, between 1890
and 1910 Native Americans reached their demographic nadir. Their guard-
ians in the Bureau of Indian Affairs in Washington, DC sat on their hands
collecting their salaries like gentlemen, but doing little else. In an era of
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rampant Social Darwinism, ordinary Euro-Americans confidently assumed
that Native Americans would soon become cxtinct.

Mindsets and Practices

As we saw, during the smallpox epidemic which swept over Foula in 1720,
nineteen out of every twenty islanders died. This high mortality among
Caucasians is an historical fact which invalidates arguments that the ethnic
(genetic) peculiarities of Native Americans account for smallpox mortalities
of 5o percent or more. Yet it must be admitted that certain cultural traits
may have contributed to the toll.

During their first century of contact with smallpox, New World peoples
had less experience in coping with the sickness than did, for example, the
inhabitants of some parts of India, where smallpox was possibly endemic. In
one such region, Bengal in the early eighteenth century, competent adults
recognized that a child suffering from mild smallpox—perhaps induced by
the process of variolation (see below, p. 112)—must be kept in isolation and
cared for by someone who had already had the disease, lest it leap forth and
ignite a full-scale epidemic.” But in New World contexts where smallpox
and other crowd diseases were unknown before the coming of the alien
whites, the idea of quarantining the sick was culturally repugnant. When
smallpox first broke out in an Algonquin encampment in the 1630s, adults
felt duty-bound to visit the sick. While offering moral support, they crowded
into victims’ lodges, inhaling the air. Similar support systems were still in
place among the New Mexico Pueblo in 1898. Buffeted on all sides by
encroaching whites, the Pueblo were determined to hold the custom of
visiting the sick inviolate.*’

During the ten to twelve days while victims of virulent smallpox were
semi-delirious, unable to move about without knocking off bits of their
disease-blackened flesh, they still had to take in water and food; in the
absence of help they would starve to death. After 1518, white observers
sometimes noted that in a Native American settlement engulfed by an
epidemic, family and community nursing care seized up. Considering that
the virus was entirely new to the Americas and that no old experienced
curers could have acquired long-term immunity through surviving mild
cases of the sickness while they were children, neglect of this sort could
be expected. Then too, however deeply entrenched the culture of curing
might be, whenever disease incidence went beyond a critical point, curers
would flee for their lives, leaving the sick to the attention of carrion birds
and dogs.

Terrifying situations of this sort occurred in the Andean city of Arequipa
in 1589. According to one report, during the Arequipa disaster while pain-
crazed victims ran shouting through the streets health provisioners fled: the
visitation left more than a million dead.” In Tenochtitlin in 1521, an
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informant observed that very many Aztecs “starved, [for] there was death
from hunger [for] none could take care of {the sick]; nothing could be done
for them.”®” A more detailed description of what could happen comes from
Plymouth Colony in 163 4. Here the Algonquin:

fell down so generally of this disease as they were in the end not able to
help one another, no not to make a fire nor fetch a little water to drink,
nor any to bury the dead. But [they] would strive as long as they could,
and when they could procure no other means to make fire, they would
burn the wooden trays and dishes they ate their meat from, and their very
bows and arrows. And some would crawl out on all fours to get a little
water, and sometimes died by the way and not be able to get in again.*®

In contrast, nineteenth-century Euro-Americans struck down with small-
pox while living in settled communities might expect to lie “in heated or
ventilated homes. .. attended by physicians, nurses, or family members”
who provided nourishment, medicines, changes of bed linen and “encour-
agement against the torment, fever, delirium, despair, purulence, stench, fear
of disfigurement” which accompanied serious cases.*’ Typical of the white
system at its best was the response by authority in Richmond, Virginia in
December 1790 when a black slave owned by Isaac Lane but working for
another white took sick with smallpox. Immediately it was notified, the
Richmond Common Council gave order that the victim be placed in an
isolated house, provided with bedside attendants and “every thing necessary
for his recovery” plus a guard to prevent him running mad through the
streets spreading contagion. All this was paid for by municipal funds.”

Beginning with Las Casas, Spaniards immune to smallpox through child-
hood exposure were convinced that the grotesque hygiene habits of Native
Americans contributed to their smallpox deaths. From their historical expe-
rience as neighbors of Islamic Granada, the Spanish identified all bathing as
a ritual proceeding a Muslim’s act of worship. Accordingly, people observed
bathing were reported to the Inquisition. In addition to the prohibitions on
all-over bathing which were specific to the Iberian peninsula, Europeans
generally held that dousing the body in water opened the pores to evil forces
which might come in and upset the balance of the four humors, causing
illness or death.™

During New World smallpox epidemics which left white communities
intact but killed off native peoples wholesale, whites everywhere held that
aboriginals who washed their rotting bodies in hot or cold water were
appealing to the healing power of a pagan god. Justly punished by the
Christian deity, these bathers could expect to die in large numbers. Among
other examples of the evil practice, it was found that aboriginals in the
Valley of Mexico at Ocopetlayuca customarily bathed at midnight. Similarly
seen as a ritual element in the worship of the Devil was the twice-daily
bathing practiced at Tepoztlin. Fully convinced of the evilness of bathing,
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the Spanish were ruthless in their efforts to stamp it out. For their part,
confronted with this welter of enforced prejudice, Native Americans
became seriously depressed. Accustomed to being physically clean, they
fele sick when their bodies began to stink. In such a state, husbands and
wives may well have chosen not to engage in the intimacies of sexual
reproduction.”

Otherrpsychological factors also contributed. to the inability of Native
Americans to recover population numbers lost to smallpox. One of these
concerned the scarnng suffered by survivors who—unbeknown to them
selves—hall become immune to further assaults from the virus. Among
egalitarian North American Eastern Woodland males whose pride was in
their personal appearance, it was customary to spend hours plucking out
unseemly facial and body hair. Thus pockmarked survivors of smallpox
were unable to grow beards to cover their scars. Writing of what he had
observed during the epidemic of 1738, James Adair reported that scores of
Cherokee survivors took a hurried look at their pox-marked faces in trade-
good mirrors and “being naturally proud” committed suicide. Perhaps more
commonly, men who were disfigured or rendered blind by smallpox were
rejected by women as suitable marriage partners.”

At the physiological level, smallpox attacked tender parts of the flesh;
some surviving males were left impotent, without viable sperm. This may
have something to do with a claim made by one of the giants of the
Enlightenment, George, Comte de Buffon. Writing his definitive study of
New World flora and fauna, Buffon asserted that every natural thing was
bigger and berter in Europe than in America. As a sub~category of this, he
held that. the genitals of Native American males were too small to enable
them to reproduce Less biased commentators noted that a surprising
number of. Indian couples remained childless A recent calculation found
that among seventeenth-century populations in the Andes, a quarter to a
half of all couples remained childless; during the same period among
the gentry of Northumberland in England, fewer than 6 percent of all
married couples had no children. Then too, smallpox in its virulent
American forms was often sex and age-specific. Among adults, pregnant
women were severely hit—experiencing a so percent mortality rate rather
than the 30 percent common among menfolk over the age of twenty five.
This suggests that not all childless Native American couples were childless
by choice.”

In New Spain, regional governments offset the cost of ruling conquered
peoples by levying tributes Among the imponderables they ignored was
that a populanon slashed by smallpox, famine and typhus might not be able
to pay up Dramatic examples of Spanish incomprehension on this point
were found in the Yucatan. Here between 1648 and 1656 epidemics of
yellow fever overlapped with smallpox. When informed that thousands
of Mayans had died, the authorities refused to cut back their demands.
More extreme was the situation during the rule of Rodrigo Flores de Aldana
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as governor in 1664-65 and 1667-69. An exquisite exemplar of Spanish
greed, Flores de Aldana made clear he was in the Yucatan to exploit
the natives and retire to Spain a wealthy man. In response, hundreds of
tribute-worthy Mayan youths and maids fled to the outlands beyond his
reach. This led to a situation in which population losses due to flight,
disruption, smallpox and yellow fever threatened the very survival of the
people.”

Aware that absentees assessed for tribute could not readily be made to pay
up, the Spanish eased the task of collection by forcing populations into
centralized villages or “congregations” modelled on Spanish pueblos back
home. In regions such as the Valley of Mexico where pre-conquest peoples
had been urbanized already, this involved only a bit of tampering here and
there. Elsewhere, where “congregations” were entirely new, they were tailor
made for explosive epidemics. People who had earlier lived in semi-isolated
places would have had little exposure to any endemic, mild form of small-
pox. In silver-mining regions in Peru, Bolivia and Mexico, most “congrega-
tions” were in fact slave labor camps; here deaths from smallpox might
equal the number of fatalities in the mines. To keep these “congregations”
in being, they were topped up with recruits brought in from distant places by
crews who spread smallpox wherever they went.”

Some of the communities the Spanish established in Ecuador appeared to
be purpose made death camps. For example, in 1559 a village group from
near Anaquito was forcibly relocated to a windy mountainside without
access to safe drinking water. This was done at the end of a smallpox
epidemic when many survivors were still weak. During and immediately
after the move, many of them died. This and similar Spanish acts helped to
ensure that the Ecuadorean population surviving into the late 1560s was
only a third of what it had been at first contact.”

Five thousand kilometers to the north, in the old province of California,
beginning in the 1590s Spanish friars established mission compounds and
compelled would-be converts to come in for the good of their souls. Una-
ware that smallpox and other diseases were spread by anything other than
the will of God, missionaries failed to connect their congregating practices
with the collapse of aboriginal populations. Writing in 1678, a Jesuit
reported that though 500,000 converts had been won since proselytizing
began, only one in nine remained alive.” Here, in cruel contrast to the
situation in the Islamic Middle East where believers dying of bubonic plague
were assured of instant entry into Paradise, Native Americans dying of
smallpox knew that they had been struck down because they had deserted
their ancient gods.

Among the cultural attributes that set the Catholic Kings and their succes-
sors apart from the Tartar, Genghis Khan (killer of millions), was their
fascination with categorization and definition. Thus in the middle years of
his reign, aware that conditions in New Spain were not what they might be,
King Philip II (great-grandson of Isabella) ordered that priests interview
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elderly Nahuatl-speaking survivors. Question § in this Grand Inquest of
15§77-86 asked

whether the district is inhabited by many or few Indians and whether in
former times it had a greater or lesser population; the causes for the
increase or diminution and whether the inhabitants live permanently
together in regular towns or not. State also what is the character and
condition of their intelligence, inclinations and modes of life.

Question 1§ asked “whether they used to be more or less healthy anciently
than they are now, and what reasons may be learned for this.”” Serge
szinskireoendyanalyzedsurveyrepliaandmadesomeunexpecwd
discoveries.”

Nahuatl-speaking elders claimed that in the days before the Spanish,
people hadlivedlonwandbeenlessmubledwid:diseasesthantheywm
now. This response was not, as might at first appear, one made by misty-
eyed oldsters harkingbackmamydﬁcgoldenmbutwasamam-of—ﬁaa
account by informers whose lived experience showed that the old Aztec
regime had been psychologically and physically more demanding than the
new order imposed by Spain. In former times, gradations of power had
shifred rapidly. Nobles had not inherited rank but instead had to earn status
thmushpmminbattle:ifdwyfailedtheirmtheywouldbecastdowu
among the commoners. Similarly, among the middle ranks, status had to be
wonbydisplaysofoompetence.'[husforpmperAmaccustomedw
striving for rank, disciplined personal activity had been required: all was
“qusterity, frugality and incessant work.” This had had important demo-
graphic consequences. Because proving skills and competencies had required
long years of striving, men and women had married late—men around
thirty, women in their mid-twenties.

Under the present rule of the Spanish, the situation was quite different,
Forme: social divisions had been erased and everyone had been ground |
down to the dark, equal rank of serf. Under this alien “easy and convenient

life,” there seemed no purpose in anything. Bored out of their minds, young
people now married early and according to the informants were simply too
lazy to keep babies alive. The elders saw this as an important cause of
population decline.

Survey informants exposed to missionary endeavors for half a century and
interviewed by priests, dared not openly say that population decline also had
been caused by the neglect of old gods who had punished defectors to Christ
by sending down smallpox. Strengthening this contention were the adaptive
responses of remnant cultural groupings like the Zapotec. These denizens of
the once densely populated region of Ocelotepec (400 kilometers south-east
of Mexico City) had retained their independence from the Aztecs, but then
fallen under Spanish control. During the survey years they were struck by

smallpox: 1,200 of them died. Jolted by this crisis, the Zapotec took reme-
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dial action. Abandoning the worship of Christ and his mother, they
re-erected the altars of the old gods and honored them with customary
sacrificial rituals. Their morale much boosted by this flagrant defiance of
Spanish prohibitions, the Zapotec freed themselves from the melancholy and
fear which, according to some medical teachings, heighten disease morbidity
and mortality.”

As it happened, the Grand Inquest took place during the most serious
epidemic to break over Meso-America since 1519-21. Though medical
opinions vary, the chief killer was probably smallpox topped up by typhus
and famine. Particularly hard hit was the archdiocese of Mexico where half
the population died. Back in Spain, Philip Il interpreted this epidemic and its
twin disaster, the loss of the Spanish Armada, as evidence that God was
angry with his Spanish. To cool the ‘Almighty’s wrath, the Inquisition
decreed that no further writing in the Nahuatl language be allowed.®* With
this compulsory winding up of literacy in a Meso-American language, a
great spike was driven into the coffin of aboriginal culture. Others were
being driven in as well.

Left temporarily vacant when Native American populations fled in the
face of smallpox, communally held lands were seen by incoming white
ranchers as free for the taking. With this theft, Native Americans lost the
arable land they needed to grow basic foodstuffs. After they were dispos-
sessed and left destitute, they often fell under the legal protection of a
missionary or farmer to became the progenitors of the lazy, shiftless types
reporte'cji by Henry Dana along the Mexican and Californian coasts in the
1840s.

Though it did not happen in core territories in Meso-America, extinction
of whole groupings within a century of contact was common in North
America, the Caribbean Islands, and in Brazil. In South Carolina, smallpox
swept away an entire nation of coastal Indians in 1699 causing the half-
dozen survivors to run away, leaving their unburied dead to the mercies of
jet-black ravens and carrion crows. In Virginia, twenty-eight of the sixty
tribes listed by Captain John Smith in 1607 had ceased to exist by 1680. In
the coastal regions of Portuguese Brazil, by 1798 only 250,000 Indians,
most of them dispirited human wrecks, were officially known to exist; by
that time they were outnumbered six to one by black African slaves. Writing
of the huge Amazon River basin, Claude Lévi-Strauss holds that before First
Contact it was occupied by complex civilizations encompassing some 7 or 8
million people. By the early years of this century, when serious anthropo-
logical work got underway, these civilizations had been reduced to shattered
remnants, each numbering only a few hundred people. Principal killers
included the Portuguese bandeirantes and the smallpox.*

Fortunately for cultural preservationists, in the centuries after Spanish
rule gradually became regularized, the population of the Valley of Mexico
was never in immediate danger of extinction. However, there were several
nasty scares. In 1797-98, smallpox returned in epidemic form. It had last
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been present eighteen years earlier, which meant that everyone under the age
of eighteen—rather more than half the population—was without immunity.
In the central city, smallpox swept away 7,000, mostly young, victims. For
their part, local Spanish authorities recognized that during a discase crisis 80
percent of the populace were too impoverished to look after themselves.
Choosing not to interpret this as an indictment of 270 years of civilizing
rule, they took refuge in the notion that aboriginals were by nature lazy,
hence poor.*

Out in the hinterland during the 1797-98 crisis, the populace were
convinced that the Spanish and their God had caused the smallpox.
Strengthened by this belief, they resisted Spanish disease-control tech-
niques—compulsory inoculation and the isolation of infected children. The
uncomprehending Spaniards had little sympathy. As a priest put it: “These
people are the most stubborn in the world. . . . Some say that God sent the
disease to the town but they will not permit the Spaniards to give it to any
more of their children.”® On the eve of the main epidemic, in the town of
Teutitlan del Valle, the authorities captured sixteen young victims and put
them in an isolation hospital, only to have them rescued by an angry crowd
who feared that their incarcerated kin would be left to starve to death.
Similar rescue attempts happened elsewhere.

Ten thousand kilometers to the south, epidemic smallpox appeared in
1791 among the 200,000 people living beyond the Bio-Bio River in Chile.
Until then they had resisted conquest, even though on wall maps in Madrid
their territory was marked out as belonging to the Spanish Crown. Thinking
to profit from the distress of these “ignorant and superstitious barbarians”
who were “moved by whim not by reason,” when smallpox hit the Spanish
offered to send in missionaries and medical assistance. Denying ulterior
motives, the Spaniards “let it be known that . . . the fathers in brown habits
{Franciscans] have no desire for your lands, your estates or your women.”
The Bio-Bio people knew better and replied that they would “continue to
refuse to admit the fathers, saying that they would kill them in boiling water,
as has happened to other Spaniards.”

Left to their own devices, the Bio-Bio people closed off access across the
river between themselves and the Spanish, the Spanish God, and the men in
brown habits. To explain why smallpox had broken out, they claimed that
a smallpox-dead young man named Cayullanca had robbed the Bishop of
Concepcion’s travelling party four years earlier (in 1787) and that the
bishop had retaliated by declaring a state of feud and sent in the smallpox
which now threatened the entire people. In the event, because the south Bio-
Bioians scattered themselves about the countryside, the smallpox touched
them only lightly. Two years on, however, the clever Spanish governor,
Ambrosio O’Higgins, was able to play on the divisions that had developed
during the smallpox crisis. In a treaty concluded in 1793, the Spanish were
granted permission to build mission stations, forts and connecting roads
wherever they chose in Bio-Bio country, on the tacit understanding that they
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would not again send in smallpox through witchcraft.”® But in the New
World Order, capitulations of this sort were inevitably followed by white
men’s broken promises.”

The African Connection

Europeans in the New World after 1492 coming upon mineral deposits,
cleared fields, grasslands and forests realized that hordes of laborers would
be needed to convert all this raw potential wealth into high-value goods
marketable at home. Following the Philosopher (Aristotle) in holding that
manual labor was appropriate only to slaves, whites assumed that Provi-
dence intended that the millions of homunculi in the new lands be enslaved
to produce goods for Europeans. Then, finding that Native Americans were
dying from smallpox and other diseases at an alarming rate and that even
when alive they didn’t function well, it became obvious that an alternative
supply of slaves was needed. This too Providence provided.”

In the mid-sixteenth century, Portuguese traders began drawing on their
privileged access to an apparently inexhaustible source of sturdy servile
labor in what is now Angola. Conveniently enough, this source was located
only a few weeks by sea from Spanish America and the Portuguese colony
founded after Alvarez Cabral made landfall in Brazil in 1501. In fact, the
West African slave-collection stations were only a part of a much larger
Portuguese trading empire. Starting in a small way some years earlier,
Portuguese sailors had rounded the Cape of Good Hope and crossed
the Arabian Sea to establish a fortified trading base at Goa, on the west
coast of India. From Goa they had crossed the Bay of Bengal and established
a network of connections in Malacca (in Malaya), Macao (in China),
Nagasaki (in Japan) and in Manila (in the Philippines). As a result of
their frenzied activity, by 1550 the Portuguese were unique among the
polities of Europe in having control of a commercial complex that straddled
the globe. Through the accidents of European dynastic and papal politics,
for many years they were the principal suppliers of slaves to Spanish
America.”

Even as it was coming into existence, the Portuguese trading empire won
the support of those African rulers of kingdoms on the western coasts who
were prepared to sell slaves captured in inland parts to seaborne white
traders. Building on their West African networks, by the 1490s the Portu-
guese were sending 1,200-2,500 slaves a year to Lisbon, Seville and the
Italian cities. Then with the transfer of the technology of sugar-cane cultiva-
tion from the Old World to the New, beginning in Brazil, most slaves caught
in Africa were sent to America rather than to Europe.” Between the 1670s
and the late nineteenth century, some 30 million captives were “sent down
the Path” to collection points on the African west coast. About half of
them survived this ordeal and shipment across the Atlantic (“the Middle
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Passage”). Nineteen out of twenty survivors were consigned to buyers in
Brazil, or to the West Indies (now with virtually no inhabitants of pre-
contact descent).”

As early as 1519 Spanish friars commenting on the conquest of Meso-
America and its devastation by smallpox claimed that the human agent who
first brought smallpox to the mainland was an African slave. Though the
Spanish had very confused ideas about contagion, they seem curiously
unanimous in concluding that the person who brought smallpox from Cuba
to the Yucatan was an African slave owned by De Narviez who had been
IodgedwithaﬁamilyinCempoalawherehehadmkensick.medmt
household the disease had spread throughout Cempoala village, then to
other villages, then throughout the region, and up the Valley of Mexico to
Tenochtitlén where it had arrived late in October x520.> But at this point,
a word of caution is in order. As late as 1894 when assessing the worth of
similar accounts of how a particular disease outbreak had come on the scene
through a named ageat, the Army Sanitation Commission in India made it
clear that the evidence presented was circumstantial, based on hearsay, and
lacking in elementary empirical worth.” In considering the tale of the
African slave owed by De Narviez, it would perhaps be wise to follow the
ASC lead.

Rather than linking the spread of smallpox from Africa to the New World
with enslaved persons of color, it 18 far more probable that the agents were
the whites who worked the slave ships. As Herbert Klein and others have

pointed out, among the crew members of the white-owned vessels that plied

the Middle Passage, mortality rates from smallpox and othes crowd diseases
were often higher than those of their slave cargoes.”

In part, this mortality differential reflected the sort of treatment the
smallpox sick were likely to receive; whites generally would be given prefer-
ential care. Rather than being trussed up while still alive, dragged to the side

of thesship and tossed overboard—the common fate of sick black cargo— |

sick whites cended to be given crumbs of food and tumblers of water by their
mates Depending on the carers’ immune status, this close contact might
spread the virus widely among them.

Differential behavior ashore also suggests that black slaves (in trade terms |
“pieces”) were not particularly efficent carriers when compared to white

crew. Most whites on landing in a New World port after four to six weeks
on a putrid slaver were starved for sex with a woman. Finding their way into

a brothel, they were often serviced by Native American girls in town to earn !

money- foe: their families in the hinterland During the intimacies that fol-

lowed, a smallpox virus might be transmutted that, when the girl returned

home, ‘would infect the local population.

For their part, newly unloaded, shackled, exhausted black African slaves
were unlikely to have shore leave in a brothel or to enjoy the geographic
mobility of a sailor with money in his pocket. In addition, many slaves from
inland Africa captured by raiders from coastal tribes had already become
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immune to smallpox, either through variolation or through undergoing a
bout of the disease as children. These slaves would not be carriers.”

Epidemiological studies suggest that the form of smallpox found in prin-
cipal catchment areas for slaves later sold in the New World was Variola
intermedius. With standard mortality rates at between 2.8 to 10.9 percent,
it was less lethal than Variola major (with mortality rates from 30 percent
upwards) though somewhat more lethal than Variola minor. Variola
intermedius was able to maintain itself within a small population of pastoral
peoples or nomads for years, with a case here and a case there, leaving most
people free to go about their everyday affairs. Variola intermedius was
usually transferred over longish distances through close contact between
overnight guests and their hosts, but was seldom picked up simply by being
downwind of a victim.

However, during periods of social disruption caused for instance by the
arrival of a slave-raiding party from the coast and the flight of local people
to escape capture, Variola intermedius might suddenly transform itself into
an epidemic. Epidemic Variola intermedius seemed to choose more of its
victims from among young people of fifteen to twenty-five years of age (ideal
catches for slave traders) than among the middle-aged or among five to
fourteen-year-olds. And depending on where the new virus had originated,
epiden;ic Variola intermedius might be joined by the far more deadly Variola
major.

By around 1650 (when slaving was still at low-level intensity) the only
part of the continent where human numbers were already far fewer than
local forms of agriculture might have supported was West Africa.” This
low density was possibly related to the cyclic appearance of smallpox
epidemics. Before slave raiding really took off in the 1690s, a likely source
of epidemics would have been the movement of large numbers of people
southward across the inland sea which was the Sahara Desert. Among
the groups of people periodically linking Arabia, and its endemic smallpox,
with the southern shores of this desert were Hausa Muslims returning from
their once-in-a-lifetime pilgrimage to Mecca.'® Mass population movement
was also caused by climatic irregularities. Touched off by an exceptionally
short or an exceptionally long wet season, migrations of whole peoples
north or south would be made in response to shifts in the frontiers between
desert and savannah. In the course of these migrations, smallpox might
spread.

More certain is our knowledge that in the late seventeenth century—when
the mass capture of slaves far inland from the coast was just getting
underway—the only part of Africa in which a special smallpox god was
already known was Yorubaland. This suggests that smallpox had for some
time been well established there. Writing about the history of the rituals
performed to placate this god in what is now south-western Nigeria, Daho-
mey and Togo, Donald Hopkins confirmed information given me a few
years ago by my local Shopona priestess at a shrine near Oshogbo. The god
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Shopona, otherwise known as Overlord of the Farth, was the elder brother
of the God of iron and meteorites (Shango) and could either bestow fertility
on lands given over to the cultivation of grains or demonstrate his anger by
making people’s skins come out in grain-like pustules followed by death.
Offerings encouraged Shopona to withhold smallpox.™

Elsewhere in Africa where there were no deities specific to smallpox
(suggestive of a situation in which smallpox had been largely absent), new
nituals had to be devised to cope with it when it finally arrived. Some of these
were first reported in the nineteenth century and may have originated only
a few decades earlier. For example in Kikuyuland (now in Kenya), women
living on one ridge would shout and yell to drive the smallpox spirit to the
next ridge where another group of loud-voiced women would drive it
further on until it was forced beyond the lands used by inter-communing

Rathct different was the practice recorded by Arab traders along the East
African coast; here the custom was to “buy off” smallpox. James Bruce
described this in the r770s:

The women. .from time immemorial .are the conductors of the
operation in the fairest and driest season of the year. . .. Upon the first
hearing of the smallpox anywhere, these people go to the infected place,
andwmppinsaﬁlletofcottonclothabouttheamofthepersoninfecwd,
theyletitmnnintheretilltheyhargpinwidnthemodterhowshcistosell
them. .. One piece of silver or more be paid for the mother . . . this being
concluded, they go home and tie the fillet about their own child’s arm;
certain, as they say, from long experience, that the child infected is to do
well, and not have one more than the number of pustules that were agreed
and paid for:'®

Epidemiologically this “buying smallpox™ might work; virus in smallpox
scabs caught in clothes and bedding remained alive for a fortnight or more.
A related practice was to introduce.a bit-of pus from a smallpox sore into a
cut in another person’s skin to ensure that the latter would have a mild case
of smallpox: This practice was known as variolation or inoculation. A
Hausa woman described how she had been inoculated as a child around
1892

they used to scratch your arm until the blood came, then they got the flud
from someone who had the smallpox and rubbed it in It all swelled up
and you covered it until it healed. Some children used to die.'

As we now know, African and Middle Eastern forms of inoculation were
problematic ways to control the spread of smallpox. Success depended on
not cutting the flesh too deeply and not causing a secondary infection. More
important, it depended on keeping the inoculated person in isolation during
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the period when she or he was undergoing the induced case of smallpox; let
loose too soon the patient might spread the contagion. Confronted with an
epidemic caused by an accident of this sort, in pre-colonial Africa the most
common response was to break into small groups and take to the bush until
the danger passed. Then, some months later, local health provisioners might
again inoculate some of the children. It seems very likely that measures such
as these were being undertaken by inland people in what is now Burkina
Faso in the 1670s and 1680s.'"

Half a generation later, on the other side of the Atlantic in the colony of
Massachusetts, Old World illnesses such as smallpox were belatedly begin-
ning to take hold among American-born whites. We now know that this rise
in disease prevalence reflected the normalization of what had been an
atypical demographic regime. The earlier situation, credited by the Pilgrim
Fathers and Puritans to the working of a special Providence, had been
marked by the near absence of virulent crowd diseases. This lacuna had had
significant results. Though the colonists who had come to New England and
other northern colonies between 1620 and 1642 constituted less than 6
percent of all the English people arriving in mainland and Caribbean island
North America, left unpestered, they had successfully raised large numbers
of children who survived to produce another large generation. Replicated
nowhere else in the New World, this reproductive feat meant that by 1700
the descendants of the well-favored first settlers made up more than half of
the white population of English North America.'*

The emergence of a New England disease pattern very like that in colonies
further south gave rise to much speculation about why God had deserted
his chosen people. One of the men with leisure to come up with suitable
explanations was the Reverend Cotton Mather of Boston’s Old North
Church, the well-known author of a tract attacking witches. Beside
scapegoating witches, Mather also targeted Native Americans. Recalling the
blissful state known in the time of his grandfather when whites were
immune to crowd diseases, Mather waxed eloquent about the great epidem-
ics that had killed ninety-five of every hundred Algonquin Indians “so that
the Woods were almost cleared of those pernicious Creatures, making room
for a better growth.” A representative of this “better growth” himself,
Mather was well respected by his parishioners.'”” As a mark of their esteem,
in 1706 they gave him a black African slave. With this gift the scene was set
for an important intellectual breakthrough.

Mather named the slave Onesimus. Then, worried lest the African bring
smallpox into his household, he asked if he had ever had the disease.
Onesimus replied yes and no; like all of his age grade he had been inoculated
as a child in what is now Burkina Faso and had come down with a mild case
of the disease which gave him lifetime immunity. This information set
Mather thinking. Inquiring among other slave masters in Boston he found
that many blacks from West Africa had also been inoculated as children.'”
With this knowledge, a behavioral practice which had long been common
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among non-western peoples entered the perceptions and discourse of colo-
nial elites.

Towards Eradication

Encouraged by Mather, Euro-Americans of consequence came to accept
that smallpox control through inoculation was feasible. However, imperial
attitudes being what they were, in England the better sort disdained to be
taught anything by colonials. Accordingly, in Britain full recognition
that non-westerners were using some form of inoculation had to wait until
1714 and the publication of Emanuel Timoni's treatise on the practice in
Istanbul."”

In Europe, what finally tipped the balance in favor of human intervention
against smallpox was the shocked realization that in its newish virulent
forms the disease was not properly respecting distinctions of hierarchy and
rank: it was just as likely to kill the aristocratic holders of great estates as the
sons and heirs of street sweepers. In England smallpox slew the Stuart queen
Mary II (of the royal pair, William and Mary) and in 1700 carried off the
last of her sous. These events led to the parliamentary legislation which
transferred the right of succession to the Protestant ruler of Hanover and in
time (1707) led to the parliamentary union of England and Scotland. Inci-
dentally, with this last event, medical graduates from Edinburgh University
found it a bit easier to acquire practices in England.""

Shortly after the Union, the great smallpox scare of 1721 provided an
opportunity for an aggressive social climber to claim that she had introduced
the idea of inoculation to Europe. Recently returned from Istanbul where
her husband represented British interests at the Sublime Porte, Lady Mary
Wortley Montagu let it be known that she had had her daughter inoculated
using the Turkish method. Influenced by Lady Mary, Queen Caroline had
her own children inoculated. Royal patronage made the process respectable.
Thereafter in France, Sweden, Spain, Prussia and the [talian lands, rulers
made a great show of having their families inoculated and encouraged
deferential subjects to follow their lead. The philosophe Voltaire made much
of what he termed this “medical breakthrough,” and true to the effervescent
spirit of the Enlightenment, suggested that medical experts would soon
be able to conquer all diseases.'"" In this, muddled as usual. Voltaire was
unaware of mainstream professional medical thinking.

During much of the cighteenth century, university-trained doctors stead-
fastly opposed inoculation. Insecure in their social status, ranking just above
high-class tradesmen, they continued to legitimize their calling by claiming
reliance on the theories of the Ancients. In 1765, a survey of Scottish medical
doctors (seen then as the world’s best and most innovative), found that only
a third had taken to inoculating clients. On the Continent, even thirty years
later, most physicians were still clinging to Greco-Hellenistic humoral theo-
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ries which, on the face of it, seemed to rule out innovations in preventive
medicine. Yet in this pre-modern medical world, ultimately it was the fee-
paying clients who had the last say.

What happened was that perverse persons of quality, without whose
continuing patronage the medical profession would have withered, privately
insisted that their own children be inoculated. Accordingly, by the tail end
of the century medical doctors found that, with a bit of juggling and fudging,
the processes of inoculation could, after all, be made compatible with old
theories. As practiced by medical doctors after around 1790, inoculation
became a two- or three-week in-house vacation in which the patient was
first prepared by a special diet and regimen (the word itself a legacy from
the Middle Ages), and then allowed to recuperate in similarly favorable
circumstances.'"?

Among ordinary people who obviously could not afford an inoculation
regimen of this sort, the situation was quite different. If carried out at all, the
inoculation of children was performed by amateurs or empirics. Contrary to
what at first might be assumed, opening this field to empirics did not elicit
much protest from medical professionals. Long accustomed to accept that
mothers, midwives, village wise-women and other unorthodox curers
already provided health care for ordinary children, doctors were not espe-
cially concerned that this particular clientele didn’t come their way.

In south-east England, famous non-medically trained inoculators included
Thomas Dimsdale and the Suttons, Robert and his son Daniel. In the
Shetland Islands, admitting to have successfully performed several thousand
inoculations was the jack of all trades John Williamson. Williamson claimed
that his technique was to dry smallpox scab materials over a peat fire and
bury them for seven or eight years (1) before using them to inoculate patients.
In this island grouping, which included Foula where in 1720 smallpox had
wiped out all but ten of the inhabitants, local people provided an enthusias-
tic clientele. However, in many other parts of Europe, ordinary people were
less keen. Long experience with quacks from outside the village had taught
them that avoidance was the high road to survival. Only when an epidemic
was just over the horizon would they rush out to have their families inocu-
lated by visiting empirics, deciding that the lesser risk (death by inoculation)
subsumed the greater (death by virulent smallpox). In the nature of things,
inoculation campaigns by unlicenced empirics very often escaped official
notice. They thus failed to provide later historical demographers with the
secure statistics they would need to reconstruct with any confidence the
changing nature of past reality.'" ,

Between 1750 and 1800 Europe’s population increased from around 140
million to 180 million, and by 1900 it stood at 390 million. Seeking to
explain this unprecedented growth, Eric Mercer draws on the work of the
Cambridge Group for Population Studies who in turn attempted to tease out
the relationship between declining mortality rates, and changing marriage
and fertility patterns.''* Well aware of the danger of rash generalization,
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Mercer did. however, feel able to point out that in some regious human
intervention against smallpox seemed to have had a significant impact on
the well-being of a particular age cohort. For instance, in authoritarian late
eighteenth century Sweden where smallpox sometimes counted for nearly a
fifth of all deaths, between 1779 and 1782 94 percent of all these smallpox
victims were children under nine. In response to this clear threat to the
perpetuation of Swedes as an ethnic group, agents of the regime encouraged
rural parents to have their children inoculated, and indeed made the process
compulsory. Gritting their teeth, heads of houscholds by and large con-
formed to state dicta. This led to a situation where the number of non-
immunized population was significantly reduced; for some years the
prevalence of lethal smallpox was also much reduced.'"*

Once underway—assisted by unsystematic inoculation campaigns—the
momentum of population growth was helped along by another innovation
in smallpox prevention techniques. In 1796 Edward Jenner, a medical
practitioner in Gloucester, became aware of a process used a few years
earlier by a Dorset yeoman farmer named Benjamin Jesty. Jesty admitted to
using infectious matter taken from the udder of a cow suffering from
cowpox to inoculate his wife and family. Finding all the relevant young
Jestys still alive, Dr Jenner co-opted the process and called it “vaccination.”
Through well-publicized applications of the new technique, Jenner, already
a man of recognized status, made himself wealthy. As well as the small
marks of esteem which came his way, in 1803 the East India Company sent
him a purse of £7,000. At the time, the annual earnings of a fully employed
craftsman might approach £100.""

Medical historians who follow Peter Razzell now accept that the lymph
Jenner used contained a curious mixture of things. One of its disadvantages
was that because the infective agent had been watered down to make it safer,
vaccination during childhood had to be followed up by re-vaccination
during young-adulthood.'"” Yet historians who view society from the top
down consider Jenner's breakthrough a turning point in western medicine.
For instance, Yves-Marie Bercé of France regarded Jenner's work as an
inspiring example of Enlightenment giants’ “audacity.” Announced to the
world a few months after the Marquis of Condorcet wrote the brilliant
manifesto, On the Progress of the Human Mind (1794), Jenner’s work led
tout le monde to assume that Europe could rid itself of its most dangerous
scourge.''*

Jenner’s breakthrough took place at a time when much of Europe was
under French military occupation. Borne aloft by Enlightenment optimism
now represented by Europe’s first modern dictator—Napoleon Bonaparte—
clerics, magistrates, prefects and others with power over other peoples’ lives
persuaded subject populations to have their children vaccinated free of
charge. An unspoken assumption was that the youths thus kept alive would
provide the cannon fodder needed for the next war. In Prussia, after royal
armies were smashed by Napoleon at the battle of Jena in 1806, vaccination
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9. The heroic Jenner crushing his opponents. Colored etching by I. Cruikshank.

clinics were established in most sizeable settlements. In metropolitan France,
agents of the Catholic Church on the payroll of the State encouraged
families gathered at baptismal ceremonies to have their other children vac-
cinated after the service.'"” In Naples, typical scenes were described by a
degree-holding British vaccinator who would soon return to Gloucester to
work with Jenner. Here:

It is not unusual to see, in the mornings of public inoculation at the
hospital, a procession of men, women and children conducted through the
streets by a priest carrying a cross come to be inoculated . . . the common
people expressed themselves certain that it was a blessing sent from
heaven, though discovered by one heretic and practiced by another.'?

It has been argued that in this more sophisticated form, human interven-
tion against smallpox contributed to the momentum of mortality decline. In
any case, as a direct result of dropping mortality, particularly among chil-
dren, there were huge population increases in Great Britain, the Germanies,
the Habsburg lands, Italy and Scandinavia. Emerging from these lands after
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1840 were restless young people who could not fud places at home.
Between then and 1913 more than 35 million Europeans went out to North
America; another 3 or 4 million settled south of the Rio Grande.

Once in the New World, this population surplus to Europe occupied more
and more of the lands carlier set aside “in perpetuity” for Native Americans.
In the United States, the government administration humiliated by the Sioux
who defeated Lt.-Col. George Custer at his “last stand” in the Dakota
Territory in 1876 retaliated with the Allotment Act. This legislation
removed 17 million acres of land from Native American control. Between
1887 and 1934, an additional 69 million acres were confiscated. Principal
beneficiaries of this pillage were the immigrants from Europe, many of
whom had been vaccinated against smallpox before they left.

By the 1890s the United States began to recognize its destiny as a great
world power. One of its acts of self-assertion was to gobble up what was left
of Spain’s New World and Asian Empire. In 1898, at the end of the Spanish-
American War, the US found itself in possession of Puerto Rico, the second
of the Caribbean islands (after Hispaniola) whose Native American popula-
tion had been decimated by Spanish smallpox in 1518-19. Bubbling over
with the twin forces of nationalism and Social Darwinism, the Americans
interpreted Puerto Rico’s continuing difficulties with smallpox as a clarion
call for action. In the words of the US commanding officer, Major General
Guy V. Henry:

Hardly had the last representatives of Spanish misrule turned their back
upon the island before the American military administration . .. set on
foot, as an act of beneficence to the newly subordinated people, the
vaccination of the entire population.'*'

In fact, as early as 1803 the Spanish king had organized the transport
of Jenner’s vaccine to his subjects in the Caribbean. Twenty-two orphan
boys had been packed aboard a small brig and two of them vaccinated
seriatim every six or eight days using the arm-to-arm method to keep the
vaccine fresh during the long voyage across the Atlantic. Following the first
vaccinations in Puerto Rico, in the 188os an Institute of Vaccination
had been established and a compulsory vaccination program put in place.
However, because ordinary Puerto Ricans saw medical doctors as repre-
sentatives of centralizing authority, they were loath to come to town-based
clinics for vaccinations. To encourage compliance, Spanish government
administrators had fined the recalcitrant. This then was the program of state
medicine which the New Men from mainland North America held up to
scorn,'*

In their determination to shoulder that “share of the white man’s burden
that has fallen to [them]” and to cleanse the pest-hole on their threshold, the
US military closed the Puerto Rican Institute of Vaccination and began a
draconian program intended to demonstrate their conviction that “compre-
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hensive compulsory vaccination, properly conducted, will alone, certainly
eradicate smallpox from any region or people.”'** In the event, after three
years, Yankee enthusiasm faltered and the eradication campaign petered
out. On the mainland, white jokesters took to calling cases of smallpox
among sailors in US ports, “Puerto Rico scratches” or “Puerto Rican
chicken-pox.” Smallpox had become the disease of the colonized, the dis-
possessed, the Other.'**

During the months when US military health authorities were showing
what could be done in the fight against smallpox in liberated Puerto Rico,
the last of the great smallpox epidemics in a modern developed country
struck thirteen of the nineteen Pueblo settlements in New Mexico. Six
hundred Native Americans died, with overall population loss in the worst-
affected settlements running at 13 percent. Since the Bureau of Indian Affairs
in Washington, DC regarded Native Americans as expendable, bureaucratic
blockages effectively prevented the dispatch of qualified health profes-
sionals. Such assistance as there was was provided by local white volunteers.
One of these reported that:

I find the Inds very pleasant in their greeting but they look and act as if
they had cried themselves dry. I asked one man who came to chop
wood . . . how many children were sick in his house. “None™ he replied;
“I have buried them all. Three we had but they are all gone.”'*

After the epidemic passed, surviving Pueblo leaders (who knew that the
disease had been caused by witchcraft) pleaded with well-meaning volun-
teers to go home and leave them in peace.'?®

In the late 1950s officials of the World Health Organization estimated the
annual global incidence of smallpox at 13 million. By that time the disease
had all but disappeared in Europe and North America, but remained en-
demic in Brazil, Colombia, Ecuador, Bolivia, and in most of Asia and Africa.
Then one year after it launched the world’s first artificial earth satellite
(1957), the USSR sponsored a WHO resolution calling for global smallpox
eradication. Following the priorities of the Cold War, eight years later the
United States took up the challenge. Together the two superpowers pledged
to free humankind from the smallpox scourge.

By this time, public health in the developed world was firmly in the hands
of a highly professionalized medical elite for whom it was axiomatic that
non-western approaches to disease centrol were based on ignorance and
superstition. Working within this paradigm, in 1967 the WHO smallpox
leadership decreed that eradication would be achieved through a saturation
vaccination campaign. Though not openly stated, this campaign would be
similar to that set up by General Guy V. Henry in Puerto Rico in 1898. Put
into effect, it would mean that a vaccination scar on the upper arm, the
“Mark of the West,” be inflicted on 8o percent of the denizens of the
underdeveloped world.'”
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Curiously enough, the scientific credibility of the freeze-dried serum used
in WHO vaccination was less than secure. As the soon to be president of the
American Association for the History of Medicine pointed out in 1978:

We do not even know the origin of the vaccinia virus currently used in
vaccination which is produced in laboratories by scarification of the
skin of calves and sheep. Some believe it was derived from variola virus
attenuated through continuous passage in human skin, others that it is a
hybrid derived from simultaneous human infection with variola and cow-
pox, and others believe it is a laboratory virus derived from natural
cowpox by continuous artificial propagation.'®

If the genesis of the materials used was a mystery, the fact remains that the
WHO campaign did vindicate at least one strand of western scientific
thought: Sir Francis Bacon’s empirical method. The early seventeenth-
century Lord Chancellor had advised that any initial assumption which did
not hold up in the face of practical experience should be junked. And so it
was. While at work in eastern Nigeria, Dr W. H. Foege found himself
running short of vaccine. He then made the crucial decision to limit vaccina-
tion only to those people with whom a known smallpox victim had come
into contact, and to put the patient him/herself in strict isolation. Foege then
sent out surveillance teams to discover which settlements were smallpox free
and required no vaccinations. Thereafter surveillance, isolation of patients,
and vaccination limited to immediate contacts became the guiding strategy
of the WHO campaign.

Though the level of discipline and thoroughness of application differed
and though the scale was much larger—a region, a nation state, a continent,

the globe—essentially this was the way in which West African, Bengali and

Arabic-speaking village and urban peoples had been coping with smallpox
for hundreds of years. In another unspoken admission of the value of non-
western precedents, reformed WHO strategy came to accept traditional
healers as assistants in the eradication campaign; in the US campaign in
Puerto Rico, these people had been seen as part of the problem rather than
as pare of the solution.

By combining notification, the isolation of known cases, and vaccination
only of those in contact with known victims, smallpox was finally made
extinct in Meso-America, and in South and North America. These were the
regions in which smallpox, assisted by genocide, measles, typhus and fam-
ine, had killed off a sixth of humankind in the sixteenth and seventeenth

centuries. In 1976 the world’s last remaining infective smallpox out in the

field was found among nomads in Somalia. In October 1977, Ali Mallin, a
hospital cook in Merka, became the last earthling to develop a naturally
acquired case of the disease.'”

Vaccine stored in vaults in the Centers for Disease Control in Aclanta and
in the Russian Research Institute for Viral Preparations in Koltsovo in
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Novosibirsk in the Urals (for security reasons moved out from Moscow)
remained, as of 24 January 1996, the only smallpox virus known to exist.
Though anti-terrorist arrangements at the summer 1996 Olympic Games
at Atlanta obviously left something to be desired, officials insist that the
Centers for Disease Control in the same city can effectively insure that the
virus in their custody will not be liberated by anyone bent on mass murder.
At the January 1996 meeting of the WHO executive, it was decided to
destroy the remaining Atlanta and Koltsovo stocks three and a half years
later, on 30 June 1999.'*




4 The Secret Plague: Syphilis in West
Europe and East Asia, 1492 to 1965

Introduction

While compiling the London Bills of Mortality in 1662, the pioneer demog-
rapher John Graunt put his finger on a central issue in the study of syphilis
during much of its s00-plus years’ reign in Europe: its near invisibility. As he
explained:

Forasmuch as by the ordinary discourse of the world it seems a great part
of men have, at one time or another, had some species of this disease, I
wondering why so few died of it, especially because I could not take that
to be so harmless, whereof so many complained very fiercely; upon
inquiry I found that those who died of it out of the Hospitals . . . were
returned of Ulcers and Sores . . . from whence I concluded that only hated
persons, and such whose very Noses were eaten off, were reported by the
Searchers to have died of this too frequent malady.'

In a world like Graunt’s in which syphilis had become the most shameful of
all diseases—replacing stigmatizing leprosy—it seems to have been common
for surviving friends and family to bribe or bully searchers so that the
officially recorded cause of death would not harm their own “good
repute.”

Other useful insights into the near invisibility of syphilis can be found in
the swampy frontier lying between objective medical “truth” and subjective,
culturally derived, perceptions. One of these hinges on the fact that in its
“medical” first stage, syphilis showed itself in open sores on its host’s penis
or vagina. Then in its second stage (when the sores had healed) it lay latent,
causing general debilitation. While in this stage, syphilis was often “medi-
cally” confused with gout, with tuberculosis, or some other socially accept-
able affliction. In many cases perhaps, this confusion was caused by genuine
medical misunderstanding.

Still in the frontier between real-world “objective” perceptions and those

which were clearly subjective, it is known that unlike “the small pox” which

killed in a matter of days, “the great pox™ remained latent for anywhere
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between three and thirty years. Given that in Europe until the nineteenth
century, life expectancy at birth was between thircy-five and forty
years, syphilis acquired after sexual maturity (at thirteen or fourteen) which
decided to remain latent for a long time stood a good chance of being
short-changed as the listed cause of death by a more quick-footed killer.
Entered into the record, this typology (which in the strict sense may have
been perfectly correct) masked the fact that the person involved was a
syphilitic.?

The impact of syphilis on past societies has also been masked by the
nature of surviving source materials and the purposes they were meant to
serve. Parish registers, for example, generally only listed live births {recorded
as baptisms performed) and deaths (burials) of recognized human beings.
Omitted from parish register listings were fetuses aborted carly in preg-
nancy. Also omitted were the disease processes which led to the sterilization
of women so that they could no longer bear children.?

To clarify how these omissions tied in with syphilis, let us run through a
chain of events. Some months after a woman was impregnated with a man’s
sperm (it need not necessarily be her husband’s), the Treponema pallidum
disease agent she had acquired through the small syphilitic sores on the
man’s penis penetrated the wall of her womb and either killed or maimed
the fetus she was carrying. About half of the women so afflicted aborted,
while many of the others gave birth to a child with congenital syphilis.
Most mothers who underwent either trauma then found themselves sterile
for life.

Accepted in Europe as a central pillar of marriage until very recent times
was the authority of the husband to insist that his wife join him in a sexual
act—even if he happened to have sores on his penis. Buttressing this was the
“dual standard” which held that a proper man entering his first marriage
should already have had sexual experience with women. Another element of
the dual standard held that a married man stuck with a wife unable to give
him sexual satisfaction could use the services of a prostitute or take any
woman who took his fancy providing, of course, he didn’t cause a public
disturbance. On the other hand, dual standard conventions held that no
honor-conscious man would deign to marry a woman who had a prior
sexual history. Following on from this was the rule that once married, a wife
was always to be loyal to her husband.*

Until very recently in the West, it was customary to think in Cartesian
binary terms. Standard pairs included: fact versus value; objective vs. subjec-
tive; medieval darkness vs. Enlightenment truth; ethical considerations vs.
pure science. However, in dealing with venereal syphilis, the plague which
society chose not to discuss, we enter an area where old binary distinctions
are no longer particularly useful.

In his works on sexuality, the historian/philosopher Michel Foucault
frequently employed the phrase “power/knowledge” which he derived from
Sir Francis Bacon.® In Foucault’s words:
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No power is exercised without the extraction, appropriation, distribution
or retention of knowledge. At this level, we do not have knowledge on the

one hand and society on the other, or science and state; we have the basic

forms of “power-knowledge”.®

Here, when dealing with the five centuries after syphilis first put in an
appearance (in 1493), I accept the notion that knowledge is power, and see

control over the sexuality of other people as a determining force in the

making qf Europe. But in my hands, unlike those of Foucault, the word |
“knowledge” is usually synonymous with false knowledge of “the earth is |

Rat® variety. Sometimes, when drawn from the fount of ancient wisdom

(Plato, Aristotle, Galen), this false, flat-earth knowledge was well- |
intentioned ignorance.” On other occasions it was an act of duplicity delib- |

erately practiced to reinforce authority.

In this chapter, going beyond conventional interpretations of gender '
relationships, I will tease out linkages between syphilis and the repression |
of masturbation. It is my contention that in those milieux where it was

pounded into the consciousness of young males that it was far betrer to use
the services of a prostitute than to engage in solitary self-release, opportuni-
ties for the species survival of Treponema pallidum were much enhanced. I
will also explore ways in which anti-masturbation campaigns sharpened
the disciplinary skills of parents and tutors in households, of masters in
schools, of sergeants and officers in the armed services, and of the medical
pioneers who ventured into what they regarded as the “sinister™ world of
sexuality.

In the real world of objective fact, the sexual authoritarianism that began
to flower in the mid-eighteenth century (greatly assisted by the anti-
masturbation scare) led in the next century to the near demise of literature
about actual human reproductive processes. Even if tinged by flat-earth-type
platitudes drawn from ancient writers, this literature might have enabled
ordinary people to avoid falling prey to syphilis. Unfortunately, under the
influence of the Enlightenment with its cult of “human progress,” the dark
shadows grew darker yet.! With the development of “mass society” in thé
nineteenth century and its deliberate manipulation by authorities who both
despised and feared it, the wet blanket of repression nearly stifled the
European mind.

Flourishing between 1493 and c. 1935 in the fertile bed of repression,
secrecy, shame and flat-earth pseudo-science were hosts of entrepreneurs
who made a living from other people’s misery. Seen from the perspective of
our own post-modern era and its questioning of the authority of many of
yesteryear’s renowned councillors (Sigmund Freud, Carl Jung), it will come
as no surprise that many of the entrepreneurial healers who called them-
selves medical doctors were frauds.

Towards the end of the chapter I examine how, beginning in the mid-

nineteenth century, universahzing European doctors and missionaries intro-
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duced western moral entrepreneurship into China. Filled with a righteous-
ness born of Sinophobia and power/false knowledge, they found venereal
syphilis on a scale unknown anywhere else. What in fact they confronted
was Construct syphilis. This consisted of two elements: (a) Sinophobic
delusion; and (b) genuine medical confusion between authentic, sexually
transmitted, venereal syphilis on the one hand and on the other, yaws and
endemic syphilis (both non-sexually transmitted). As we will see, after some
initial hesitation, Chinese elites, who already regarded people from the West
as barbarians, managed to find an appropriate response to what they under-
stood was the western sickness: entrepreneurship born of syphilis.

Initial Perceptions

Beginning in the 1490s, a highly contagious venereal disease (ancestral to
syphilis if not syphilis itself) raced through port cities and towns in Spain,
southern France and Italy and then spread out on a broad front which
moved eastward beyond Vienna and north beyond Leipzig, Bergen and
Aberdeen. Writing in 1497, the medical doctor to Pope Alexander VI,
Alexander Benedetto of Venice, reported that he had seen victims who
had lost eyes, noses, hands and feet. According to Benedetto, “the entire
body is so repulsive to look at and the suffering is so great, especially at
night, that this sickness is even more horrifying than incurable leprosy or
elephantiasis, and it can be fatal.”® Some decades later (in 1539), Ruy Diaz
de Isla, a Spanish surgeon at Lisbon’s All Saints Hospital, claimed that
the new disease “has caused so much damage, that there is not a village
in Europe with one hundred neighbors without ten of them dead of that
ailment.”'® Though this particular claim was doubtless much exaggerated,
at least it reflected a medical man’s concern with a disease phenomenon
which—though he dared not openly admit it—was entirely beyond his
ken.

In their initial attempts to cope with the epidemic, learned doctors turned
to their books to find out what ancient authorities had written; they drew a
blank. This led the arch-Hellenist Niccold Leoniceno, the leading medical
professor at Ferrara, to aver that:

when I consider that humanity has the same nature, is born under the
same sky, grows up under the same stars, I must conclude that we have
always been subjected to the same illnesses, and I absolutely cannot
believe that this illness is born suddenly only now and has infected only
our epoch and none of the preceding.'!

Unwittingly, Leoniceno had laid bare a central, shocking truth; venereal
syphilis was indeed a new disease. This leads us to the contentious territory
of disease types and origins.
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The discovery in Madras late in 1992 of an entirely new strain of cholera
which resists all known vaccines (Vibrio cholerae ox39) is a reminder of the
frightening rapidity with which disease viruses can transform themselves,
following principles publicized by Charles Darwin in 1859." An analogous
mutation apparently brought into being the disease complex that contempo-
raries reluctantly concluded was new to West Europe in 1493-94. Only in
our own century have scientists finally unravelled its complexities.

In t9os, Fritz Schaudinn and his colleagues in Berlin discovered thar
the causal agent of moden syphilis is Treponema pallidum (Treponema S).
This breakthrough was followed byrAldo Castellani’s identification of the
treponema which caused yaws (Treponema Y) and later by F. Leon Blanco's

discovery of the treponema agent of pinta (Treponema C). Experts also |

found that son-sexually transmitted syphilis (bejel or endemic syphilis) is
caused by Treponema M. So in all, circa 1910, four different discases were
recognized as being caused by a treponema. Only one of these, venereal
syphilis, was sexually transmitted. The three others, yaws, endemic syphilis
and pinta, were transmitted by non-sexual means. However, as of this
writing (x996) experts are still uncertain of how many disease agents there
might be; under high-powered microscopes all the treponemae appear to be
the same. The agents reveal their differences only when they cause a specific
disease in a particular human host."® Also confusing experts is the ability of
the “same? agent to cause different diseases in tropical as opposed to
temperate settings."*

Almost from the beginning of its soo-plus-year stint in Europe, syphilis

was perceived as a disease harbored by a culpable “Other” and then inflicted |

on innocent people. Closely” parallel to this, beginning in 1526, was the
assertion that the disease had been found among the indigenous people of
Hispaniola, whence it was first brought to Europe by the-ship crews serving

under Christopher Columbus. By the eighteenth century, the American |
origins of veneral syphilis had become part of the European identikit. Thus |
in The Spirit of Laws (1748), the Enlightenment giant Montesquieu took it |

for granted that syphilis had come from the New World and that it had
wiped out most of the grear families of southern Europe. Similarly, in x777

when the ink on America’s Declaration of Independence from the king of |

Great Britain was barely dry, the highly respected Scottish historian and

British patriot, William Robertson, asserted that by contaminating Europe |
with syphilis, America had forfeited all benefits which might have resulted |

from its “discovery” by Europeans."
Though prejudiced readings of the meanings of syphilis persist in our own

day, at least some of yesterday’s chestnuts have been relegated to the shelves -
of the museum.'® One is the old notion that the indigenous inhabitants of |

Hispaniola in 1492—the Taino—infected innocent intruders from Europe
with full-blown syphilis. Instead, what seems to have been the case was that

non-sexually transmitted yaws had spread earlier among Taino girls and |
boys while they were playing together. Years later, some of the little girls |
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who had matured into women still carried their yaws. Then they were raped
by Spanish males. While each rape was in progress, the long-unwashed and
probably tender skin on Spanish groins, bellies, chests and penises was
breached by Treponema pertenue, the yaws causal agent. Once the
Treponema pertenue found itself in a new kind of human host and in a new
climatic regime—the temperate Europe to which the alien Spaniards
returned in 1493—it seems to have mutated into its new form, Treponema
pallidum, to become venereal syphilis."”

That venereal syphilis was both an entirely new disease and a disease new
to Europe is supported by its initial behavior—its spectacular skin manifes-
tations were massively contagious and quickly lethal. Some medically
informed writers hold that this first epidemic was a multiple-disease syn-
drome combining yaws, venereal syphilis and gonorrhea (an altogether
different disease which in the male causes sperm to discharge from a flaccid
penis). Then with time, what has been defined as “the typical thickening of
the skin, bleeding fissures, spontaneous fractures of the bones, gangosa and
other pathognomonic symptoms [of yaws]” dropped away, leaving venereal
syphilis in complete control of the ecological niche provided by Europeans
in their homelands."

As we saw in earlier chapters, pre-medically modern Europeans (before
Robert Koch went into high gear in 1882) sometimes explained the causes
of a disease in terms we now find difficult to understand. In fifteenth-century
Italian universities where astrology was a serious academic subject, one
supposition was that syphilis was the result of the conjuncture of the planets
Jupiter and Saturn in November 1484. Among the learned, another suppo-
sition was that it was some form of the “leprosy” common amongst the
ancient Hebrews. Then too, many commentators saw a clear relationship
between syphilis and “lewd or impure sexual gratification.” Burdened with
this prejudice, it would be a long while before it was fully realized that
husbands engaged in copulation in marriage (a sinless activity) could also
infect their wives. At the popular level, it was sometimes thought that
syphilis was caused by eating pork (with its leprous and Jewish connota-
tions), or by drinking a woman’s menstrual blood."”

The first of the many “Others” that fear of syphilis would produce dates
from the r490s. A generation or so earlier rural Europe had begun to
recover from the hemorrhages of bubonic plague, with the result that in
many villages there were young people surplus to local labor needs. Con-
fronted with a situation unprecedented in the recent past—overpopula-
tion—community elders took a dim view of illegitimate baby boys. If these
unwanted males survived to adolescence they were very often encouraged to
join a troop of mercenary soldiers in the hope that they would disappear
forever. In mountainous Switzerland (which after 1690 played a dispropor-
tionately large role in creating hysteria about sexual activity outside mar-
riage), this technique enabled whole cantons to keep the size of their
populations within manageable bounds.
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According to commentators who despised mercenary soldiers, the new
venereal disease had first taken off among the 30,000 hirelings who in 1494
accompanied the French Valois king Charles VIII on his momentous inva-
sion of Italy. For, Treponema pallidim, the progress of the Valois force was
a precious boon. Moving south from Milan, the ill-disciplined army had
dallied for some weeks in papal Rome, where it was said that prostitutes
outnumbered clerics, and then moved on to Naples, one of Europe’s largest
cities. After Naples capitulated without a fight there was much fraternizing
berween the conquerors and available sexual fare. The Valois forces then
moved north to Fornovo (not far from Milan) where they fought an incon
clusive battle with Habsburg and Venetian armies. After that, the Valois
hirelings disbanded. Some found new jobs as mercenaries; other returned to
civilian life in towns on the northern side of the Alps.

The ever-widening circles where the morbus gallicus (French disease)
struck in the 1490s are marked by government decrees and scholarly pro-
nouncements in Paris, Edinburgh and Leipzig. Most of the rest of the world
was also at risk. Travelling with sailors, merchants, missionaries and other
agents of Europe’s age of exploration, the disease established bases on the
Mediterranean coast of Africa, then moved on to India, Ceylon and the
Malay peninsula. By 1504 it was found at the great emporium at Canton
where it came to be known as the “plum-tree ulcer.”*

Once the initial disease completed its mutation to become Treponema
pallidum, the venereal disease situation in Europe may have settled down
Conventional histories of medicine remind us that in a book published in
Mainz in 1519 Ulrich von Hutten, a sufferer from syphilis, claimed that
“when it first appeared it caused a far more loathsome stench than it does
now, as if the sickness involved were of a different type altogether.™”
However, this modification of the symptoms apparent to an experienced
nose does not mean that the at risk population declined in size. On the
contrary, it increased precipitously.

During the sixteenth century, rural population increase and general rest
lessness encouraged young country people who were not immediately in line
to inherit parental lands to go to a town to find work, even if this meant
risking a brush with syphilis. Writing in 1585 of his ten years as a medical
doctor in London’s St Bartholomew's Hospital, William Clowes claimed
that one entering patient out of every two was syphilitic and that in five
years he had treated more than a thousand patients. What we know of
ordinary urban people’s attitudes to hospitals and learned medical doctors—
utter revulsion—suggests that Clowes’s figurative thousand patients were
only a small proportion of the actual number of Londoners racked with
syphilis.*

Yet so long as settled country people (80 percent or more of the overall
population) stayed clear of cities, it was unlikely that they would be much
troubled with the disease. Unlike urban folk or mercenary soldiers, rural
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10. A young man afflicted with syphilis. Colored drawing
1523, by Hans Holbein the Younger.

people who spent their lives within a day or two’s walking distance of their
place of birth generally followed behavioral patterns which excluded casual
sex, and with it the risk of syphilis.

Counselled by village elders who were reluctant to clutter up their village
with surplus mouths to feed, rural youths and girls generally waited until
they had found the partner they intended to marry before they had carnal
knowledge of another person; according to demographers, partners would
have been in their mid- to late twenties. Rural bastardy rates, generally
under 4 percent and sometimes under 1.§ percent, support the thesis that for
country people sexuality was a great iceberg.” Suggestive of this is the fact
that around 1550, 10~1§ percent of the population aged forty and above
were still unmarried and, as far as the world knew, chaste.
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The Commercialization of Sypbhilis

In his throwaway remarks about syphilitic America and its gift to Europe,
Montesquieu noted that-“It was thirst for gold which perpetuated this
disease; peoglewem continually going to America, each time bringing back
new seeds.”** This can be interpreted as meaning that in this age of nascent
capitalism in Europe, some men and woman were minting money from
syphilis. Among the earliest of these entrepreneurs was the genocidal ter-
rorist, Gonzalo Ferndndez de Oviedo (1478~ 577), and his business associ
ates, the Fuggers of Augsburg, leading financiers to Charles V, the Habsburg
Emperor.” This brings us to the making o a great fabrication.

It is important to remind ourselves here that reports made by Columbus
and the medical doctors who accompanied him on his travels in 1492-93
made no mention of anything particularly lethal in the disease environment
of Hispaniola. Similarly absent was any mention of shipfuls of men suffering
from some sort of ast-acting syphilis on the return voyage home. Yet in his
publication o r§26, the famous Summary of the Natural History of the
Indies, Oviedo boldly asserted that “Your Majesty may restassured that this
disease came from the Indies.”** This was the first time that the American
origins of syphilis were set forth in print Thereafter this allegation became
the commonplace of learned discourse

Oviedo belonged to a powerful aristocrauc Spanish family and after
1§13~14 was in the Americas as the Emperor’s superintendent of silver and
gold mines. While 1n Hispaniola he served as governor of the castle of Santo
Domingo and presumably held properties in what became the town of
Oviedo 190 kilometers to the west. Some ime after 1516 Oviedo learned of
a reputed cure for syphilis—wood of guaiac—grown on Hispaniola. Aware
of the old doctrine of correspondences, he knew that the public believed that
for every poison, God had placed a cure nearby. A well-experienced entre
preneur, Oviedo accordingly claimed that Hispaniola peoples had long been
affected with full blown syphilis, and that they cured the disease with the
guaiac wood so conveniently near at hand.

The centerpiece of Oviedo’s publicity campaign was the chapter in his
treatise entitled “Of the Palo Santa called by the Indians Guayacan” (guaiac
wood). Lest rich syphilitics miss the point, the guaiac was termed “Holy
Wood,” suggestive of God's willingness to remit punishment for the sin of
sex. While writing up was in progress, Oviedo arranged for his Fugger
partners to receive monopoly rights from Charles V to import and market
the wonder cure throughout the Empire. From this, Oviedo and his friends
netted handsome profits But in the long term, of far greater consequence
was the smear that this vicious literate Spaniard inflicted on the reputation
of Hispaniola ¥

Other entrepreneurs for whom venereal syphilis proved profitable were
Europe’s booksellers and printers As sixteenth century media watchers
knew, once a statement was laid out on a printed page it acquired a higher
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11. Guaiac wood, prepared and administered. Engraving, c. 1600, by Philip Galle
after J. van der Straet.

level of authenticity than was possessed by a statement communicated
merely by word of mouth (witness the impact of Oviedo’s made-in-America
claims). Yet as a means of making a living, the European form of printing—
not invented until the 1450s—was still somewhat uncertain. Though the
number of staff required were small compared to the gangs of copyists
needed to produce handwritten books in quantity, capital costs were much
higher. Hindering investment return was the inevitable long delay between
printing a standard text—a Bible or commentary—and its sale to a
customer.

In the early 1490, bursting in on this stifling atmosphere, was the first
epidemic of syphilis. Immediately, the demand for newly printed books
boomed. Sales were fuelled by the reluctant recognition that the new illness
was not mentioned in Ancient or Arabic medical texts previously printed
and gathering dust on merchants’ shelves. Responding to demands for
information on how to cure the illness (or about quiet places where one
could find a partner for casual sex), innovative printers devised a new
method of production. Without going through intermediaries, authors now
handed over their script directly to the printer/compositor.?*

One of the earliest commercially successful syphilis texts was written by
Joseph Grunpeck. An ambitious, well-connected young scholar from the
university at Augsburg, Grunpeck had travelled to sinful Rome where he
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became personal secretary to the German Emperor, Maximilian. Somewhere
along the line Grunpeck lost his footing in a whorehouse and found humself
a victim of the dread pox. In his printed confessions of 1503 he describes the

plight of soldiers:

Some are covered from the head to the knee. with a rough scabies dotred
with blacks and hideous lumps. ..Some...moaned and wept and
umaec;'heart rendering cries because of the ulceration of their male

organ.

Whether sensationalism or accurate reportage, such books were welcomed
by the literate public. Small though this public was, within a few years of its
first publication, the Libellus Josephi Grunpeckii de Mentalagra, Alias
Morbo Gallico went through five Latin editions and then was translated into
German where it ran to a further two editions. But perhaps more to the
liking of German commercial traveliers was Johannes Haslbergk’s poem
“Von den Welschen Purppeln™ (On the Southern Pox), published in Mainz
in 1533. Under the guise of moralizing abou the dangers of loose women
and syphilis, the poem gave a detailed listing of haunts of prostitutes in the
German lands. With this guide in hand, any male traveller was guaranteed
his night of fun *

Even more rewarding for its author was Syphilis Sive Morbus Gallicus,
published in 1530 by Girolamo Fracastoro of Verona (1478-1553). A
student of philosophy and medicine (in university curricula medicine was
counted part of Natural Philosophy), Fracastoro spent much of his time
pandering to those in high places He was a regular correspondent of
Fernéndez de Oviedo, the self advertised Pliny of savage America. But 1t
was to gentlemen with even greater clout that Fracastoro dedicated his
Syphilis The men so honored were the Roman pontiff, Pope Leo X
(Giovanni Medici), and Cardinal Pietro Bembo. Bembo, a distinguished
Venetian Humanist and a rising power in the Roman Curia, gave Fracastoro
editorial guidance and suggested correctuions that may have reflected his
personal anxieties; the cardinal was a well known womanizer on intimate
terms with Lucrezia Borgia, the daughter of Pope Alexander VI 3 Doubtless
aware of Bembo's sensibilities and possibly also knowing of Martin Luther’s
devastating accusations of moral corruption in the Roman Church, in his
Syphilis Fracastoro managed to avoid mentioning that the illness originated
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in genital contact. His then was an exercise in literary escapism rather than |
2 medical conundrum resolved or a study of sinful lust and moral decay For |
this and other services to Catholic humanity, after 1545 Fracastoro was

appointed official medical doctor in residence to the fathers of the Church a

the Council of Trent. His Syphilis continued in print during the remainder of |
the sixteenth century Meanwhile his essay on contagion (De Contagione et |

Contagiosis Morbis et Curatione) of 1546 quickly fell into oblivion. There
it remained until the late nineteenth century when Whiggish writers sud
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denly saw it as a precursor of their modern ideas about germs as causal
agents of disease.”

Aside from booksellers, inspired authors and guaiac wood monopolists,
venereal syphilis was also a money-spinner for some categories of low-status
health provisioners. Proper medical doctors, possibly aware that their cures
were ineffective and sometimes lethal, tended to send inquiring sufferers off
to barber-surgeons. In London the Company of Barber-surgeons was incor-
porated in 1540.

Within the English metropolis and in most sizeable continental towns,
barber-surgeons’ shops were centers of male sociability. As everyone of any
importance knew, a scabby-faced cripple was a rotter to be avoided, while
a well-formed, well-dressed man with clear skin and freshly trimmed beard
was obviously to be trusted. So finding himself in an awkward situation, a
youngish man about town would take himself to a barber. While there he
might hint that he had developed strange chancres and ask about treatment.
Surviving English evidence suggests that most barber-surgeons recom-
mended a physic containing mercury.”’

Much less is known about the arrangements made by women, but pre-
sumably wives who contracted syphilis from their husbands (or from the
live-in servant boy) first turned to a person in the neighborhood they could
trust, one of the local midwives. An alert midwife would probably recom-
mend that a pregnant woman abort as soon as possible, knowing that if this
were done before the pregnancy was too far advanced she might be able to
have children in the future. Yet the availability of trustworthy midwives
varied very much from one polity to the next. In many of the German lands,
male authority encouraged them to carry on, whereas in England and France
authority delighted in destroying their independence. One reason was that
town fathers hoped to convert the position of midwife into a career suitable
for males.” Thus it was highly unlikely that any French male midwife would
fall into difficulties of the sort which ruined the career of a female midwife
in the Dordogne in 1874. Accused of knowingly passing on her syphilis to
ten of her female patients who in turn infected nine husbands and ten
children, this woman was found guilty by the court in Brive and sentenced
to two years in prison. "’

Until 1909 when Paul Ehrlich created Salvarsan (a not very effective non-
mercury cure), syphilitic gentlemen who were prepared to pay handsomely
were often aware that treatments by barber-surgeons were futile. Unwilling
to give up hope, they would turn to irregular practitioners who claimed to
be able to cure the illness without causing the symptoms which would alert
the client’s spouse or employer, friends or lovers that he was having a course
of mercury treatment.

One of these traders in fear was La Dame Lecadre of Nantes. Typical of
thousands of her kind in early nineteenth-century France, she put out an
advertisement which claimed that: “having acquired the highest reputation
in the treatment of venereal disease, [she] would think that she failed
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humanity if she did not inform the inhabitants of this commune of her
successes in medicine.” Lecadre claimed that her remedy did not contain
mercury, with its tell-tale symptoms of salivation, loose teeth and falling
hair, and that it could be taken by wet-nurses, pregnant women or anyone
else, any time, any place. She advised potential clients that they could find
her on the first floor opposite the staurcase of the Bisson house in the Allée
du Boulanger, confident that “the greatest secrecy can be assured.”™ In
London, duning the same period, a charlatan calling himself Dr Rivers
claimed to have a sure cure for. the pox. Rivers let it be known that he could
be found “at the Golden Ball in Three Kin;s’ Court in Ludgate Hill where
he had 2 light at the door in an evening:”’

Mercury, by happy coincidence, was named after the Roman god of
commerce. As a medication for syphilis it might be rubbed on as a salve, or
ingawd.Thisdone,thepatientwasputinasmmbath or covered with
beavy blankets. These techniques were based on the humoral theory that a
disease poison could be steamed out of the body. Tacked on to this
Hellenistic Arabic theory was the Christian addendum that the agonizing
physical pain caused by the treatmenr; together with its high costs, were a
partial propitiation for sin A course of mercury treatment was regarded as
working if a patient’s gums decayed and teeth dropped out. Loss of eye- |
lashes, hair and beard were also commonly reported, which was perhaps
whyindxesevmwenthcauuryvirilemeneooktoweuringbeardsandlong '
hair to demonstrate their syphilis-free status, until disease reality—masquer-
ading as fashion—required the use of powdered wigs. Fittingly, the mirrors
before which bewigged eighteenth-century gentlemen preened themselves
were made of glass coated with mercury.*

Changes in Sociability, c. 1480 to c. 1750 i
By coincidence, the discovery of Europe by Treponema pallidum coincided |
with the winding down of an atypical societal condition—a temporary |
absence of massive clerical coercion of the sort characteristic of most centu- |
ries before our own. During this brief era of openness (which lasted only
from the 4508 to the 1490s), town magistrates in Dijon, Augsburg and |
several hundred other urban places were able to regard their little societies |
as organic wholes In a way analogous to the human body, they assumed
that each local person had a role appropriate to his or her line of descent,
social status, age group and astral influence As part of their scheme for
the well-ordered life, magistrates established special places for sensual |
pleasures.” |
A brief survey of mores around 1490 brings us firstto a public steam bath. |
During this golden age, municipally regulated baths attracted the patronage |
of university scholars, students, respectable artisans and their wives and |
children. In Geneva, Antwerp or Lyon, on an afternoon a network of |
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married and unmarried friends, male and temale, would meet there in the
nude to wash, converse and lark about. Since the pools were not fully fenced
in, people outside could see what was going on. After 1493, for courting
couples the advantages of this system were obvious; a man seen to have
infected private parts was clearly not fit to marry. Nor was he fit to patronize
a house of prostitution.

On the eve of the syphilis disaster waiting to happen, in scores of towns
with populations of more than 4,000-5,000, prostitutes were the pampered
inmates of municipal brothels. Following fifteenth-century social theory,
these women were kept on hand to provide legitimate outlets for the sexual
energies of male apprentices, young newcomers to the town, and journey-
men who had yet to finish their craft training. In Dijon and other towns in
old Burgundy prostitutes were locally recruited girls from poor families—
sometimes gang-raped in their parents’ house to set them on their career—
known to everyone and a threat to no one. Elsewhere, as in Augsburg and
Seville, prostitutes were usually country girls who recruiters knew had no
feud-prone family in town to protect them. To ensure that all men knew that
the prostitutes were common property available to anyone on request, the
girls were required to wear a yellow ribbon, a red beret or other distinguish-
ing mark when they walked about the town. Any girl who showed a clear
preference for one client over another would be fined by the brothel keeper.
Over time, deductions of this sort might exceed what the girl had earned
from servicing four or five men each day.*

Yet prostitutes were regarded as part of the civic resources of the town.
Writing of the German lands, Lyndal Roper noted that when a great poten-
tate—such as the Emperor Maximilian—and his entourage passed through,
custom held that town councillors invite them to spend an evening in the
brothel. While in Worms in August 1495 Maximilian told the Reichstag that
the new pox was God’s punishment for blasphemous cursing; he did not
suggest any connection between the sickness and whores. Similarly, in
London many quality brothels were on lands in Southwark held by the
Bishop of Winchester. In these pleasant haunts foreign ambassadors and
other important visitors expected to be entertained at the expense of a great
courtier."!

Within the community, municipally sponsored loose women had well-
defined roles on certain other social occasions, such as the marriage festivi-
ties of members of craft guilds. Custom held that prostitutes should capture
the groom and then allow his bride to ransom him, symbolizing his passage
from reckless youth—and nights out in the brothel—to married
respectability.

Though perhaps not entirely aware of it, in an era in which the average
marriage lasted less than ten years before death removed one of the partners,
in using a brothel young males showed their acceptance of a social system
based on gross inequalities in male influence over women. Because of the
fortunes elderly patricians might leave their widows—the power of money—
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men of advanced age who chose to remarry after their wives had died in
childbirth had virtually their pick of young women. Yet the graybeards of
forty-five or fifty who might dip into the local pool of marriageable women
two or three times realized that it was in their own interest to provide callow
youth with centers of sexual sociability where their. passions could be spent
and, as it were, neutralized. According to these careful calculations, it was
not regarded as proper if married, men or priests were found patronizing the
brothel more.than once or twice a year. To ensure that precept bore some
relationship with practice, spies among the women reported errant males to
the town council.

In the decade immediately before the appearance of the new venereal
disease around 1493, the tide began to turn against municipal-sponsored
brothels and steam baths. Among the new pressures not directly related to
venereal diseases was the rapid growth of population in rural areas recover-
ing from the_earlier outbreaks of bubonic plague. Younger sons, who had
been turned out of the natal villages by parents determined to pass the family
farm intact to the eldest boy, took the high road to town to find work. Once
there, though nitially wilung to work for low wages, they often found it
hard to make ends meet and sorted ou their frustrations in the town
whorehouse. Knife fights between low wage newcomers and resident town
youth began to make evenings there less than pleasant.

Uncontrolled immigration also led to increasingly harsh attitudes towards
the able-bodied poor begging for alms. Working in combination with other
factors, these attitudes enabled reforming friars and clerics to liberate
themselves from the naturalistic world view of self-help by Good Works
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which lay people had imposed on them earlier. Determined to reassert |
their authority, they grew more vocal in their denunciations of lust, cupidity |

and vice ¥
Adopting only a slightly different tone of criticism, the Humanists, the
voices of the secular Renaissance, intensified their campaign to educate a

new type of ruler of the sort they mistakenly supposed had been the standard

type 1n the old Roman Empire—literate, historically informed, pious, couth,
virtuous and cwilized Though woolly minded, Humanists could not but
notice that several of the courtiers they had in training were being carried off
by what was taken to be a sexually transmitted disease. One of the youthful
dead was Lorenzo, the Medici Duke of Urbino. When, following the custom,
Lorenzo had climbed into his marriage bed in the presence of his friends it
had been noticed that he had strange boils and blisters on his legs. His wife
Maddalena. later died while giving birth to their only child, innocently

infected, so the rumor weat, by Lorenzo’s French disease. Lorenzo himself '_

died in 1519 at the age of twenty-seven *

Thus after July 1495 when Charles VIII's mercenary host broke up and |
took their infected parts to the four corners of Europe, steam bath operators
and brothel keepers faced growing public awareness of new disease forms,
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both physical and metaphysical. At the physical level was what Desiderius
Erasmus of Rotterdam and his Humanist friends termed the “new plague.”
Writing in 1526 of the precipitous decline of steam-baths in his part of
Europe, Erasmus (then in his early sixties) noted that “Twenty-five years
ago, nothing was more fashionable in Brabant, today there are none, the
new plague has taught us to avoid them.” On the metaphysical level,
harried steam-bath operators confronted the notion being spread by medical
doctors influenced by the teachings of hegemonic Spain that bathing in
water opened the pores in the skin to dangerous airborne things which (or
possibly who) might cause death or sickness. Out in the countryside, reso-
lutely unwashed peasants had known this all along.

The closure of public steam baths in the 1520s and 1530s on grounds of
hygiene (however interpreted) was paralleled by the closure of the munici-
pally regulated brothels. But in this matter, regard for physical health seems
to have run second to regard for citizens’ spiritual well-being. Beginning in
the German lands with Martin Luther in the 1520s and then in France and
Switzerland with John Calvin, the Protestant and Catholic reformations in
religion broke into full flood.

In vilifying the Old Church in a regional polity they had targeted for
takeover, university-educated Protestant reformers often made use of raw
sexual imagery. Openly comparing the Pope in Rome to a syphilitic Great
Whore of Babylon (as in the German Bible turned out by Martin Luther) the
old religion was represented as rotten, corrupt and immoral. To illustrate
the point with local examples, preachers denounced priests who had had
common recourse to the town brothel despite their vows of chastity.
Reformers also chanced to remember that Thomas Aquinas (d. 1274), the
greatest of the theologians of the old medieval Church, had approved of
public prostitution. St Thomas had likened it to a cesspit in a palace, an
essential part of the fittings.*

And so the brothels were closed, in part because they did not fit into
reformed ideas of what could be tolerated in a properly ordered society and
in part, as in Zwickau in March 1526, because “so many young journeymen
have been poisoned with the French disease by prostitutes.”*” Once they had
shut their brothels town councillors were determined to keep them shut if
only to confirm their own righteousness. In Zwickau in 1541, councillors
noted that preachers had often accused them of causing poor people to be
whipped for moral offenses but only lightly fining rich men who had
committed the same offense. Learning that a rich patrician was running a
profitable whorehouse on the sly, they meted out exemplary punishment.
Herr George Wereman was flogged and forced to reveal his low status
brothel-keeping accomplices who—status considerations being what they
were—were then sent into exile.*

In London, the first part of the offshore island fully exposed to John
Calvin’s reinterpreted word of God, reformers noted in the early 15 50s that
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the only officially sanctioned brothels were run by the estate management
office of the Catholic Bishop of Winchester, Stephen Gardiner. Between
1555 and 1558 the same bishop helped his Catholic queen, Mary Tudor,
incinerate more than 300 Protestant martyrs. After Mary’s death and the
accession of her politique half-sister Elizabeth, vengeful Calvinist reformers
redoubled their efforts to reform humankind. They began with brothel
keepers and prostitutes. Undeterred by: whore-patronizing great courtiers
who threatened reprisals, in 1564 London authorities closed down the
brothels on the Bishop of Winchester’s South Bank estate and a few years
later put the special morals court, the Bridewell, into high gear.”

Bending itself to the moral tide it had helped bring into being, the Catholic
Church after 1§63 also cracked down hard on extra-marital sex. In Spain,
neighbors were encouraged to bring information to agents of the Inquisition
so that offenders could be tracked down and reformed. In Toledo, espe-
cially fierce anti-prostitution campaigns were run in 1566~70, 158185 and
160r-5. During those years, similar campaigns took place in Seville, the
gateway to America.”

In summing up the new moral values which touched upon gender differ-
ences and the realm of Treponema pallidum, let us begin with reformers’
ideas about males. If, as university-educated clerics initially held, ordinary
laymen could, through introspection, Bible reading and prayer put them-
selves in possession of all these virtues which women lacked (women being
naturally witless), they obviously would have no need for prostitutes or for
any alternative forms of sex. From this it clearly followed that after puberty,
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in the ten or fifteen years before a man was in a financial position to marry, |

he should remain celibate just as, presumably, Christ had been. First-
generation reformers also reinterpreted Holy Scriptures to prove that God

intended that all men. accept the married state as their behavioral norm. |

Referring to the commandment said to have been handed down at Sinai,
“Honor thy father,” sons were cautioned to pay heed to parental advice in
maintaining moral cleanliness, and when choosing their spouse.”

The Catholic Church, not to be outdone by the Protestant heretics from
whom it intended to win back the whole of Europe, trimmed its sails to the
wind. At the Council of Trent it lent support to greater parental control over
the making of marriages. To enforce its authority over parents, the Church
used what was essentially a new instrument, the téte-d-téte confessional
between penitent and priest.*

As for women, there was not much in the reformed religion for those who t

wanted to maintain a separate sphere of their own. In Protestant lands the
honorable vocation of celibate nun was abolished and with it the notion that
a woman could usefully sezve Christ by withdrawing from the company of
men, or indeed by serving in any independent capacity whatsoever. In
Catholic lands, following the precepts of St Charles Borromeo of Milan,
reformers brought women’s religious orders under the control of bishops.
The same bishops were also coming to control the activities of midwives.
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Building on Aristotelian and Platonic ideas that women were morally,
mentally and physically inferior to men, Protestant and Catholic Church
ideologues (anticipating their nineteenth-century secular successors) held
that all daughters of apple-eating Eve were potential prostitutes, and
that the women who had fulfilled this potential were the agents chiefly
responsible for spreading syphilis.”> Martin Luther set the tone when he
lashed out against “dreadful, shabby, stinking, loathsome and syphilitic
[whores] . . . who can give their disease to ten, twenty, thirty and more good
people."“ The idea that males were equally useful syphilis hosts seems never
to have entered this reformer’s mind.

Following the new ideals of gender, prostitutes were no longer seen as
flowers in the crown of a properly governed city as they had been in the early
1490s; instead they were regarded as petty criminals. Yet prostitution con-
tinued in being, if for no other reason than that poor girls needed the cash.
In big cities, an ordinary prostitute who managed to keep parasitic pimps off
her back could earn as much in a night as she might earn in a week as an
overworked servant in the household of a respectable burgher.”* No less
importantly, urban prostitution also continued because a male clientele was
always on hand. Civil and military authorities had long known that wher-
ever soldiers were billeted, brothels were an easy way to keep them out of
worse mischief, such as burning down peasant villages for an afternoon’s
fun. Brothels also served the needs of young countrymen only recently come
to town who, in order to assert their new-found independence, rather liked
to do something that their parents and clerics back home would consider
nasty and bad.

Thus after the volcanic fires of religious reformation burned themselves
out with the winding down of the Thirty Years War in 1648, advanced ideas
about moral reformation and the need for constant vigilance against “lust”
continued, particularly in the towns. Out in the countryside peasant elders
remained selective in choosing what to absorb of town-based teachings and
what to ignore. Yet it would seem they rather liked the new-to-towns notion
that parents should choose who and when their offspring should marry,
especially since it was virtually the same idea that countrymen had long
been putting into practice.” With this juncture of urban-reformed-new and
peasant-elder-old, the way lay open for the bursting forth of a new form of
sexual authoritarianism.

The Competition for Control

Starting from small beginnings in Switzerland ¢. 1690-1700, then growing
in the 1750s to full maturity in the writings of a Swiss medical doctor who
was regarded as one of the flowers of the Enlightenment, the flat-earth/false
knowledge of the learned few gave rise to the notion that it was better for a
man to turn to a prostitute than to find satisfaction in solitary masturbation.
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Detailed information about the consequences of this exposure to syphilis
remains somewhat sparse, as well it might, given John Graunt's discovery
of the near invisibility of what was a fairly common disease. However,
combings from the past suggest that every year thousands of young men
desperate for sexual release, but scared out of their wits by what anti-
masturbationists said were the ternble consequences of that solitary act,
were driven into the arms of prostitutes. Since the disease bacterium could
not live more than a few minutes outside a human—whether female prosti-
tute or male client—it follows that by providing a continuing flow of hosts,
the anti-masturbation campaign made a major contribution to the mainte
nance of populations of Treponema pallidsm. Let us investigate how this
situation came into being.

Writing in the Pietist tradition of the 1690s a Swiss minister of religion
named Jean Frédéric Osterwald claimed in The Nature of Uncleanness
Considered that without self-discipline in matters sexual a young person
waslikelynogmwuptobeawastrelofnousetoGodorman.Casdgawd
in 1710 by an. anonymous anti-masturbationist for not actually naming
the “uncleanness® of his title, Osterwald was one of many good men
concerned about the future of Switzerland now that the Confederation
had cut its ties with the German Empire. With this political development,
employment opportunities for mercenary soldiers (unwanted village sons)
had dropped off. Accordingly, for cleric Osterwald, the only way forward
lay in rigid self discipline and control. Interpreted in terms of sexual
behavior,thismeantthatuntilsuchtimeasaﬁnllymaturemanenmedinm
late marriage, he should neither masturbate nor engage in any other sort of
sexual activity.”

Among learned upholders of the Great Tradition, what Osterwald was
saying was essentially new. According to a classic text-by Galen, in the
ancient Greek world naive, innocent young men had been taught how to -

masturbate by Hermes (the Greek equivalent for the Roman god, Mercury)

Influenced in part by this precedent, during the Middle Ages the Christan

Church had considered masturbation only a minor transgression. By the
sixteenth century, many parents did not regard itas even this Writing as a
specialist in anatomy and sexuality, Gabnel Fallopio (for whom fallopian
tubestwere named) advised parents to prepare their sons for thewr adult
responsibility to father children by drawing with their hands on the boy’s
penis until it became strong and long. At the court of Henry IV of France,
the king's friends amused themselves by strengthening the manly organ of
the infant dauphin in this way. In 1696 Dr Nicolas Venette of La Rochelle,
author of the popular sex guide Tableau de l'amour conjugal, exemplified
gender differences by claiming that an unattended man could empty his
sperm sack whenever he chose, whereas a woman was burdened with tired
old sexual juices that she could not release on her own.”

In establishing how the anti masturbation campaign came into being (to
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the greater glory of Treponema pallidum) one must not overlook pressures
emerging at the village level. Particularly in regions blitzed by Calvinistic
teachings, medical irregulars able to speak to local people in their own
dialect were quick to appreciate that village elders were keen to demonstrate
their own moral worth by searching out the sexual “failings” of the young.
Yet in selling throwaway tracts directed against self-abuse (usually attached
to a bottle containing some quick cure), wandering irregulars were at a
disadvantage compared to established health provisioners. Whatever irregu-
lars wrote before they were moved on was a one-shot affair that locally
based medical doctors were unlikely to accept as information worth passing
on to their clients. However, the situation would be entirely different if an
anti-masturbationist author could legitimately show that he was a medically
qualified person of good repute.*’

In 1710, a “Dr Bekkers,” who seems to have been a surgeon of Swiss-
German, German or Dutch provenance, published an anonymous tract
called, in English, Onania, Or the Heinous Sin of Self-Pollution And All
its Frightful Consequences, in Both Sexes Considered with Spiritual and
Physical Advice to those, Who Have Already Injur'd Themselves by This
Abominable Practice. And Seasonable Admonition to the Youth of the
Nation, (of both Sexes) and Those Whose Tuition They are Under, Whether
Parents, Guardians, Masters or Mistresses.” The author cited The Nature of
Uncleanness Considered by Osterwald in order to criticize him for failing to
address masturbation by name.

The “Onania” of the title refers to the Old Testament Book of Genesis,
chapter XXXVIII, verse 9 in which Onan either masturbated or withdrew
before ejaculation. In an early Middle Eastern setting where God’s chosen
people were few in number and surrounded on every side by fast-breeding
pagan tribes, the act of casting one’s sperm on the ground rather than using
it to fertilize a Jewish womb could be seen as rebellion against God.

Though “Dr Bekkers” was reluctant to identify himself by name (perhaps
fearing that his clientele would regard him as a libertine and take their
custom elsewhere), in the English edition he let it be known that he could be
contacted at Mr Crouch’s London bookstall. For a guinea, he would send
contrite masturbators some medicine by return of post. Those who wanted
a personal consultation about their problem were advised to report to their
nearest surgeon and “open their Case, which if he be a sagacious Man [as all
proper barber-surgeons obviously were], may be done with a very few
hints.”*' Onania proved to be a popular success and went through nineteen
editions, each one incorporating more letters purporting to be from contrite
masturbators.

In 1756, forty years after “Dr Bekkers” introduced the subject of mastur-
bation into medical discourse, S. A. A. D. Tissot, a fully trained physician
and member of the Medico-Physical Society of Basle, announced in a treatise
also called Onania that men of his rank were now fully competent to
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pronounce on matters of male sexuality. Aware of scholarly proprieties,
Tissot first published his work in Latin. A French translation appeared in
1760 (which ran into difficulties with the French royal censor), followed
then by translations into German and Italian. Thereafter, new editions of (to

ive it its English title) Onanism: Or a Treatise Upon the Disorders Pro-
duced by Masturbation: Or The Dangerous Effects of Secret and Excessive
Venery, were published in rapid succession. Until almost our. own time it
remained the seminal book in medicalized society’s campaign against mas-
turbation. An updated French edition still addressed to parents was pub-
lished in x99r.¢

In understanding why Dr Tissot’s attack on what he took to be an
“unnatural” practice proved so persuasive to literate adults in search of
poweroverodiers,dwhistorianﬁrsttumstothemilieuinwhich it was
pmduced.lnFrance,oneelementind:ismilieuwastheMetcantilistconwn
with declining or static population. Here where the number of the king's
subjects was growing much more slowly than in rival realms, solitary sexual
practices that did not lead to population increase were seen as anti-social.
Undoubtedly contributing to the book’s popularity as well were recent
changes in the structure of the bourgeois family. With the growth of
domestic privacy and inward-lookingness, the command structure of the
nuclear family required buttressing. In attacking the masturbatory practices
of their sons, new-style bourgeois fathers were using a splendid new discipli-
nary tool.® When this tool was fully honed (in the Victorian era),
medicalized fathers were advised to show a masturbating son a sharp knife
to make it clear that part of the offending penis might be snipped off at his
father's whim.*

Tissot, in masturbation the creator of full-blown medical authoritar-
ianism, linked two worlds, the not-yet-dead theological and the still only
partially formed secular-crusader-medical. Born in 1728 in the French-
speaking Pays de Vaud, he was the son of a Calvinist minister and his
Geneva-bormn wife. After studying philosophy at Geneva, young Tissot
had deliberately: chosen the profession of medicine—he trained at
Montpellier—rather than the ministry, claiming that he saw in medicine a
way of helping the poor to live better lives. His first paid employment was
as a medical doctor to respectable impoverished folk in Lausanne. Later he
taught at the University of Pavia where he was instrumentabin setting up one.
of-the clinics pinpointed by Michel Foucault as a birthplace of modern
medicine.*’

Tissot’s recent biographer sees him as a benevolent paternalist in the best
tradition of the Enlightenment. At his most acceptable, Tissor saw his
mission as challenging people “to improve their health by a better under-
standing of hygiene under the guidance of a physician.”® To this end he
published Avis au peuple sur sa santé (in English: “Advice to the People in
General with Regard to Their Health”). The book was soon translated into
twelve other European languages. In it Tissot presented himself as a progres-
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sive physician writing for the benefit of country medical practitioners and
educated laymen who wanted professional advice when confronted by
disease, rather than the old-hat nostrums they would get from charlatans.®*
It seems very likely that because physicians trusted Advice and regarded it as
a practical up-to-date guide, they were also persuaded to accept the veracity
and wisdom of what Tissot said about the horrible consequences of
masturbation.

Some idea of the competition which Tissot’s Onanism faced in his native
Switzerland can be gained by looking at a rival anti-masturbation tract
published in Lausanne in 1760 by a religiously motivated person who
called himself P. du Toit de Mambrini. In De I’Onanisme: ou discours
philosophique et moral sur la luxure artificielle et sur tous les crimes relatifs
de Mambrini cited the scriptural Sodom and Gomorrah and cautioned
young people: “do not abandon the invisible conductor of youth. Listen to
Jesus your Saviour: for the sake of Christ resist temptation.” Using similar
scriptural props, he pleaded with parents to discipline their children against
masturbation, “this infernal epidemic” which “is superior in lecherousness
to the simple and natural act of fornication.”®’

For his part, in Onanism Tissot as learned physician ignored the religious
implications of masturbation. Instead, when setting forth what he claimed
were the consequences of solitary sex, he drew heavily on what “Dr
Bekkers” had written forty years before. According to that earlier tract,
masturbation hindered growth in youth, caused gonorrhea, led to fainting
fits and epilepsy and diluted the male seed needed for procreation. If a
married man who as a youth had masturbated was able to stir himself to an
erection at all, it was likely that the children resulting from this exercise
would be so weak that they would be a “Misery to themselves, a Dishonor
to the Human Race, and a Scandal to their Parents.””

In his capacity as a university-educated medical doctor, about the
only really new thing Tissot contributed to the discourse on masturbation
was support for the old idea, derived from Hippocrates, that since there
was a direct connection between blood supply and sperm supply, masturba-
tion would cut down the richness of blood and lead to “sensible diminution
of the powers, of the memory, and even of the understanding. .. the
organs of generation are hereby enfeebled [other symptoms would include]
bloody urine, loss of appetite, head-aches.” From this other horrors would
follow.™

Soon after the first Latin edition of Tissot’s Onanism appeared, another
Alpine author added his weight to the anti-masturbation campaign. This
was Jean Jacques Rousseau, arguably the most influential of the
philosophes. Among his other activities (fathering children, locking them
away in orphanages and forgetting them) Rousseau was interested in defin-
ing what constituted “unnatural” sex. In Emile (1762), the tract on child-
rearing which everyone in the fashionable world read, Rousseau warned
tutors in charge of adolescents of the need to
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watch carefully over the young man; he can protect himself from all other
foes, but it is for you to protect him against himself. Never leave him night
or day, or at least share his room; do not let him go to bed till he is sleepy,
and let him rise as soon as he wakes. . . . It would be a dangerous matter
if instinct taught your pupil to abuse his senses; if once he acquires this
dangerous habit he 1s ruined. From that time forward, body and soul will
be enervated: he will carry to the grave the sad effects of this habit, the
most fatal habit which a young man can acquire.”

In an early English edition of Onanism Tissot quoted Rousseau’s admo-
nition word for word. But in a social setting in which professional qualifica-
tionswerebeginninstocount,rhmwasagreatdifferemebetween
throwaway remarks about masturbation by a famous literary man and the
considergd judgment of one of the most “enlightened” medical doctors of
the age.

For those prepared to accept the paradigm of pseudo-science within which
he worked, Tissot proved that there was a vital difference between solitary
sex and heterosexual fornication In the case of fornication, the mutual
pleasure (“joy”) this supreme act of sociability gave the two partners
restored any damage that might have been done to the blood system for, as
he wittily noted, “one inspires what the other perspires.” On the other hand,
solitary hands-on sex diminished the supply of bodily juices and put nothing
back in their place. Following this logic—a dubious path that no modem
expert would take—Tissot advised that “masturbation was more pernicious
than excesses committed with women.”” In short, it would seem that for
this member of the medical Enlightenment no less than for his scripture-
obsessed contemporary in Lausanne (P. du Toit de Mambrini), it was far
better to risk hot piss (syphilis) than to masturbate.”

More than a century after Tissot had been called to his fathers in 1797,
the preference for sex with a prostitute rather than solitary enjoyment was
accepted by professional health workers as medically sound. Writing of
advice given him in the late 1860s, a man racked with syphilis recalled
thae

The doctor . . . strongly advised me to drop masturbation. He even. sug-
gested certain houses where I might meet women of a betterclass .. . as a
lesser evil than the risk of disease in masturbation.™

Summarizing what little is known of the situation in Victorian England,
Michael Mason concluded that given the near-universal belief that masture
bation was both evil and unhealthy “it seems likely that there were many
consulting rooms in which relations with prostitutes or mistresses were
cheerfully regarded.” And as recently as 1920, medical doctor J. Charsley
Mackwood claimed that the Moral Purity movement (which was directed
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against all pre-marital sex) had committed a “crime against humanity” by so
frightening young men about the dangers of syphilis that they had taken to
the far more lethal sport of masturbation.”

During the first high tide of Victorian values, England’s headmasters,
another professional group with authoritarian tendencies, initiated anti-
masturbatory campaigns in the public schools (i.e. private schools). Twenty
years later—coinciding with the establishment of the first chair in dermato-
logy and syphilology by the French in 1879—the hunt for masturbators in
public schools moved into high gear. Thereafter in the changing rooms of
the potential rulers of empire, rumors of masturbators being punished by
castration, circumcision or by being locked up in lunatic asylums circulated
freely. After 1870, with the belated establishment of compulsory schooling
at the primary level for all English children, castration rumors began to
circulate among working-class boys as well. Then following the near-failure
of British manhood in the 1899-1902 Boer War (discussed below),
authority figures widened the front of their anti-masturbatory campaign. In
the standard Boy Scout handbook used in the first quarter of the twentieth
century, Robert Baden-Powell claimed that self-abuse “brings with it weak-
ness of head and heart, and, if persisted in, idiocy and lunacy.” It didn’t take
much imagination for a boy to add, following the teachings of the president
of the Royal College of Physicians, Jonathan Hutchinson, “and the attention
of a surgeon’s knife.””

In imperialized Egypt in 1882, doctors in the employ of the British
occupying force held that masturbation caused trachoma, a serious eye
disease that could lead to blindness. Robert Koch, in Alexandria in 1883 to
study epidemic cholera, soon put paid to this fantasy. Placing eye pus from
a cross-section of trachoma sufferers under a microscope he discovered the
Koch~Weeks bacillus to be the causal agent of the disease. Yet it does not
seem that the founder of modern medicine made any attempt to overturn the
curious notions about masturbation inherited from the Enlightenment. As
late as 1899, a medical specialist in the German homeland, Hermann
Rohledler, rehearsed “scientific” arguments to prove that masturbation had
serious effects on a man’s central nervous system.”

In his assessment of such things, Michel Foucault wrote of the use of
specialized knowledge as part of the mechanisms of power and of “the point
where power reaches into the very grain of individuals, touches their bodies,
and inserts itself into their actions and attitudes, their discourses, learning
processes and everyday lives.”* This reaching into the very grain of indi-
viduals did not happen all at once, but obviously it was well underway by
the 1850s and 1860s.

In a recent article entitled “Forbidden by God, Despised by Men: Mastur-
bation, Medical Warnings, Moral Panic and Manhood in Great Britain,
1850-1950,” Lesley Hall discusses the ways in which this entrepreneurial
campaign affected ordinary men. As her database Hall used the
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correspondence sent in between 1918 and 1958 by terrified reprobate mas-
turbators to Marie Stopes, author of a bestseller on sexuality. Though these
correspondents were self-selected and not necessarily a typical cross-section
of British middle- and working-class males, one can assume that they re-
flected general attitudes. One letter sums up the dilemma confronted by the
many men who were keeping populations of Treponema pallidum in being:
aBefore | was married I used to have unions three or four times a night, two
orthreetimesaweekwidldifferentgirlsinthehopeofcuringmyself[of
masturbation] but it was of no use.”™ During these decades Treponema
pallidum flourished as never. before, fed by, among others, terrified mastur-
bators in search of cure.

In Britain beforeWorldWarl,profesaionalmedicaldﬁnkingwassummed :
up in a review of Iwan Bloch's The Sexual Life of Our Time in Its Relation
to Modern Civilization which had recently been translated from the
German HereBlochcalledforanewopennessintheundasmndingof
human sexuality so that young people would not find themselves diseased
through ignorance. English medical professionals would have none of this. |
Writing anonymously in the. prestigious Journal of Tropical Medicine and
Hygiene in 1908, a reviewer concluded:

Thatbooksofthiskinddoanygoodwhenplacedinthehandsofthe
public is questionable. The problems to be dealt with are really how to |
check masturbation during the years immediately succeeding puberty,and |
the means of preventing young men cohabiting with prostitutes. These are |
really hygienic problems of national and racial importance. In Britain {in
supposed contrast with the Kaiser's Germany] we attempt to deal with the |
first problem by encouraging athletics and athleticism in school and
college life. . . Toeeachayoungmantobeproudofhisframeandhis |
physical accomplishments is to divert his atrention from his sexual func-
tions and to favour a physical stater averse to sexual ascendancy. |

. Literature relating to sexual matters is sure of a market, but we have |
lately debarred it even from our public urinals.

Summing up, the reviewer concluded that Bloch’s “The Sexual Life of Our
Temes . . . [is] pernicious literature.* Other contributions to the discourse
which favored Treponema pallidum were lectures like that delivered in the
London School of Tropical Medicine in the spring of 1906. This held that: |

The proposal that young persons should be told the meaning and danger
of promiscuous intercourse and the terrible effect of acquired syphilis |
was dismissed as impractical, and as wholly inefficacious [sic} and |
undeterrent.*

With this, Treponema pallidum and a public condemned to ignorance by the
medical profession were condemned to be partners for many more years.



Syphilis in West Europe and East Asia 147

Treponema Pallidum and the Rise of Mass Society

Just as European anti-masturbation campaigns were grist to the mill of
Treponema pallidum, so too was the nineteenth-century surge in human
numbers. For a world not yet familiar with population explosions the
regional burst of growth seen as most alarming was that which happened in
England and the Lowlands of Scotland. Here between 1800 and 1850,
population doubled. By 1910 it had doubled again to number 40.8 million,
four times what it had been in 1800. More typical of West Europe as a
whole was the situation in the German lands, where between 1800 and
World War I population increased by 240 percent, resulting in a total of
58.5 million. Sweden, with a population of 5.5 million in 1910, had in the
course of the previous ninety years grown at a rate similar to that of the
German lands to the south.*

Also germane to the well-being of Treponema pallidum during the century
1815-1914, when inter-European wars were of brief duration and invading
soldiers relatively rare, was the percentage of population cutting ties with
stable networks of elders and cousins in village communities to become
urban dwellers. In the German Empire it was not until 1890 that urbanites
finally outnumbered rural people. Yet once the balance was tipped, change
was very rapid. By 1914 Berlin had 2.1 million inhabitants, Hamburg 1.1
million and the collection of cities in the Ruhr another million. In Europe
overall by 1910 there were thirty-two urban places, each with a population
in excess of half a million. If at a guesstimate 1o percent of this urban
population harbored Treponema pallidum (because of the stigma attached
to syphilis, there continued to be massive under-reporting), this totalled 1.3
million cases—a very sizeable disease reservoir indeed.*

In a Britain which anticipated by half a century the crash urbanization of
Germany (as early as 1851 more than half the British population lived in
cities), the social cost of urban drift was particularly high. Because of liberal
(free enterprise) ideas about the provision of clean water, sewage disposal
and similar basic urban amenities, life-chances for the unskilled rural young
drawn to the city were considerably poorer than they were back in the
countryside. In the best parts of the “green and pleasant land,” the rural
south-west, the south and the rural midlands, surveys at mid-century
showed a life expectation at birth of around fifty years. In contrast, in highly
urbanized Manchester, Newcastle-upon-Tyne, Birmingham, Liverpool,
Bristol and inner London, life expectancy was less than thirty-five years. In
terms of human perceptions and responses to the threat of venereal disease,
this may well have meant that working-class youths who assumed that they
would die at an early age from tuberculosis or some other urban disease, saw
no reason to trouble with complicated precautions when tempted with pre-
marital or extra-marital sex.*

Among upper-class Britons who took on board the preachings of Herbert
Spencer and later Social Darwinists, figures on life expectancy among the
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unwashed urban masses were of much less pressing concern than were
the periodic reports on army recruitment. During the Crimean War of 1854~
56, medical inspectors rejected as physically unfit 42 percent of town-
bred recruits; rural rejection rates stood at only 17 percent. During the next
half-century, as urbanization and the impact of gentlemanly capitalism
proceeded apace, the reported condition of British men deteriorated
further. |

Between 1893 and 1902 army statistics showed that 34.6 percent of the
national total of volunteers were medically unfit. Presaging what many
feared would become the future norm, far higher rejection rates were found
in major industrial centers than in the countryside. In Manchester (seen as |
the prototype industrial city) at the beginning of the Boer War in 1899, 66

t of the volunteers (8,000 out of 12,000) were judged completely
unsuitable for service. What gave highly placed observers even greater cause
for alarm wasthattherecruicers,whoonemightexpecttohavehadsome
idea of what a healthy Briton looked like, had already accepted as typical
specimens of manhood those Mancunian youths whom medical doctors
later rejected as “walking invalids.” Other statistically based perceptions |
also suggested a nation in decline. In 1845, 105 out of every 1,000 men were
unable to match up to the army’s height requirement of five feet six inches.
This was bad enough. However, by 1900 there was a fivefold increase in
stunted men, with 565 out of every 1,000 failing the army requirement. At -
a time when the politicians and other agents of the gentlemanly capitalists of |
London were creating a white-ruled empire on which the sun never set, it
seemed obvious that the population of the motherland was undergoing some
sort of “racial” decline.

Seen as even worse was the fact that this decline was not a secret knowrt
only to the members of the special committee of the Privy Council setup to |
study racial hygiene. Instead it was part of an all too visible reality which all |
the world could see. During the Boer War when journalists representing the |
world press were present in force, tall, hefty Boer farmers faced British :
enlisted men who were under five feet tall and weighing less than seven stone
two pounds (100 pounds). Confronted with this embarrassing display of |
their pygmy troops, Social Darwinists, eugenicists and publicists of empire |
spoke more and more openly about nationaliefficiency, manliness and the |
need for British adolescents to keep their racial tools clean.” -

In the six decades after 1850 in which intellectuals, school teachers, and |
yellow press journalists created myths of nationalism to replace earlier |
localistic loyalties, the political classes of each nation state were determined |
to confront the threat of syphilis in their own special way. Yet fearing that :
they might be caught short in confronting a disease about which the medical
profession was still in a quandary, each also paid close attention to the 1
venereal disease control measures adopted by its neighbors. Seminal to this |
interchange were developments in France, the country which since the time |
of Louis XIV had been the cultural pace-setter of Europe.




Syphilis in West Europe and East Asia 149

In this however there was a paradox. The France that in 1789 had shown
all the world how to overthrow a political ancien régime, in 1870 still
remained a predominantly peasant society. Though there was much tinsel
and glitter about its court and capital, it boasted a very modest amount of
modern-style (i.e. German) industry. It contained a few large cities—Paris
had nearly 3 million people, Lyon and Marseilles a half million each—but
not until 1931 did more than half the population live in cities.

At the national level moreover, French planners were troubled by the
unwillingness—or inability—of ordinary people to produce children at a
rate comparable to that of rival nation states. In 1898, an expert complained
that

other countries double their population at a good rate: Germany in 98
years, Sweden in 82, Denmark in 73, England in 63, Austria in 62,
Norway in §1, while in France to double population we must wait for 334

years.*

Other sources show that between 1881 and 1911 (when most peasants had
finally been converted from localistic dwellers of pays into proper, national-
istic, Frenchmen) the average rate of population growth was only about o.1
percent per annum, compared to 1.2 percent for Germany and 1.1 percent
for England and Wales. In other words France was expanding at less than
one tenth the rate of its rivals. Though Treponema pallidum may have
played a role in this (aborted or stillborn babies, mothers sterilized by
disease), at the human level it would seem that French adults were unwilling
to serve the State by producing large families to serve as cheap labor in
textile factories, or after 1830 as settlers in Algeria, or as cannon fodder for
dynastic fiascos like the Franco-Prussian War,

In any case, it was in a low-growth France out of step with high-growth
rivals that after 1850-60 a distinctively scientific/pseudo-scientific hysteria
about syphilis was first expressed. Through the agency of international
conferences held in Paris in 1889, in Brussels in 1899 and 1902 and again in
Paris in 1919, this French-generated discourse permeated the medical
thinking of the Western world.”

As the historian Alain Corbin has reminded us, until the mid-18s0s, the
respectable bourgeoisie of Paris, tout le monde, could assume that prostitu-
tion (and associated syphilis) was a problem that only atfected social group-
ings other than their own.” In this perception, the sort of men whose sexual
needs required prostitutes were transients, either urban-based soldiers doing
their seven-year stints, or unmarried laborers from outlying provinces who
came each season to Paris to work and then returned to their pays.

In response to the needs of the armed defenders of the State (the
bourgeoisie were notorious for ignoring peasant migrant needs), an institu-
tion known as Registration was established in 1802. Based in cities with
barracks-housed soldiers, the scheme permitted police medics (usually
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males) to inspect the bodies of prostitutes (females) using a speculum,
popularly known as the State Penis, to determine whether they had syphilis.
The scheme worked to the satisfaction of the political masters during the
first half of the century.

Then as a result of Second Empire prosperity, more and more rural
migrants stayed on to become Pansians and brought their village sweet-

hearts and wives with them. Fashioning themselves into Parisians who

followed a narrowly correct artisan ot petit bourgeois life-style, these new

city-dwellers confined their sexuality to marriage, using coitus interruptus,

abortion or midwives’ teas to keep things under control This conservative |

behavioral pattern gave no cause for hysteria about syphilis.
As a result of this and of the “Haussmannization” of Paris and other city

emmin:hexasos,mgiswedpmﬁmmlostmuchofthcircﬁmlcatdw '

lower end of the social spectrum, Public buildings and spaces had replaced

the tight-packed medieval maze of streets, dead-end alleys, cheap rooming |
houses and tenements in which migrants and workers had formerly lived. |
Responding to this gentrification, wily prostitutes adjusted their marketing

techniques to attract the bourgeois paterfamilias. Bourgeois males proved

wiﬂin&Bmkinswiththecustmnofkeepingonlyawifeformo:herhood.
andamismortwoform.inincmsingnumbendwytooktoﬁnding’-

casual pleasure with jazzed up young working-class prostitutes.
Spotchedtsinb:othelsshowedthatthisncwdimmleseldomusedthe
English-designed protective rubber condoms which had been invented in the

18408, but then, neither did working-class males. Both instead continued to |
believe that douching with water immediately afver coitus would kill off any |
syphilis.” Not until German scientists at the Betlin Academy discovered the

bacterial causal agent of the disease in 190§ was the futility of post-coital

washing recognized by specialists. But because of the medical conspiracy of

silence about disgusting venereal disease, this knowledge was for long kept |

hidden from the general public..

In the mid-r870s, after. the German military had- destroyed the French
Second Empire and sat on the sidelines while, bourgeois Versailles tore
working-class Paris apart (graphically described by Emile Zola), bourgeois
moral entrepreneurs began to mold prostitution and syphilis together into a
coherent ideology of anguish. In this, the leader was Alfred Fournier, soon

to be appointed to the first chair of syphilology at the Hopital Saint Louis. |

Using the professional jargon of the Clinic—which nineteenth-century

patriots and, in our own time, Foucault held made France the medical center’

of the world—Fournier claimed that the third stage of syphilis caused total

collapse of the nervous system and with 1t, insanity Bursting with the pride’

of flat-earth science he asserted that:

It emerges from recent research that syphilis can, because of its hereditary

consequences, debase and corrupt the species by producing inferior, deca-

dent, dystrophic and deficient beings. Yes, deficient, they can be physically |
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12. Sin, syphilis and skeletons. Nineteenth-century
watercolor by R. Cooper.

deficient . . . or they can be mentally deficient, being, according to the
degree of their intellectual debasement, retarded, simple-minded, unbal-
anced, insane, imbecilic or idiotic.”

Accepted across the Channel by experts such as Dr S. A. K. Strahan (who
doubled as a barrister at law) as “one of the greatest authorities upon
syphilis which the World at present possesses,” Alfred Fournier was taken to
have proved that:

Aided by drunkenness, poverty and squalor, syphilis is largely responsible
for that residuum of humanity to be found in the dark places of our great
centres of population, from which are recruited the consumptive, the
scrofulous, the epileptic, the prostitute, the idiot, the habitual drunkard,
the instinctive criminal, and the insane.”

By 1905, Fournier’s son and successor as purveyor of false knowledge
claimed that all the dread diseases to which children and adults were
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prone—chronic masturbation, delifium tremens and tuberculosis—might
have been inherited from a syphilitic ancestor several generations back.
Since the Fournier ideology held that syphilis was carried in a man’s sperm,
medical convention now recommended that before a woman married she
should study her intended spouse’s family photographs and visit living
family members. Her purpose was to discover whether any of them had the
hollowed-out upper incisor teeth that Jonathan Hutchinson identified as a
certain indicator of. syphilis, along with deafness, bodily deformities or
mental problems. [f.any living or dead family member showed evidence of
these, medical wisdom held that they had been caused by hereditary syphilis.
A family carrying this was tainted and, if allowed to breed, would further
degenerate the racial stock of France.™

At a time when anarchists and trade unionists were staging general strikes
(1891), throwing bombs into the Chambre des Deputies (1893) and assassi
nating the President of the Republic (Sadi Camot, in 1894), medicalized

ideologues held that all prostitutes were vindictive descendants of former |

serfs and slaves who, by purposely infecting bourgeots and aristocratic males
with syphilis, were avenging the wrongs done to their kind since the time of
Clovis (fl. 496 cE) Picking up on ideas generated on the other side of the

Alps by Professor Cesare Lombraso, holder in the 1880s of the chair of legal |

medicine at the University of Turin, medicalized moral entreprencurs held |

that the prostitute was ipso facto the product of a debased race—an atavistic

throwback to earlier primitive human types. Cut out by her tainted inherit-
ance to be a prosutute and by temperament unwilling to do any honest

work, her arms and shoulders were stronger than an ordinary woman's, her |

voice deep, her feet prehensile Putting the bourgeois male and debased
prostitute together in an act of unprotected sex would lead to the creation of

a race of degenerate masturbators, syphlitics and alcoholics who would

spell the end of civilization.”

Just to compound the anxiety, and with it the security of their position,
French medical doctors steadfastly insisted on maintaining the confiden-
tiality of consultations with clients Their convention held that a potenual
husband’s medical doctor should never tell his intended bride’s father,

i

brother or guardian that the man was syphilitic. Though the doctor was |

permitted to warn the youth that he should—for the sake of his bride—delay
marriage for the four years it supposedly took for a mercury treatment to
take full effect, the profession refused to seek legal means to prevent young
men from infecting young women

|

Making matters even worse was the bourgeois convention that one never |

talked about sexual matters before a lady Studies of the 11,000 letters

1

exchanged among members of the Boileau family between 1873 and 1920 |
found that sexuality was not once mentioned openly. This leads one to

conclude that if syphilis was the secret plague between 1493 and 1920, the
convention that it should not be discussed in polite society was the Grear
Conspiracy Of this, the only beneficiary was Treponema pallidum.
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In defiance of bourgeois respectability, some French intellectuals pur-
posely spread their diseased sexuality abroad. In 1877—accepting the
Fournier dictum that third-stage syphilis madness would lead a creative
writer to the full flower of his genius—the Norman short story writer Guy
de Maupassant joyfully bragged that he had finally succeeded in catching
syphilis rather than merely gonorrhea. Thereafter he pursued prostitutes
with renewed vigor, laughing in their faces when after copulation he told
them he had just committed them to a life of syphilitic misery. Maupassant
died in a madhouse in 1893. Another syphilitic writer was Gustave Flaubert
(b. 1821) author of Madam Bovary and The Temptation of Saint Anthony:
Or, A Revelation of the Soul. Dashingly handsome in the Norman way,
Flaubert began his sexual adventures late in November 1849 in a back-street
dive just behind the Hotel Orient in Cairo, about a mile from where
Epidemics and History is being written. While doing field research for his
hatchet job on the father of western monasticism (St Anthony), Flaubert
brazenly infected unknown numbers of young Middle Easterners with
syphilis. Intellectuals like him, working in unacknowledged alliance with
power/false knowledge medical doctors at the Hopital Saint-Louis in Paris,
enabled Treponema pallidum to flourish as never before.”

Reflecting on this dire situation from the perspective of the Cairo Confer-
ence on Tropical Medicine in 1928, Dr Payenneville of Rouen (chief city of
the province that had spawned Flaubert and Maupassant) suggested that
the histrionics of Drs Fournier pére et fils had backfired. According
to Payenneville, as a result of their self-congratulatory campaigns, the
French government had declined to create a responsible central agency
charged with bringing syphilis under control. The doctor added that ordi-
nary lay people’s response to what they perceived as medical men’s power/
false knowledge was also adding to the sum of human misery. Rather than
tangle with professionals who claimed to know everything, people of all
classes suffering from syphilis commonly resorted to charlatans.”® By finally
bringing these sociological truths out into the open, Dr Payenneville helped
lay the groundwork for the development of positive policies for the control
of syphilis.

Another avenue was through legislation. Seen by major world powers as
unenforceable, this was occasionally used in peripheral polities. For
instance, in a Norway smarting under its subordination to Sweden and
determined to build up patriot numbers, in the 1860s legislative authority
permitted magistrates to jail people of either sex for three years if they
knowingly infected a partner with syphilis. And in the North American state
on the other side of the Atlantic in which Norwegian immigrants were
particularly numerous in the 1880s and 1890s, men or women who know-
ingly transmitted syphilis were liable to a fine of $2,000 and a year’s
imprisonment. This Minnesota assessment was the highest known anywhere
in the federal union, and if collected, would have been more than the
annual earnings of a general carpenter like my Minnesota immigrant
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Norwegian grandfather (1855-1920). In two other peripheral regions, the
Swiss cantons of Tessin and Schaffhaus, magistrates were authorized to
throw people into prison for three months if they knowingly infected an
innocent party.” In these Swiss cantons, just as in Norway and Minnesota,
authority worked on the assumption that it would be possible, through
legislation, to suppress pre-marital and extra-marital sex, and thus to re- |
establish. “the golden age of innocence” in which as Fournier of Paris had |
put it, “the days of syphilis would be numbered.” Despite its utopian flavor,
this argument did at least.weaken the hold of the old dual standard, by
insisting that erring men and erring women be punished in the same way.'® |
In her celebration of eighteenth- and early nineteenth- century Britons,
Linda Colley confessed that Great Britan's restrictions on women were
harsher than those found in most other parts of the world “Stripped by
marriage of a separate identity and autonomous property, a woman could
not: by definition be a citizen and could never look to possess political
rights.”'® Yet this condition would not endure much longer. In the 1860s,
dmrmmdmdosometbingaboutrheenfommtofmml-disease '
controls among prostitutes, a number of Queen Victoria's genteel subjects
violently hurled themselves onto the political stage. |
A:thatdme,itwasobviouswtheofﬁcialnridahmind(male) that the
effective cause of epidemic syphilis lay in female prostitutes. No one knew |
how many there were. Estimates for London alone run anywhere between |
5,500 and 80,000. Low estimates counted only full-timers known to the
police while the high ones included part-timers (clandestine prostitutes) Yet
uncertainty about numbers did not prevent any gentleman walking about St |
Paul's Cathedral or along any principal.thoroughfare in Westminster on an
evening from being physically jostled by some sort of prosutute. In 1864,
worried about the threat loose women posed to British military might (with |
a VD rate of around 369 per 1,000 servicemen (1]), the government insti
tuted the first of its two Contagious Diseases Acts,™ |
According to this Act, following the lea of the French and Belgians, |
prostitutes in.named English garrison towns were required to register with |
the police The stipulated towns included Portsmouth (navy), Woolwich and
Aldershot (army), and, after the second act was passed in 1869, in the |
cathedral towns of Canterbury and Winchester. Conspicuously absent was |
London, with its listless, loitering aristocrats and statesmen hovering around |
barracks and palace compounds. Within a ten-mile radius of the centers of
the stipulated towns, police moral squads were empowered to arrest any
woman found suspiciously waiting about and to have her inspected with
a State Penis. In class-bound Britain, these loitering woman were nearly |
always from the lower classes. Women who refused to undergo this humili-
ating and—though no one then knew about germs—grossly unsanitary test |
were assumed to be diseased and were carted off to lock hospitals (special
purpose quarantine stations); there they were put to work laundering other
people’s bed sheets. In London where the Lock system did not pertain, good

il
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looking prostitutes were in danger of being brought into mission hostels by
compulsive do-gooders such as William Ewart Gladstone, the liberal Prime
Minister who in 1882 presided over the rape of Egypt.'”

Genteel women in search of a cause soon cottoned on to the sexist, class-
determined nature of 1864-69 style Registration. Drawing on their mothers’
experiences in the anti-slavery campaigns between the 1780s and 1833 and
the Anti-Corn Law League of 1838~46, they organized a campaign to force
Parliament to abolish Registration. From its inception in 1869, leadership of
the campaign fell to Josephine Butler, a woman of means born in 1828 in
Dilston, Northumberland. For Butler and her kind, it was obvious that
women left to their own devices did not need sex at all and that prostitution
was caused entirely by male lust. And given that a sex-crazed male clientele
was always on hand, women might slip into prostitution when they had no
other way to make a living. There was a simple Butlerian solution: create a
world in which working-class women were allowed to find honest jobs with
fair pay. Further Butler dogma held that once married and contemplating
motherhood, a proper woman regarded sexual congress with her husband
as a burdensome duty to be endured, not as an experience to be enjoyed.
Winding up her standard lecture, Butler let packed halls and the world know
that the only reason why prostitution continued to exist was that Members
of Parliament, the judiciary, the morals police and medical doctors were
party to a Great Conspiracy against working-class girls and against woman-
kind in general. Proof of this conspiracy lay in the Contagious Diseases
Acts.

Heir of the universalizing truths of the Enlightenment, Butler rallied her
troops of both sexes by trumpeting the cause of “deliver[ing] the World
from the wound of legalized prostitution.”'™ In the course of the bitterly
fought campaign, which in 188 ultimately led to the repeal of regulated
prostitution, the British feminist cause was born. In 1913, the central
message of this cause as it then stood was summed up by Christabel
Pankhurst as: “Votes for Women, Chastity for Men.” Another Pankhurst
dictum was that “[syphilis] is directly due to man’s defiance of the laws of
nature.”'”

The bill which repealed Registration in 1885 also contained clauses which
ended legal tolerance of pornography and homosexuality. Once it became a
statute, its immediate impact was to encourage the rise of social purity
movements. Calling for the repression of all forms of sexuality, openly
enjoyed, participating groups included the White Cross Societies, the
National Council of Public Morals, the Moral Reform Union, the Boys’
League of Honour and local vigilance societies. After 1901 the cause was
taken up by the Free Church Council. In the form propagated by the FCC
social purity combined revivalism for Christ and sexlessness for youth in a
way reminiscent of the preachings of P. du Toit de Mambrini of Lausanne
in 1760.'"*

Feeding into the ideology of social purity were also several strands of
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subjective, secular medical thought. Within the public health sector, liberals
such as Arthur Newsholme, medical officer of health at Brighton between
1888 and 1908, held that syphilis was spread almost exclusively by “sex-
ually immoral persons . . . enemies of society who cannot be tolerated.” Like
others in the Gladstonian tradition, Newsholme (later knighted and madea
leading member of the Ministry of Health) believed that the only way
forward againstsyphilis was to encourage “moral” and “ethical evolution”
away from “barbarism” towards scivilization.”'” It is obvious that these
sentiments were light years away from the truly scientific, objective observa-
tions of medical doctors like Dr Payenneville, conference participant at |
Cairo in 1928. |
As Charles Darwin had taught, for “evolutionary™ processes to continue
among any sort of creatures, including humans, heterosexual congress
remained essential.'® In light of current knowledge about how syphilis is |
spread,wenowknowthattheonlyeffectivebaniextothetransfaof |
Treponmapallidwnduﬂngpmetrationbydwmaleorganisaninm
rubber condom. To be effective agents of disease control, condoms had to be |
widely available, which in practical terms meant they had to be both cheap
and socially acceptable, with medical doctors and Government strongly
encouraging their use. Unfortunately, in the years before World War I,
neither criterion was met. |
This brings us to the third party who would need to be involved in any
condom scheme: producers/suppliers. Though this issue has yet to be inves- |
tigated in detail, it would seem that negative attitudes again won hands |
down.Usingmodemanalogies,onecanassumethatinsortingoutthe
marketing of their full range of products, B. F. Goodrich, Dunlop and
other rubber companies found that profits from one pair of rubber bicycle |
tires or from two pairs of automobile tires were larger by far than profits
from several score packets of condoms. The principle of bottom-line cost
accountancy being as important then as it is now (as Congolese rubber
harvesters facing extinction in the heart of darkest Africa had reason to |
know), it-seems that rubber companies decided that it was not worth their
while to attempt to educate the public and the medical establishment in the |
role of condoms in preventing disease. Taking the road of least resistance
and of. highest profit, they conducted their civilian marketing campaigns
accordingly.'” '
Brand-name vehicle tires were a part of the distinctively modemn context |
in which opportunities for Treponema pallidum to propagate were likely to
arise. While on their bicycles (in the 1890s) or in an automobile (in the early
teens of the twentieth century) young people would find themselves together |
in quiet, isolated places, blissfully ignorant of the life-preserving techniques
useful in tight situations. In such matters, medical doctors still offered no |
counsel.
For her part, Marie Stopes, in 1918 virgin author of a widely acclaimed
book, Married Love: A New Contribution to the Solution of Sex Difficulties, |
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effectively ignored the existence of condoms. Stopes’s ideology of “joy,”
held that decent people would confine their sexuality to marriage. She also
held that a loving husband would do nothing to impede the flow of his
sperm into his wife’s vagina. The one birth-control practice Stopes actually
named, so as to discourage its use, was coitus interruptus. This technique of
course had absolutely no impact at all on continuing high rates of syphilis
infection, since it was the contaminating juices coming from sores on the
man’s penis rather than the sperm he ejaculated from the aperture at its head
that spread the disease. Other Stopes dicta were that

It should never be forgotten that without the discipline of control there is
no lasting delight in erotic feeling. The fullest delight, even in a purely
physical sense, can only be attained by those who curb and direct their
natural impulses. . . . Only those actions are worthy which lead the race
onwards to a higher and fuller completion and the perfecting of its

powers.'"’

In the 1920s, the years immediately after the holocaust of World War I—
in which 10 million European males were machine-gunned or otherwise
exterminated—Marie Stopes’s book was regarded as the only sensible sexual
advice literature suitable for decent persons. Given the extent of its avail-
ability and influence upon the lay reading public, it was tragic that Stopes
did not mention condoms or the need to prevent the transmission of syphilis.
Other moral campaigners less enlightened than Stopes (relative to the times)
were openly hostile to “french letters,” seeing in them a gratuitous encour-
agement to vice. In this, the enfranchised populace, on which the fate of
elected ministries ultimately depended, seemed to agree. As late as 1923,
the British government intervened on the grounds of obscenity to prevent
women activists from distributing pamphlets containing information about
contraceptive devices including the condoms which would have prevented
the spread of syphilis.

In retrospect, it is now known that Government was in fact back-tracking
on what had been a very real earlier advance. During World War I, when it
had been obvious that the fate of Britain hinged on keeping its military
forces in fighting trim, the army had included condoms in every soldier’s
basic kit. Yet with the return of the proprieties of peace, and knowing that
every five years (or less) it had to face the British voter, Government again
adopted the politically safe stance of social purity. This movement had come
into being two generations earlier.

In Britain, the triumph of what Ronald Hyam terms “neurotic puri-
tanism” had coincided with the full ripening of working-class consciousness
in the 1890s.'"! Here “manliness” consisted of having a job that paid well
cnough to allow a man to keep a wife at home employed in “separate
sphere” tasks as mother and housekeeper. Terrified by the middle-class anti-
masturbation propaganda they had absorbed in school changing rooms and
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playgrounds during their early adolescence after 1870, but slow to adopt
middle-class ideas about limiting family size, most English working-class
males found companionship with their mates at the pub. Binges there tended
to become nightly affairs during their wives’ frequent pregnancies or while
their. wives were recovenng from an abortion—the favored working-
class form of birth control. After a five-and a-half day working week, taking
his ease on Saturday afternoons, Dad and his mates would go off to Asso-
ciation Football or some other spectator sport. Then, befuddled with drink,
dteywouldendupinawhorehome,gristtothemillofTreponm
pallidsum.'"

Wherever working-class Mum ruled an English household, sons with
spunk were seldom found at home. In school they learned nothing about
protecting themselves against syphilis and as school-leavers still ignorant of
thebasicﬁactsoflife,weregoodcandidatesforaboutofpox:Whenthey
showed the initial symptoms, they, like their fathers, were likely to turn to
“ignorant vultures who . . . feed and grow fat on the weak, the credulous,
and th: ’ignomnt”—the patent medicine dealers, the charlatans and medical
hacks.

In the German lands, women's consciousness of womanliness took forms
quite different than those found in Britain. Here where two-job families
were common, German feminists were particularly concerned about the
provision of criches for working mothers. Typically in fin-de-siécle Vienna,
40 percent of the women had full-time jobs and an additional 40 percent
were in part-time employment. Though it is difficult to prove—syphilis was
everywhere a stigmatizing disease to which no one readily confessed—it
would appear that German husbands, teenage sons and daughters were less
likely than their English counterparts to be driven out of the house by
nagging wives and mothers into the arms of partners in casual sex bearing
Treponema. pallidum. This supposition s in line with the linkage the
German pioneer sociologist, Max Weber, drew between meaningful employ
ment and assessments of self-worth,'"

[t would seem too that the now unified German state, looking over 1ts
shouldet at the pathetic efforts of France in the.wake of its military defeatin
1870, recognized that the syplulis scourge was a challenge which any Ksdtur
that regarded itself as modern must confront head on by ditching the old
head in-sand ostrich approach. In any case, it was German experts—Fntz
Schaudinn and Erich Hoffmann—who in 1905 first discovered the causal

agent of syphilis. In the next year, another German, August Paul von

Wassermann, applied practical science to a pressing social need by devising
a test for non-visible syphilis. The creanon of the Wassermann test was
followed in 1909 by Paul Ehrlich’s (another German) discovery of
Salvarsan, a sometimes effective arsphenamine which had none of the ters
rible side effects of the mercury treatment used by both charlatans and
medical doctors since 1493.'"

In the course of and immediately after World War I, European govern
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ments decided to use Salvarsan and the Wassermann test to prevent what
French experts warned would be the further degeneration of the white race
through hereditary syphilis. With the coming of peace in 1918, at govern-
ment level there was some discussion about what to do next. The alterna-
tives were seen as (I) setting up massive education campaigns about
condoms (an idea which obviously would infuriate social purity cam-
paigners); and (2) adopting a curative program for the disease—which only
an enlightened few realized it was no longer necessary to contract in the first
place. It was the second course which won through.

According to theory, these new clinics were to provide all comers with
free, confidential care. In practice, the real test was the sort of treatment and
medical response “all comers” actually received. In such matters the positive
pace-setter was the kingdom of Belgium (half of whose cities had been
levelled by the German war machine). Serving a population of fewer than 8
million, by 1923 Authority had established some 400 clinics, roughly one
per 20,000 of the population. The Belgian clinics were required to function
at times of the week and in a manner that suited the practical needs of clients
rather than the convenience of medical doctors, who were accustomed to
clinical work schedules running from ¢ a.m. to 5 p.m. By the r930s,
Belgium’s enlightened policy was contributing significantly to a marked
local decline in the incidence of syphilis.''

Token progress in this direction was made in England. Here before 1917
no formal medical provision for VD treatment had existed for the bulk of
the population, those civilians dependent upon local health authorities or
the Poor Law. However, following the shift in government policy which was
intended to make England a “home fit for heroes,” a network of VD clinics
was established. By 1920, 190 state-supervised treatment centers were in
operation, roughly one for every 200,000 people. Yet difficulties remained.
As David Evans has recently shown, in addition to the inadequacy of
provision for women (men patients outnumbered women by 3.5 to 1),
English venereal disease doctors, nurses and clinic staff generally regarded
their patients as depraved sexual offenders. This attitude among carers,
together with the scruffy squalidness of most clinics, tended to put patients
off. Though a series of treatments with Salvarsan required eight separate
visits, fewer than 8 percent of the patients who reported for initial treatment
ever bothered to return. Of the 92 percent who stayed away, some few may
have enjoyed remission from the disease for no known medical reason but
most continued to be infective. Thus, in England, with less than a tenth the
number of clinics per capita found in Belgium, and with the dominance of
the social purity ethic in those few that actually did exist, the syphilis
situation remained explosive.'"”

North of the border in Scotland, where some clinics were established, the
immediate post-war situation was marginally different. Here a cadre of
surgeons and clinicians eager to serve as pioneers of medicalization a la
mode moderne persuaded members of the UK Parliament (in Westminster)
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to introduce a bill for compulsory notification of VD. Within Scotland
opposition to the bill came from social purity groups, concerned that it made
no mention of moral reformation, and from doctors in private practice
worried about creeping statism. In the end the bill was killed on its second
reading in the Commons on the initiative of a man not known for his skills
inmognizingpomﬁalfordisasrerwhenitsmredhimintheface,kime
Minister Neville Chamberlain."*

If medicalization proceeded slowly in the English and Scottish kingdoms,
progress was even slower in the Freach republic. At a time when birth
rates continued to be low, effective syphilis control was hampered by the
lack of mutual trust between young urban working-class people and the

in command of the nation state; it was these old men who had
broughtFranceneanodefeatinworldwar,allthewhileinsistingoncitizen
discipline. Though the Third Republic did establish some free syphilis
clinics, at the rate of one clinic for every 200,000 citizens, this was far short
of the number needed to bring the country into line with exemplary
ijum"’Yetasmiahtbeexpected,insuchmam:herewasasp&ial
French:way.

[n-the absence of full-scale commitment to medical care for the masses,
French inter-war authority resorted to high-profile scare campaigns that
stressed the virtues of abstinence from sex rather than how much fun sex
mightbeifoneusedacondom.'lheseiamd-upsocialpuritycampaigns
gobbled up hugh budgets, but probably did litdle to contain syphilis. Quétel
quotes alarmist figures put out by the Ministry of Health in 192§ which
claimed that one French person in ten was syphilitic and that 80,000 were
killed by syphilis annually; 20,000 of these reputed victims were innocent:
children. To drive its anti-sex awareness message home, the government
patronized the popular press, radio broadcasters, film stars, actors and wall-
postering companies.

Financially rewarding though all this was for media and entertainment
types, it was not calculated to encourage ordinary young women and men to
touch, to kiss, to make love, to marry or to have children. Neither did 1t help
persuade them to trust Authority. Instead, afrer dusk in Paris, bored young
men not satisfied with abstaining from masturbatng at home (least they join
the ranks of the masturbatory mad), often took themselves off to dark spots
in the Bois de Boulogne to find sex with people they need never see again
There were similar haunts in most provincial towns. All this was continuing
grist for the mill of Treponema pallidum.'

One policy alternative open to fully authoritarian regimes was established
in Adolf Hitler's Germany after 1935 Under the Nazis, preparatory to
marriage both parties were required to undergo a Wassermann test. Either
party, if found to have syphilis, would be sterilized. People bearing the traits
of inherited syphilis (earlier defined by the Fourniers pére et fils) were sent
off to euthanasia camps. To the same destinanon was sent anybody who
knowingly infected others with syphilis. In the interests of further moral
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reformation, the brothels of Berlin and Hamburg which had given the
Weimar Republic its tinselly sparkle were ruthlessly closed down. In moves
somewhat more life-enhancing, wives were encouraged to give up their
professional careers and remain at home to breed tow-headed children
for the Fatherland. Updating Jean Frédéric Osterwald’s ideology of self-
discipline, the new young were enjoined to take long walks and cold showers
when not keeping their animal passions under control by reading Immanuel
Kant and the Stoics. Meanwhile fewer and fewer people with Hutchinson’s
notched incisor teeth, collapsed noses or other tell-tale characteristics of a
syphilitic seemed to be about.'?!

In a West Europe blighted by the coming of the second global war, the
survival prospects of Treponema pallidum were little altered until the mid-
1940s. Then all at once penicillin, the one-shot fix against syphilis, became
widely available. So too did rubber prophylactics, following their introduc-
tion and widespread use among World War II servicemen. By the 1950s,
the two interventions working in tandem—condoms to prevent, penicillin
to cure—encouraged a now fully scientific medical profession to think that
syphilis might be eradicated. Unfortunately (for humankind) the disease
which had first mutated itself into being within European hosts was not to
be conquered so easily. After around 1948, the decline bottomed out, and
incidence again began to rise. As of this writing, within its European home-
land, Treponema pallidum still lives.'?

Syphilis and “Sypbilis” in China, c. 1860 to 1965

Historical accounts of syphilis and Construct syphilis in China until the year
1965 hinge on two variables. The first concerns perceptions of the incidence
of venereal syphilis on the one hand and of yaws and endemic syphilis (bejel)
on the other. Actual incidences of any of these diseases are, of course,
unknown and unknowable. Much more accurate information however is
available about the second variable. This I take to be the rise and peaking of
negative western attitudes about China; in short, Sinophobia.'?’

In western-language reports—in which nothing is quite what it appears to
be—interest in Chinése syphilis began soon after the Taiping Rebellion/
Revolution of 18 50-64 left 20 million Chinese dead. Riding on the shirt tails
of the armies which had proved that western weapons were infinitely
superior to Chinese, ideologically motivated missionaries and medical doc-
tors set up compounds in treaty ports along the coasts and along inland
rivers. Many of these enclaves remained in western hands until the Commu-
nist takeover in 1949.'*

For “respectable” Europeans in China after 1860 (thus not counting
sailors who deserted their ships and “went native”), omnipresent “venereal
syphilis” was a distinguishing mark of the Chinese “Other.” Given the
obvious weaknesses of the old order—the prevalence of warlordism in the
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provinces and the absence of a central authority enjoying the Mandate of
Heaven—European attitudes could not but affect the way in which future-
orientated Chinese medical personnel regarded their own society and their
own traditions.

Ironically, until around 1850, Treponema pallidum had excited far fewer
tensions in China than it did in Europe. Arriving in the bodies of Europeans
coming in by sea to Canton in 1504,ithadfounditselfinaneaxly 2,000~
year-old polity which encompassed a quarter of humankind. For a century
or so after, “plum-tree poison™ came on the scene, the Celestial Kingdom
continued in reasonable health. At the central and local levels, government
wasmthehandsofMandarins,anon-hmditarymalebumucracywhohad
beennainzdintheConfucianethxmluadidon.msethicgvehighpﬁoﬁty
to stability, order, cohesion, respect for the ancestors and for the living
(male) head of the family. Yetitwasonlyoneofdneeethicalsyms;the
second, Buddhism, need not detain us here. The third, Taoism, was of
considerable importance since most Chinese medical practitioners were
adherents either wholly or in part.'*

Taoism was concerned with enhancing Man’s control over Nature in all
its many forms. [mdevomesindudedbridgebnilders,arﬁsts,cmﬁsmenmd
creative: professionals as well as medical doctors. Taoists were proud of
dleirabﬂitytoworkwiththeirhandsand.inmmsofsodalesteem,were
manbemofthemiddlemu.kankinsabovethemweredxemndarins
(literati who entered their high-status jobs by passing rigorous examina
tions) and the producers of food, the peasantry. Below them were lowly
soldiers. Chinese merchants (based largely in the cities of the South) were
also seen as low-status beings who produced nothing for the common good
but only sold for theic own profit what better men had made. Since the
majority of Europeans in the treaty posts after 1860 were either soldiers or
vendors of something, their already strong antipathy to “John Chinaman”
was, to say the. least, exacerbated by the low status of their local
counterparts.

Young Chinese males' intending to become Taoist health provisioners
crained under a senior practitioner, very often living with him in his house.
Apprentices learned that if. different cures cleared the same disease, they
should use the onesmost fitted. to local arcumstances. Characteristic of
Taoist concern with the health of the body and of the sexual glands was a
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written injunction that boys from the age of fourteen on should ejaculate

twice daily (no hang ups about masturbation here).'* After Treponema
pallidum arrived at Canton and began-fo spread among townspeople,
Taoists talked in militant terms of bodily defenses, fortifications and bullets.

Not having any magic bullets themselves, their treatments included mercury |

and possibly arsephenamines and were just as effective as any treatment |

European missionary doctors had at hand.
With their ingrained habits of applied empiricism, Taoist practitioners
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were free of any notion of an ultimate, unitary truth.'”” In another, more just
world than planet earth, pluralistic, pragmatic Taoists would have come
into direct communication with Sir Francis Bacon while he was creating his
great empiricist system the Instauratio Magna (The Great Instauration).
As it was, the seventeenth-century Lord Chancellor knew nothing of the
Taoists, and they nothing of him.

In the decades after 1700, for reasons having more to do with moral
politics than with medicine, leading Taoist practitioners were blighted by
the sterile, yin-yang opposites of Confucian teaching. Paul Unshuld uses the
telling analogy of a great tree whose roots have been cut. Though the
potential for new life was gone, the wood in the trunk and branches
continued in being, serving useful purposes.'”*

Frank Dikotto has drawn attention to the special contribution made by
the discourse of race in the medicalization of China. Typical of the discourse
was a statement sent out of Hong Kong in 1887 by Patrick Manson, the man
who went on to become principal founder of the School of Tropical Medi-
cine in the capital city of the British Empire. According to him:

Those who have been, even but a short time, in the country, know what
a wretched thing native medical practice is. And no wonder. There is no
educational system. It is chosen more as a trade. A man buys two or three
books and begins to practice. It is possible that here and there may be a
man of great natural talent who may know something and may at times
do good. But the body of the profession, if we may dignify it with such a
name, are as ignorant as they are dishonest.'”’

Four decades after Manson penned this scathing indictment of Chinese
medicine, Sir Donald MacAlister, MD, president of the General Council of
Medical Education of the UK, had this to say:

A hundred years ago no human enterprise could have seemed more
hopeless than the physical and spiritual transformation of China. Millions
were in soul and body sick until death; but the science of healing was
unknown, while its native practice was discredited, and indeed
discreditable.'*

But writing in 1921, MacAlister was encouraged to find that things were
looking up now that Chinese students were coming forward to attend
western medical schools of the sort which Patrick Manson had established
in Hong Kong.

However, when it came to syphilis, Chinese interns and trainees in these
medical schools found their western mentors an embarrassment. Impervious
to the idea of cultural pluralism (born in late eighteenth-century Prussia), the
self-selected western medical personnel who went out to China had known
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before they set out that venereal syphilis was eating into the life-blood of the
Chinese people. In fact, what they were perceiving through their western
cultural filters was Construct syphilis."”*

Living in 1921 under the revolutionary Chinese regime that had succeeded
the Celestial Kingdom, the western medic W. W. Peters advised readers of a
leading journal that statistical studies had convincingly proven that venereal
syphilis was China’s leading cause of death. Other studies undertaken in the
r930s claimed-that there.were some 30 or 3§ million syphilitics in rural and
urban~China, getting on for 10 percent of the population. Taking these
figures at face value, a modern writer could claim that “VD in China
represented a much more serious problem than in the West in the same
period.”*® Yet as we know, in any statistical survey, the ideological compul-
sions behind the collection of the data are of real significance.

Asjosetheedhampointedoutmanyyearsago,wmmconceptsofsin
and guilt were conspicuously absent from the great ethical systems of China.
Working. within the rules provided by these systems, ro percent of the
families were headed by polygamous males.'” Finding the implications of
this conjunction of sinlessness and polygamy troubling, western missionaries
decided to strike directly at the point where the life forces of the Chinese
present (sexual congress) created the Chinese of the future. Borne up by
news that social purity movements back home in Europe and North America
were having considerable success in banning all forms of sexuality outside of
monogamous marriage, western missionaries decided to tackle what they
saw as a key element in the Chinese world, namely female prostitution.’>

In China, as in mid-fifteenth-century Europe, prostitution was seen as an
acceptable way for a poor girl to make a living. Sent by her rural parents to
a town in the expectation that she would maintain them with the money she
sent.home, a young woman in service might become a courtesan skilled in
singing, dancing and vaginal maneuvers and appear in the entourage of a
high dignitary of state. Less talented girls might end up as common prosti-
tutes under the control of a manager. Yet even these humble prostitutes
knew that they would have an honorable retirement. In China, no stigma
was attached to the profession.

Typical of the European response to what was in western eyes “the slavery
of prostitution” was a petition which Mrs C. B. L. Haslewood, wife of a
Bricish naval officer stationed in Hong Kong, sent to the Colonial Office in
1919. Her diatribe was written at a time when 20 million peasants in the
north of China were starving, following a drought and continuing lawless-
ness in the countryside. Under these circumstances, as any sensible Chinese-
person would have been able to point out, peasants fortunate enough to
have daughters to send as prostitutes to southem cites might, through
remittances sent home, just manage to survive. The others would starve to
death. Perhaps aware of the complexities of the situation, Colonial Office
mandarins in London made soothing noises to Mrs Haslewood, but did
nothing. They were probably also taking into account that the Chinese
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central government had joined the Allied war effort against the German
Kaiser and was, in formal terms, an ally.'"

In early post World-War-I Shanghai, working under the auspices of the
British, American and French “concession,” well-intentioned western
doctors set themselves the task of determining the incidence of syphilis
among Chinese social groupings, using the new Wassermann test. At that
time, even in advanced European countries, there was much confusion about
what Wassermann testing could achieve. Writing of Scotland in 1927, an
official complained of “the technical inefficiency, the slip-shod methods, the
antiquated notions, the degree of ignorance” of most medical doctors with
respect to syphilis [and testing].'* Indeed as recently as 1993, WHO experts
agreed that yaws, endemic syphilis and pinta “are characterized by a positive
serologic test that cannot be distinguished from the positive test caused by
venereal syphilis.”"*" Of course in the early 1920s, this lack of differentiation
among the treponema diseases could not be generally or publicly admitted,
for that would question the pretensions to scientism, the quality most
distinctive of western medicine, and indeed of the West’s own image of
itself. Another unacknowledged difficulty facing the inter-war Shanghai
Wassermann testing program was that much of the actual work was done by
culturally sensitive Chinese interns.

The results were interesting for reasons which have little to do with
“scientific medicine,” but which nicely demonstrate how important it is to
take disease constructs into account. In the Shanghai test, high rates of
venereal syphilis were found among soldiers and merchants, middling rates
among craftsmen, pedlars and artisans, and low rates among teachers,
clerks, professionals and students. Not by coincidence this ranking was
identical with the pecking order of rank, respect and esteem in classical
Chinese society. People in the most honorable niches—learned professionals
and students—necessarily (as managed by Chinese interns) had a far lower
incidence of what westerners taught was a shameful disease than did
members of the lowest social orders: merchants and soldiers. Unaware of the
fundamental social conventions of the country in which they lived, the
Shanghai mission doctors never cottoned on to what was happening.'*

At a time when the Chinese political nation was on the verge of dissolu-
tion and the tap root of its culture had been cut, young Chinese medical
doctors such as Sun Yat-Sen (instrumental in 1911-12 in overthrowing the
ruling dynasty and replacing it with a republic) recognized the urgent need
for root and branch modernization to prevent China from being entirely
gobbled up by Europe, America or Japan. Among other areas of thought
which the intelligentsia decided needed urgent attention were attitudes
towards disease. So it was that in the 1930s, the Communists (then the wave
of the future) recognized and accepted syphilis as the disease which best
symbolized Chinese decadence, moral inferiority and subservience to the
West.'?

Soon after they seized power in 1949 the Communists followed this
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argument to its logical conclusion and undertook a syphilis eradication
campaign. They began with urban brothel keepers. Branded as “scoundrels,
drug peddlers or gangsters [they] were dealt with directly by the angry
masses [of the risen people of China].”"* After this purge was underway,
cadres of government inspectors circulated through the countryside areas
and the inner provinces with printed forms politely asking everyone to
answer questions about recent skin infections, chancres, sores and the like.
IMiterates who might have trouble with the form were told to ask their
lirerate neighbors to help them fill it out.

And so, under the guise of 1dentifying syphilitics, feuds between neighbors
that had been festering for generations were decisively settled in favor of the
licerate. What was done was to mis-identify as venereal syphilis what in
Mongolia and other inner areas was probably endemic syphilis (non-
sexually transmitted) and in coastal areas probably yaws (also non-sexual).
During the great clean-up of what was in fact largely Construct syphilis, the
official Communst party line was that enormous quantities of penicillin
were used in treating and curing patients Going further, the Party claimed
that production of penicillin was so successful that China was able to export
a surplus to less well provided parts of Asia. By 1964, with vast stores of
surplus penicillin still on hand, the Communist government was able to
boast that, “active venereal disease has been completely eradicated from
most areas and completely controlled throughout China.”'*

In the context of a People’s Republic determined to wipe away what it
pemeiwdasthzdecadenuofdwpmbyasinshgreatpumitmukzly
that in order to die from venereal syphilis during the campaign it was not at
all necessary to be infected with Treponema pallidum. Instead it was quite
enough.to have earned a reputation among the cadres as being an anti social
troublemaker, in other words, a Construct syphilitic. Twenty-five years after
the kill or cure campaign ended, people from the outside world began to
learn of brimming graveyards along the road between Beijing and the

airport

In the official Chinese interpretation of what happened in 1964 (“syphilis
has been completely eradicated”), what was important was that the “plum
tree poison” which had first been brought in by the West and then used
by the West as the symbol of Chinese animal sexuality had been banished by
the Chinese themselves from the Chinese earth After its eradication—by
whatever. means—all mention of venereal syphilis was removed from
medical students’ texts Within the People’s Republic, study of syphilis had
become irrelevant.'® As of 1965, it was only beyond the fringes of civiliza
tion where Others dwelt—in Europe, America, Africa—that stigmatizing
syphilis continued 1ts destructive reign '




5 Cholera and Civilization: Great
Britain and India, 1817 to 1920

The greater part of the world has, properly speaking, no history, because
the despotism of Custom is complete. This is the case over the whole East.

John Stuart Mill, On Liberty, 1859

Introduction

Cholera emerged in epidemic form in India in 1817, and after an initial
false start, arrived in Britain in 1831. Coinciding with these happenings,
the private trading firm known as the East India Company (which had
conquered Bengal in 1757) undertook further diplomatic and milicary
maneuvers to bring the remaining provinces of the subcontinent under its
sway. In this it was uncommonly successful. Thus came into being a situa-
tion in which a single London and Home Counties based ruling elite was in
command of two very different, cholera-stressed societies.

In the course of the nineteenth century, Britain lost an estimated 130,000
of its resident subject people to five cholera epidemics, each of which, after
1848, claimed fewer and fewer lives. During the same century and first
quarter of the next, India lost in excess of 2§ million of its people to the
same disease. Even more striking was the fact that while England’s cholera
mortality rates moved steadily downwards, those of nineteenth-century
India dramatically increased. In 1900, the most disastrous of the years for
which statistics had been kept, cholera claimed the lives of upward of
800,000 people, 163,889 in the single provence of Bombay.' These vastly
different totals of cholera dead, relatively small in Britain, absolutely enor-
mous in India, can in part be laid to the accidents of chance. Yet the role
of human agency cannot be ignored. Indeed, as I see it, it is central to the
whole issue.?

As almost every school-leaver should know, the Prussian bacteriologist
Robert Koch completed his investigations into the nature of the bacterial
causal agent of cholera (the comma bacillus) in water-tanks in Calcurtta in
1884. With the discovery of the role played by the human gut in the life-
cycle of the Vibrio cholerae, and confirmation of the vital importance of
water in the transmission of cholera through infective human wastes, the




168 Epidemics and History

way was clear—in theory—for containment and control of the scourge. At
the micro-level, all that needed to be done was to isolate affected patients
and every bit of the fecal matter, vomit, urine or sweat they expelled. These
tasks could easily be performed by illiterate locally born health provisioners
under the general supervision of competent medical authorities, provided of
course there was mutual trust. Unfortunately, as we will see, in British India,
until well beyond the third decade of the twentieth century, none of the
preconditions necessary for the containment of cholera was present, in the
form either of personnel or of mindsets.

Writing' in 1994 about the role of ideology in the making of the Raj,
Thomas Metcalf affirmed that “As a people. .. the British have always
eschewed grand . . . theories in favor of ones perceived to be derived from
empirical observation, and from John Locke onward, they insisted upon the
value of experimental modes of understanding.” Recognition of this was
hardly new. In 1889, a decade before India’s worst cholera crisis, a percep-
tive English-educated outsider resident in the kingdom bewailed “our mon-
strous worship of facts.”

Throughout the cholera era, the idolatry of facts was tenaciously main-
wained by those politicians and puppets of the gentlemanly capitalists of
London who were directly concerned with the Development of India. For
our purposes it must be pointed out that worshippers also included many—
perhaps most—upper-echelon officials in the Indian Medical Service (IMS).
During any crises which threatened or actually involved cholera, their
invariable response was based on the “facts” and “scientific truths,” which,
as | see it, were better suited to the requirements of Development than to
human control over the disease environment.*

Whether openly admitted or not, Development itself was intended solely
as 2 means of providing London with an uninterrupted flow of dividend
returns on capital investment. Impacting most heavily on the ability of
cholera to slaughter millions were gentlemanly capitalists’ very substantial
investments in irrigation, in railways and port facilities and, equally deci-
sively, the near absence of investment in public health.’

Writing a generation ago, Charles Rosenberg suggested that cholera was
“a tool for social and economic analysis” of nineteenth-century Europe.
More recently, Bill Luckin has written of the need for rigorous con-
textualization in establishing the “epidemiological past” of earlier disease
crises. Equally germane is the novel written by a former British colonial
officer in Asia, George Orwell. In Nineteen Eighty-Four, Orwell makes the
immensely valuable point that whoever controls the present, controls the
writing of the history of what went on before, and that this reconstructed
“historic” past legitimizes the rulers currently in power.®

In this chapter I intend to treat cholera as a phenomenon in its own right
and to clear away the cultural accretions it has acquired in the years since
1817. After briefly looking at the peculiarities of the illness, my course will
be to examine its early years in India and then to bring it across to England.
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within the rapidly changing context of that island society, I will discuss
some of the secular responses cholera engendered during the period—ending
around 1855—when it was last seen as a clear and present threat. Included
among these responses was the water-borne theory arrived at by John Snow
in his famous demonstrations at the Broad Street pump.

In 1849, Snow, a York-born anesthetist who had worked with cholera
victims in the coal mines outside Newcastle-upon-Tyne during Great Brit-
ain’s first epidemic (1831-32), conducted empirical research which led him
to suggest that cholera was spread through contaminated water. Writing in
1854 Snow made a point of mocking the Indian Medical Service’s conten-
tion that cholera generally targeted only those who were predisposed to
catch it. As he put it, “The alleged predisposition was nothing visible or
evident: like the elephant which supports the world, according to Hindoo
mythology, it was merely invented to remove a difficulty.”” Not all medical
doctors, even in England, were prepared to jump on Snow’s bandwagon.
Reluctance was perhaps related to a social accident: unlike gentlemen of
the better sort, Snow was not the product of a public school. Then too his
medical degree was from London’s University College (the “godless” insti-
tution established by Jeremy Bentham) rather than from a “proper” univer-
sity. Notwithstanding, after the middle 1850s most doctors in England were
at least prepared to consider Snow’s as one of several theories which might
prove useful in controlling cholera.

In the event, gentlemanly capitalists and their medical supporters in India
did not see Snow’s explanation as particularly well suited to their own
needs. I analyze some reasons for this in the final section of the chapter.
There, we re-enter India in the wake of British suppression of the Rebellion
of 1857-58 (formerly termed the “Mutiny”). Soon after this event gentle-
manly capitalists decided to forge ahead with investment in infrastructure
on a scale unprecedented in the past. Following this, cholera mortalities
soared.

Cholera as Disease

Today when cholera is all but unknown in Western Europe, health provi-
sioners from economically advanced lands frequently revert to inherited
attitudes and assume that its presence in a non-western country betokens
needless poverty that an appropriate dose of moralizing might put right. Far
more helpful is the 1990s morally neutral position which in basic outline
was established by Robert Koch in 1883 (when he studied cholera in
Alexandria) and 1884 (when he completed his studies in Calcutta). This
modern understanding holds that cholera is caused by a water-borne bacte-
rium of the genus vibrio which is usually ingested into the human gut by the
swallowing of water containing cholera-infected human fecal matter. Eating
shellfish, lobsters, oysters, melons, strawberries, vegetables, or other victuals
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which contain quantities of fecal-infected water or any food on which flies
have dropped infected human feces can also bring the vibrio into a potential
victim's system. Another chain of transmission might be through the inges-
tion of a victim’s sweat by the wearing of his/her imperfectly cleaned clothes
and bringing the end of a sleeve to the mouth. Anothetm:ghtbeby
carelessly swallowmg drops of the lethal water used in laundering cholera
soiled bedsheets.!

Modern etiological understandings pinpoint a number of variables. One ig
that cholera is age selective: a disproportionate number of its victims were
adult men and women in the prime of life, many of them wage earners and
parents of young children. Also of interest were the differentials in death
rates among diverse socio-economic groups. Given that no human had any
long-term immunity analogous to that provided by a mild case of smallpox
(which gave lifelong protection against reinfection), for cholera the differen-
tial hinged on the general state of a person’s health. It appears that the
stomachs and intestines of robust, healthy people—for example soldiers
at the time of recruitment—secrete acids and alkali which counteract the
Vibrio cholerae and prevent the exposed host from coming down sick,
Ability to secrete these protective substances is reduced if an exposed host is
suffering from starvation as in time of famine, is carrying a load of intes-
tinal worms, is generally sick and run down, or is suffering severe mental
depression.’

In this matter of “state of mind” and physical condition, it is important to
be explicit about my approach. The bedrock of my understanding rests on
the simple principle that the modem cholera paradigm—positing a bacterio-
logical cause triggering a normal bodily response—is a holistic unity. Given
this elementary truth—paradigm as coherent whole—it is no longer valid to
follow the time-honored Whig practice of extracting bits and pieces of pre-
Kochian understandings and then, finding that some of them seem similar to
some elements of the new Kochian model, to say—ah! these medical pio-
neers were on the right track after alll It will be recalled that the overall
Whig schema posited the incremental growth of medical knowledge, each
generation adding its own contribution to those of its predecessors who in
turn built on the work of the ancient founders. However, as Michael Neve,
Vivian Nutton and others have recently shown, this old methodology is no
longer seen as a useful tool in moving forward with the recreation of the
medical past as it really was."

More fruitful is recognition of the obvious point that physicians and other
health professionals necessarily act in accord with what they learned during
their formal education rather than on the basis of information discovered
some ten or fifteen years later on. In practical terms this meant that most
nmeueenth-cenmry ideas about cholera were based on the nineteenth cen-
tury’s rather muddled Galenic understandings. These consisted of two ele-
ments: great sweeps of moralization tacked onto ideas from Galen
Depending on the actitude of the particular writer, it was often a moot point
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whether moral meanings—of the sort found in the annual report submitted
to the UK Parliament on the “Moral and Material Progress of India”—
outweighed straightforward Galenic elements.

One core Galenic concept we met earlier (p. 13 and fn. 23) was the Non-
Natural mental state known as melancholy or depression. Melancholy and
the behavioral patterns accompanying it were seen either as predisposing the
victim to a pestilential disease or as its effective cause.' Thus, in 1887,
in reporting factors that led to death during a cholera epidemic, the
special scientific adviser to the sanitary commissioner with the government
of India attested that “everyday experience” showed the “fatal action”
of fear and grief. Similarly, in writing up his report for the year 1898
(fourteen years after Koch), Dr Weir, the health officer for Bombay,
showed his continuing faith in the old idea by claiming that “a hopeful
disposition” was “most unfavorable” to the growth of disease in human
beings.'2

The other Non-Natural was the notion of “environment.” In physical
terms this infinitely flexible “environment” consisted of the meteorological
phenomena governing the amount of rainfall, wind direction and the like, as
well as the state of the air, the amount of dust it bore, the quality of local
soils, the quality of local waters, and the level of sub-surface waters. Follow-
ing the teachings of Newton, and at only a slight remove, the teachings of
the Philosopher (Aristotle), it was thought that all these Non-Natural
“environmental” factors fit into a cyclic pattern which only painstaking
analysis of a long series of detailed statistical records would finally reveal. It
was also thought that the end result of this “scientific” analysis and determi-
nation of pattern would permit action to be taken before disease threats
actually manifested themselves as epidemics. In India, this line of reasoning
worked in alliance with the dictates of an influential one-time member of the
English General Board of Health (Edwin Chadwick, still giving public
lectures in 1877) to provide the theoretical underpinning of long-standing
IMS beliefs. In a nutshell, these held that each region of India had its own
distinctive disease environment. It was these “local causes” which alone
produced the horrendous epidemics of lethal disease to which the Indian
subcontinent seemed so prone.”

It is now known that Vibrio cholerae can live for several days in tanks of
water such as those carried aboard a ship or railway carriage, and up to two
weeks in the warm water within the hump of a camel engaged in, for
example, the carrying trade working out of Afghanistan northward to
Russia or westward to Persia and Iraq. This was the route cholera travelled
when it left India for points north in the 1820s. For variable periods of time
the vibrio can also live in the guts of a human carrier who has no apparent
symptoms, but who excretes cholera-infected feces. Modern studies in
regions with endemic cholera have found that even a small number of long-
term carriers who give every appearance of being in perfect health is enough
to keep the disease in being.
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To account for the movement of cholera, the modern understanding is
that it follows land-based lines of human movement (roads and footpaths).
It also follows waterways which might be used as sources of drinking water
and which contain human excrement. These suspect sources include canals,
drainage ditches, rivers and harbors, water pipes, public pumps, ponds and
wells. Nowadays of course the vibrio can also be transported by airplanes,
as for example in 1991 when it travelled from its base in Peru to the United
States on an Argentine airliner.’ Before the cholera and water relationship
was hypothesized by John Snow, then effectively confirmed by Koch’s
microscopic tests in 1884, part of the shock effect of any epidemic was the
logic-defying way it moved about. In northern England late in 1831, in the
fle de France in the spring of 1832 and in Castile in 1834, observers
remarked on cholera’s crazy-quilt patterning, striking every third or fourth
house along a street, skipping half a mile to hit another street, then alighting
on villages usually seen as out of the way, remote, and in the old days of
bubonic plague, safe."

Some work has been done in reconstructing local patterns of transmission.
For France, during the epidemics of 1832 and 1848-49, it has been found
that wet-nurses tending Paris-born infants carried cholera back to home
villages within a radius of twenty or thirty kilometers of the capital. Half a
century later, it was refugees fleeing from a cholera outbreak in Provence
who brought the scourge to Naples. Other reconstructions have shown that
during imperializing processes in the early 1830s, French soldiers carried
cholera to Algeria. Similarly in 1853-54 troops recruited in the north of
France for Crimean War duty against the Tsar of Russia carried the disease
with them to Marseilles and then to lands facing the Black Sea. Ironically,
this deadly gift from the West manifested itself in the death of civilians living
not far from the place where in 1347 the bubonic plague bacillus had
boardle:i the Genoese merchant ships that later took it to the Mamluk
lands.

Though educated Europeans in the post-Napoleonic era were acutely
conscious of the importance of statistics, detailed patterns of cholera mor-
tality remain obscure. Reflecting social stigma, sufferers were either under-
reported or over-reported.'’ In an era when accurate disease identification
was still 1n its infancy and it was thought. that cholera specially targeted
rough, reckless persons from the lower social orders, anyone of that descrip-
tion who died of some not very clear cause during an epidemic might in good
faith be entered as having died of cholera Short of examining the fecal
matter of the deceased under a microscope. to see if it contained Vibrio
cholerae (before Koch in 1884 this technique was practically unknown), in
doubtful cases there was no sure way of knowing what the actual cause of
death had been.

Skewing figures in order to maintain the repute of the dead was relatively
eagy if the patient had been allowed to die at home instead of being carried
off to a special cholera hospital where death from cholera or from pneu-
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monia, typhus or starvation was nearly certain. Under a home-care regime,
death rates might be marginally lower as a result of sympathetic nursing
using cold compresses on the brow and oil and chalk rubbed into the body.
Sensible home-carers knew that any medical doctor who insisted on bleeding
cholera victims to relieve what he perceived as the “exciting causes” of
“fever "—the standard approved technique—had to be kept well away from
the patient, since that cure was even more lethal than the disease. Another
advantage of home care was that it greatly reduced the possibility of con-
fusing a deep coma with death and with it, the loved one’s premature burial
or premature cutting-up in one of Britain’s new anatomy schools founded
to give medical apprentices from the respectable classes a start on their
careers.'

In 1832, cases of families fleeing in the face of death and leaving cholera
victims to the mercies of clean-up crews were recorded in Bilston near
Wolverhampton and in the Scottish border town of Dumfries. On a per
capita basis, these two villages were among the worst affected in Britain. On
the Continent, in the scattered villages and towns of the Luxembourg
province of Belgium in 1866, cholera cadavers also lay unattended, awaiting
the attentions of privately hired clean-up squads or dogs.”” A decade later,
writing of the situation in the presidency of Madras during the cholera
epidemic and famine of 1877-78, the sanitation officer reported that “it was
not uncommon for district officers in their tours across country to come
upon numerous dead bodies and skeletons in the course of a morning’s
ride.” Here it was obvious that dogs and other scavengers had been eating
their fill.*° .

Dying from cholera—mort de chien, dog’s death, or the blue terror—was
one of the most ghastly experiences a disease could inflict on a human being,.
More or less healthy persons going about their ordinary affairs were sud-
denly struck as if by a hammer blow on the head. The initial shock was
followed by vomiting and uncontrolled voiding of rice-water stools which
leached the body dry of fluids. When dehydration was reaching a critical
stage, cramps convulsed every muscle in the body, causing victims to writhe
and scream with pain. Perhaps young and attractive in the morning, by
nightfall they had become shrivelled wrecks with darkened bluish skin,
sunken eyes and protruding teeth. Even worse, until almost the very end,
victims might be aware of the terrible things happening to their fecal-stained,
dehydrated bodies. Yet physical degradation did not cease with death. For
an hour or so after the spirit of life was extinguished, the legs and arms of
the body continued to thrash about, leading those hovering nearby to hope
that the corpse was not really dead. Occasionally these doubts were justified.
Among the common people of England, the fear that carrion removal squads
would haul one off while still alive was matched only by the anxiety about
who cholera would alight on next. Amongst the stricken, mortality rates
averaged around 50 percent. Among victims who survived, permanent scar-
ring, crippling or speech impediment was common.?'
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Cholera in India to c. 1857

In August 1891, Surgeon-Major Thomson of the Bengal Medical Service, |

B. Rake, G. Buckmaster, and other members of a government commission
reported that in assessing the state of the health of the people of India
they had found it convenient to note local tolls from cholera. They argued
that:

It may be assumed that where cholera is worst the hygiene and physical |

powers of the people are lowest. . .. cholera may be assumed to be a
better test of the health and wealth of a region than the decennial rate of

mortality which at best must always be an uncertain quantity for a |

vast country like India, and therefore quite inadequate as a standard of
healthiness.?

This use of cholera statistics as a barometer of public health reflected i
educated Britons’ long-standing perception of India as the homeland of a

disease which directly threatened the well-being of populations in the West.
Giving voice to this in 1872, an up-and-coming statistician named W. W.
Hunter reminded his readers that

One of man’s most deadly enemies [the cholera morbus, remains) ever
ready to rush out upon the world, to devastate households, to sack cities,

and to mark its line of march by a broad black track across three

continents . . . [striking down] thousands of the most talented and the
most beautiful of our age in Vienna, London, or Washington.”

As Hunter should have realized, claims of this sort had serious political
implications. Thus at the International Congress on Hygiene held in Vienna
in 1887, most non-British delegates were fully convinced that Indian-based
cholera was a standing threat to the West. Yet given that Britain was the
world’s greatest naval power, the Congress was not in a position to force 1t

to adopt rigid quarantine on all ships leaving Bombay, Calcutta and other

notoriously infected Indian ports.**

Partially masked by the runaway population growth of Calcutta (by 1820, |
with 350,000 people, the second largest urban place in the Empire), until

after World War I India was characterized by near population stagnation. In

the central and western regions (including Bombay) in the decades of 1891~ |

1901 and 1911-21, there was actually population decline. In the northern

region including the Punjab, the province whence Britain would recruit most
of her Sepoy troops after the Revolt of 1857, in the decade 1891-~1901
average life expectancy at birth for boys was 17.§ years and for girls 23.r.
In the decade 1911-21, female life expectancy dropped to 20.3. In 189x

India had a population of around 150 million. According to a recent
estimate, when Charles, first Marquis Cornwallis arrived in 1786 to take up
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the post of governor-general, the subcontinent had contained several million
more inhabitants than it did a hundred years later.”*

In seeing how this came to pass, one can begin with mindsets, and in
particular with the mindset brought into being by the scheming young
follower of Jeremy Bentham, acid-tongued James Mill (1773-1836). Born
in a Scottish village and educated at Edinburgh University, James Mill hit
upon the idea of writing a definitive philosophical history of India. Once
completed, his History of India earned him a lifetime post as secretary of the
East India Company (EIC), a position in which he was succeeded by his
famous son, John Stuart Mill. A principal theme of the History was that
Indian society had remained unchanged since remote antiquity. Serving
as required reading for all EIC and later British government employees
going out to India, it was doubtless a reason why in official reports coming
out of India the phrase “customs dating from time immemorial” was so
frequently used. Translated into general policy, this code-phrase meant that
Indians themselves were intellectually somnolent, decadent, and stood in
urgent need of the moral uplift which the conquering British alone could
provide.*

In relation to the type of British action that might be required in time of
cholera, the Millian construct served to legitimize no action at all. The
relevant premise was that Indian villagers were filthy, preferred to be filthy,
and had been filthy time of out mind. As Dr J. M. Coates, Bengal sanitary
officer put it in 1877, “[the general body of the people] do not believe in the
value of pure air and water . . . and are . . . content to abide by the habits of
their z;;lcestors, and if they suffer and die, they attribute the contingency to
fate.”

To gain an objective understanding of the role of the British in depriving
India of its history (following James and J. S. Mill), and of the process of
converting what seems to have been merely a local disease, endemic in
Bengal, into a chronic India-wide problem, it is useful to sketch out the
actual history of pre- and early conquest India. As reconstructed in the last
fifteen years by Indian and English revisionist historians, pre-British seven-
teenth- and eighteenth-century India was well on the way toward becoming
a fully commercialized society which owed nothing to the Development
processes then going on in Europe.” Located at the fulcrum of great trading
networks stretching from north China in the east and to the Red Sea and
Egypt in the west, Indian overseas trading firms built and owned their own
purpose-built ocean-going ships and used complex financial devices such as
promissory notes to keep the wheels of commerce in motion. Supplementing
overseas trade in every sort of product known in the West plus hundreds
more was a fine grid of internal commodity exchange which involved the
transport of basic and luxury goods to every corner of the subcontinent on
huge convoys of pack bullock. On the west coast, feeding into this network
were thousands of ateliers producing the fine and all-purpose woven cloth
which made this region one of the great workshops of the world.”
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Central to Indian social ordering, and around 1740 still seemingly
immune to changes brought about by rapid commercialization, was the
notion that the ultimate reason why an Indian landowner or merchant
collected wealth was to recycle it into socially worthy causes. Motivated by
this altruistic impulse, merchants, bankers, government officials and others
whom we would regard as “modern” all contributed to the maintenance of
social service facilities. These included temple complexes which invested in
training colleges, scholarly libraries, roadside fountains, hostels for travel-
lers, and in the South around Madras, hundreds of tank wells for irrigation
during the dry season. Moreover, in time of dearth, convention held that
great. landlords should restrain the greedy impulses of traders in basic
foodstuffs and take steps to insure that food was distributed to the poor at
pre-dearth prices. The effect of this was to encourage the poor to stay in or
near their natal villages, rather than rushing off to some great city in a vain
search for food. We will have occasion later to assess the effects on public
health of the cancellation of this policy by the British.”

In pre-British times, before notions of caste solidified, there was great
diversity in the layering of society. Geographical and social mobility worked
against any hard and fast notions of hereditary status and countered the
tendency for. occupations to descend from fathers to sons. In Bengal and
South India, among people who recognized themselves as Hindus there were
a few thousand elderly scholars (the Brahmins) who, after tiring of youthful
passions, spent their time recopying and studying ancient Sanskrit texts.
Paralleling them in the world of Islam were aging scholars who passed their
days studying sacred Arabic writings. Both intellectual elites had firm ideas
about which concepts of purity and pollution established the proprieties of
behavior. Unfortunately, British Orientalists (students of Eastern culture)
quite mistakenly assumed that these rather incoherent, rarified ideals were
normative for society as a whole.”

In actuality, in pre-British days these elitist ideas were virtually unknown
to ordinary semi-settled rural people and the semi-nomadic tribal peoples of
the west and far north. Instead, what governed these people’s day-to-day
activities were each group’s local customs. In time of crisis unwritten
customs might require that the community be brought together as a moral
whole by propitiating;local deities with special forms of ritual behavior and
sacrifices. Yet because of the great diversity of India’s social groupings~—
which eould be numbered in their hundreds—any quasi-anthropological
attempt to generalize from one or two local examples runs the risk of
caricaturing the reality of India. In colonial hands in time of cholera the
habit of assuming that all Indians fit into a single stereotype, a subaltern
“Other,” was highly damaging and mischievous.

Pre-British India was ruled by Mughal emperors (descendants of Babur, d.
1530). These rulers regarded western traders as troublesome interlopers
who had nothing to sell which any Indian might want other than the useful
stores of silver the Westerners left behind. However, with the decay of
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Mughal power beginning in the late seventeenth century and the emergence
of princes vying with each other to build up small, efficiently organized
localized states—such as the Marathas Confederation and Mysore under
Haidar Ali and Tipu Sultan—western silver (much of it American in origin)
came to play an increasingly important role in determining local balances of
power. Silver was needed to pay mercenary soldiers, as well as the Indian,
Persian or Turkish artisans who turned out artillery pieces and other requi-
sites of modern war. Silver was also needed to pay the owners of the bulk-
transport-hauling bullocks used in the continent-wide provisioning system
as well as the managers of the tens of thousands of elephants that served in
battle as the equivalent of modern tanks.

As for the English, betore 1765 they had depended almost entirely on
New World specie to buy their way into India (it was for this that indigenous
miners in smallpox-riddled Mexico and Peru worked, sickened and died).
Imported silver was used to subsidize English traders so that they could
undercut the prices charged by their Indian or Middle Eastern rivals at the
great port at Surat in commodity exchange with traders crossing the seas
to China, or to south-east Asia, or to Egypt. Once underway, the process
moved ahead swiftly: by 1750 indigenous mercantile enterprises in Surat
were falling into serious decline. By 1820 they had been supplanted entirely
by the British-controlled emporium at Bombay just down the coast.

New World specie was also used to construct the English-officered Sepoy
military force which by 1798 had become one of the world’s largest armies.
Troops were recruited from Bihar and elsewhere in northern India, special
care being taken to pay them regularly and at a slightly higher rate than they
would receive from an Indian princely employer.’

Contributing to the collapse of centralized Mughal power, between 1742
and 1751 Maratha cavalry from west-central India raided deep into the
Mughal Bengali heartland, putting village farming populations to flight
and utterly disrupting the transport of Bengali grain and rice south to
Tamil-land. In 1757, adding to the general chaos was the conquest of
Bengal by East India Company troop commander Robert Clive. Like an
imperial Roman conqueror of old, after his victory at Plassey Clive pres-
sured local tax collectors to bring in revenues. In 1765 the EIC formally
assumed the fiscal administration (diwani) of the provinces of Bengal, Bihar
and Orissa."

This was the general situation in 1769 when the rains failed, leading to the
great famine of 1769-70 in which an estimated 10 million people, a quarter
of the Bengali population, died. Writing of the crisis, a Dutch naval com-
mander who was in the area claimed that:

This famine arose in part from the bad rice harvest of the preceding year;
but it must be attributed principally to the monopoly the English had over
the last harvest of this commodity, which they kept at such a high price
that most of the unfortunate inhabitants . . . found themselves powerless
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to buy the tenth part of what they needed to live. . . . To this scourge was
added smallpox, which spread among persons of all ages and of which
they died in great numbers.*

Thus from the very beginning of their 190 years in India, the British set the
pattern of rule though violence, intimidation and coercion which they would
follow to the end of their stay.”

Epidemic cholera as a continent-wide phenomenon seems first to have |

appeared in 1817, beginning with outbreaks in Jessore in Bengal, and later
that year, in central India in the East.India Company army being led by
Lord Moira, Marquis of Hastings, against an alliance of Marathas forces
and Pindaris (roving bands of unemployed mercenary soldiers).” On 13
November Hastings noted in his diary:

Camp Talgong. The dreadful epidemic disorder which has been causing
such ravages in Calcutta and in the southern provinces, has broken out
in camp. It is a species of cholera morbus, which appears to seize the
individual without his having had any previous sensations of the malady.
If immediate relief is not at hand, the person to a certainty dies within four
or five hours.

Hastings's diary entry from two days later reads: “The march [across the
Pohooj River] was terrible for the number of poor creatures falling under the
sudden ateacks of this dreadful infliction ... soo have died since sunset
yesterday.”*’ Writing of this all-India epidemic, a World Health Organiza-
tion historian noted that it had been preceded by famine: “the year 1815 and
still more that of 1817 had been marked by extremely heavy rains followed
by disastrous floods and harvest failures.”**

In 1825 (four years before cholera moved out of India to strike Tsarist
Russia and the Habsburg lands before moving on to the kingdoms of
England and France), Dr Annesley, an English medical doctor who had
served for twenty-five years in India, wrote to friends in London about what
he had discovered of the history of cholera from “those acquainted with the
writings of the Hindoos.” These investigations led Annesley to conclude:
“That we have no proof of the prevalence of cholera in India, as a wide

e

spreading epidemic in former times.” Though he knew that localized out-

breaks of a disease like cholera had been reported by Portuguese, Freach and
English traders in Indian ports in various years before 1817, Annesley was
in effect suggesting that the cholera epidemic currently rampaging through-
out most of Asia was a new phenomenon.”

However, back in England at the recently established East India Company
college at Haileybury, the younger generation of John Company servants
being trained in James Mill's invented history of India (published in 817)
learned that India had been physically and morally corrupt time out of mind.
Confronted with this powerful mindset, Annesley's sensible suggestion that
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“wide spreading epidemic” cholera was a new phenomenon was set aside.
Superseding it was the assumption that epidemic cholera had always been
common throughout the whole of India even though before 1817 white men
had not been there to record it.*’

As we have seen, in the Kochian understanding cholera as actual disease
does best among people who are mentally depressed because their life-
worlds have been shattered, or because they are physically malnourished or
suffering directly from famine. These prerequisites were all provided in the
run-up to the major epidemic of 1817. The leaders of those who caused
mental depression included the first governor-general Charles, the Marquis
Cornwallis, his companions and their immediate successors. These “true
Britons™ all sprang from English/Irish/Scottish families who back home were
using the techniques of Agrarian Patriotism to debase country people in the
lower social orders through the destruction of their customary rights by
enclosure, rack-renting and mass eviction. When confronted with the
strange alien land that was India, these true Britons had no compunction
about destroying communitarian patterns there as well."!

Described by his biographer in the Dictionary of National Biography as
not being “a man of startling genius,” Charles Cornwallis, Old Etonian,
Governor-General of India after 1786 immensely furthered the destruction
of the tissue of Indian society. Soon after arriving, he imposed western ideas
of morality by banning company employment of half-castes, the result of the
unregulated sex life of the companions of Robert Clive. Thus even before the
wives of Company servants of the officer class were encouraged to come out
to join their husbands in the 1820s, the relationship between true Britons
and subject people was characterized on the British side by deliberately
affected racial separatism. For Indians of quality who were prepared to
collaborate with the British conquerers and to learn their ways, this policy
was demoralizing.*

Since true Briton officers regarded ordinary British Company soldiers as
little better than the sweepings of gaols (in 1817 Hastings termed them
“creatures”), men of that sort were still permitted to satisfy their sexual
urges with Indian prostitutes. Whenever a British army moved out, it was
accompanied by hordes of camp followers who in fleeing back to their
villages to escape death by cholera would bring the cholera morbus with
them. In a comment on this situation during the Indian-wide epidemic of
1817-23 it was claimed that:

it was the Pindaries [sic] moving from place to place and the British troops
and their vast horde of camp-followers following them, which aided
materially in spreading and keeping up the epidemic, which lasted just so
long as those movements continued.*’

Cutting particularly deep into the grain of Indian social structures was
Cornwallis’s Permanent Land Settlement and associated legal reforms of
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1793. Arising from these were a new sort of zamindars who were respon-
sible for paying taxes for “their” landed estates, on pain of forfeiture. Pre-
Cornwallis zamindars had had no proprietary rights but merely served the
Mughal as revenue collectors for stipulated territories. In creating the new
kind of zamindar Cornwallis brought into being a category of people he
believed would serve in much the same capacity as the local gentry of Suffolk
or Kent in pressing forward with the destruction of customary use-rights and
establishing wage labor as the normal rural pattern. In the event, this
exercise in the creation of legally enforceable rights in land where none had
existed before led to a considerable turnover of Hindu big men, as those
compelled to sell were replaced by new Hindi collaborators (bbadralok).
Emerging from this by the 1820s were bhadralok absentee rentiers driven by
the suddenly fashionable British ideology of possessive individualism. More
often than not these “new men” forgot that the proper purpose of wealth
was to further social betterment schemes: hospitals, schools, roadside
fountains. In time of famine, men of their sort would not be inconvenienced
by British refusal to control the export of grain—the commodity on which
life itself depended—out of areas of grain scarcity towards other areas which
would pay a higher price.

Cormwallis’s land revenue and zamindar policies were only one contribu-
tion to the massive transformation of the social composition and ecology
of India. Following the terms of the legal code he introduced in 1793, all
weavers and artisans were placed under contract to the East India Company
and prohibited from supplying independent merchant dealers. Goaded by
English tax collectors to pay up but given sub-starvation wages by the
monopolistic EIC, hundreds of spinners and weavers gave up work and fled
to their native villages where they sank into the residuum of the desperate
poor. According to historian J. E. Wills, by the late 1790s the deterioration
of the quality and quantity of fine Indian cotton cloth had become generally
apparent.*

Writing of the situation a quarter of a century later, the French Orientalist
Abbé Dubois claimed that Europe had depended on India for fine cloths
“from time immemorial™ but that now they had become redundant, victims
of advanced British cloth-making technology. He went on to say that:

This collapse in the cotton industry has indirectly . . . [stopped] the circu-
lation of money, and the cultivators can no longer count on the manufac-
turers . . . to buy up their surplus grain. . . . This has led the cultivators to
the hard necessity of relinquishing their grain to them, and thus becoming
the prey of remorseless usurers.*

The successor to Cornwallis was the Old Etonian, Richard, Marquis
Wellesley. The marquis and his brothers Henry and Arthur (the later Duke
of Wellington) let themselves be persuaded by William Jones, H. T.
Colebrooke and other Orientalists that warring Indian princes’ efforts to
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build small-scale successor states to replace the over-extended Mughal
Empire were perverting the “ancient constitution” of India. That this “an-
cient constitution™ was a mythic construct knocked together by eccentric
Brahmins for western Orientalists in no way diminished its effectiveness as
a rationale for British conquest.”” Relying on it and on public school teach-
ings about imperial Roman precedents of “salutary terror,” the brothers
Wellesley warred on Indian princely separatists and, after their surrender,
slaughtered their commanding officers in cold blood.*®

The brothers’ sense of urgency was strengthened by their fear that agents
of the French Revolution of 1789 might infiltrate India and in alliance with
rebels (seen as criminal gangs) bring down the British fiscal-military regime.
Rather unwisely, Tipu Sultan of Mysore played along with this by planting
a Liberty Tree and calling his friends Citizen X or Y. This stance brought on
him the full force of the Wellesley military and, with it, defeat in battle and
an inglorious death (in 1799). Yet before this denouement, the Mysore
rulers had established policy precedents—for their regional state—which
anticipated much of what the British would soon do in India as a whole. In
a nutshell, princely Mysore policy was to bring the full weight of a regional
state to bear on the life of all cultivators by forcing them to settle down so
that they could be taxed, judged and otherwise kept under bureaucratic
supervision.”” Left largely unfulfilled by Haider Ali and Tipu Sultan, because
of constraints of time imposed by the British conquests, their plans for
modernization provided true Britons with a sure guide to the making of
profit, which by cruel coincidence worked to the greater glory of the cholera
morbus,

Under the old generally cholera-free rural order that existed when Clive
and Haidar Ali came on the scene, each settlement had been a geographically
mobile community under a warrior who was headman, disputes adjudicator
and distributor of use-rights in communal lands which he made no claim to
owning. Indeed in most of India, village life had been based on the premise
that a village consisted of a people and their customs rather than a fixed
place and set of buildings.

Further complicating rural reality was the fact that around 1817
the subcontinent was still underpopulated relative to its potential resource
base; much of it was covered by forests. Particularly in the central plateau
of the Deccan, there were vast sparsely populated tracts where people
moved around at will. Under this sort of land-use regime, fertile land
would be cultivated until it seemed to tire, then the village would move
on somewhere else, returning two or three generations later to recolonize
the land. Equipped with this attitude towards place, if the rains failed,
or if a disease threat appeared, the village would move to a more healthy
site.’’ This flexibility doubtless largely explains why in pre-British
days epidemic cholera and smallpox had not been continental-scale
phenomena.

In addition to its semi-mobile agricultural populations, India contained a
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large number of wandering pastoralists, the tribal peoples. In the course of
his life an individual tribal might have several professions, serving as merce-
nary soldier, cobbler, trader, healer, or in whatever other niche opportunity
provided. Based during the hottest months in the hills of western India (the
Ghats) ot-in the uplands and mountains of the north towards Afghanistan
and the Himalayas, tribals moved to the lowlands during the cooler months,
there to circulate goods of all sorts (some honestly come by, some stolen)
among otdinary semi-monetized peoples. Tribals alsa cared for the pastur-
age and breeding of the horses and cattle which provided settled villagers
throughout the subcontinent with the herds which were the principal form
of wealth needed for their rites of passage.*'

Into this complex of life-worlds in which settled, semi-settled and wander-
ing tribal peoples all had their accustomed roles in a harsh natural environ-
ment with which they managed to cope, burst the English war machine and
fiscal stace. Building on precedents created by Haidar Ali and Tipu Sultan, it
coerced people to settle permanently on fixed village sites so that they could
be regularly taxed and regularly governed. As a direct result of British
policies of compulsory settlement and monetarization, tens of thousands of
people became demoralized, hunger-weakened wrecks whose inner organs
seemed incapable of generating the acids and alkali needed in time of
emergency to fight off the cholera vibrio.

What imperializing early and mid-nineteenth-century Britons failed to
take into account when, for example, creating small tenancies held by the
ryotwari system in South India, was that such policies quickly resulted in a
massive increase in the amount of sub-standard land brought into cultiva-
tion. Rather than worrying about the consequences of this, government
statistician W. W. Hunter and others of his sort thought that the increase in
the area of cultivation—in the twenty-five years after 185 3 the increase was
66 percent—spoke well for the British civilizing presence.* Reality was quite
different. With ryots’ greater depenidence on marginal land they also became
more reliant on usurers to tide them over when taxes fell due. When the
rains either failed or came with so much force that they destroyed crops,
arrangements with usurers led to default and confiscation, with predictable
results: famine and—if the vibrio happened to be around—an epidemic of
cholera.

In their own perceptions of the origins of cholera, Indian village people:
could be found (no one village being typical) who posited a connection
between the coming of the British and the catastrophic killer disease.
Writing of the region around Bombay, the retired civil servant, E. E.
Enthoven, reported that:

There is a popular tradition that in ancient times cholera was subjugated
by King Vikrama, and was buried under ground. Once upon a time the
British excavated the place of burial in the belief that treasure was con-
cealed there, and thus cholera was released. After many soldiers had fallen
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victim, the disease deity was at last propitiated by an oblation, and was
handed over to the Bhangis [untouchables).**

Enthoven’s words spark off four thoughts: first, the association in the
popular mind between British greed for gold and the coming of cholera.
Secondly, that soldiers were particularly prone. In the year of the Great
Rebellion of 1857-58 (an event of cosmic significance certain to be remem-
bered in oral tradition), in the provinces in revolt one in ten Sepoy or British
soldiers died (100.6 per thousand). Of these deaths only 4.3 per thousand
were chalked up to military action; nearly all the rest died of diseases, led by
cholera.**

The third Enthoven spark concerns the oft-reported Indian village
assumption that the disease was sent by a controlling force, a disease
goddess, who was willing to enter into negotiations with humankind and,
when satisfied with the propitiatory offerings received would withdraw the
disease. True Britons scoffed at this, holding it to be another of the supersti-
tions of the ignorant black population.”® However, in light of modern
understandings, what bigoted people might term “superstition” and pro-
gressive people recognize as a healthy form of tension release was not
confined to India. In July 1866, during the worst of Europe’s cholera
epidemics, the populace of Brussels (now the capital of Europe) entered into
negotiations with the Holy Virgin Mary indistinguishable from those under-
taken with anoth