
Preface

Lasting from roughly 1894 to 1950, the third bubonic plague
pandemic took at least 15 million lives. This comparative study focuses on
ten diverse seaports on five continents during the initial years of this
global medical disaster. The port cities are arranged in pairs correspond-
ing to geography and, as much as possible, the chronological sequence of
the plague visitations. Part 2 takes us to Hong Kong in 1984 and then
Bombay (now Mumbai) in 1896; part 3 brings plague to the doors of
Europe at Alexandria and Porto in 1899; part 4 is set in the South Ameri-
can cities of Buenos Aires and Rio de Janeiro in 1899/1900; part 5 exam-
ines plague in two ports flying the Stars and Stripes in 1900, Honolulu
and San Francisco; and part 6 deals with plague in two of Britain’s South-
ern Hemisphere ports, Sydney (1900) and Cape Town (1901).

The introduction in part 1 addresses three basic questions and suggests
answers: What was bubonic plague, why did it evoke such revulsion and
fear everywhere it struck, and what was its differential toll in human lives
across the globe? Part 7 addresses a final question: What lessons might be
learned as new pandemics threaten global public health at the dawn of the
twenty-first century?

The main concern of this study is the comparative global impact of
plague on urban residents and the responses of the general population, the
press and print media, the politicians, and the medical and public health
authorities. These issues already have been discussed for some of the cities
in this study, but here I am rather ambitiously examining the commonali-
ties and differences of the various urban responses. Many variables were
at issue: the strength of the outbreak, the control measures imposed, how
the purposes of the controls were communicated to the public, the atti-
tudes of medical and political authorities, and the cultural and historical
precedents for dealing with severe epidemics. Two profound tensions
informed the history of this pandemic. First, the global spread of plague
coincided with an era of Western cultural imperialism. In Hong Kong,
Bombay, and Alexandria, a new Western biomedicine confronted the

xi



older Confucian, Buddhist, Ayurvedic, and Islamic medical approaches to
infectious disease. Second, in cities such as Porto, Buenos Aires, Rio de
Janeiro, and San Francisco, tensions emerged from two strands of West-
ern medicine, the older sanitarian versus the newer bacteriological
approach.

Today most of the ports included in this study conjure up exciting
images of the exotic and the beautiful—palm trees, golden sunsets, and
girls from Ipanema, as the song about Rio’s most famous beach runs.
Even Bombay’s image of overcrowding and squalor is today offset by the
lifestyles of “Bollywood,” where India’s beautiful film people reside. A
century ago, the pictures were different. Each port had experienced the
benefits and the problems associated with the enormous expansion of
world trade, immigration, and industrialization that marked the nine-
teenth century. Each city had its modernists and civic boosters, and each
its overcrowded tenement dwellers, many of them recent migrants
crammed into grim living spaces.

The cities and towns in this book were not the only ones touched by
the third pandemic of bubonic plague. Other significant epidemics broke
out in Taiwan (1896), in Kobe, Japan (1898), in Manila (1900), in
Mazatlán, Mexico (1902), in Lima (1903), in Accra, Ghana (1908), and
in Shanghai (1908). Minor outbreaks also occurred in Glasgow (1900 and
1901), Paris (1917), and Los Angeles (1924). To conduct a large compar-
ative study like this one, I had to make a selection, and the languages and
quality of the sources involved helped me decide. For documentation, I
relied on contemporary newspapers and published medical reports in
Western languages, with one or two exceptions. Also important were
plague, health, and urban studies by secondary authorities. What I have
not done is primary research in government archives, a task that would
have made a major comparative project like this one interminable. Only
for Buenos Aires and Rio do I believe this to be a difficulty. For these
cities, I hope this book will stimulate others to take up such an investiga-
tion.

I have opted for contemporary spellings at the turn of the twentieth
century, especially for Chinese place-names. For consistency, I use chief
medical officer (CMO) rather than medical officer of health throughout,
and I use Board of Health (BOH) even when this agency is sometimes
known as the Department of Public Health.

A word about what is not the subject of this book, the history of the
third pandemic after its initial world tour between 1894 and 1901. Each
case study in this book briefly notes that sporadic urban and rural out-
breaks continued for two decades and sometimes longer. As the pandemic
persisted, so too did its initial tendency to strike hardest among the poor.
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Countries with recurrent plague and high mortality rates were mainly
those with large numbers of poverty-stricken people: in Asia, India,
Burma, China, and Indonesia; in Africa and the Indian Ocean, Senegal,
Uganda, and Madagascar; and in Latin America, Ecuador and Peru. Per-
haps the worst single epidemic was a dreadful pneumonic plague out-
break between September 1910 and April 1911 in Manchuria, where an
estimated 60,000 people perished.

Sporadic plague outbreaks in the West were much less severe. Control
measures increasingly focused on rat proofing, and Western port cities
acquired protection that all but guaranteed that their citizens would not
endure large outbreaks.

An indication that the world is by no means free of the dangers of
plague was the terrible global scare caused by a major outbreak in the fall
of 1994 in Surat, a teeming industrial city of more than a million and a
half people in Gujarat State, western India. Another scene of recurring
plague is the island of Madagascar, heavily victimized throughout the
third pandemic. As recently as 1997, nearly 2,000 cases were recorded
and, for the decade, approximately 6,000, with case fatality rates of 20
percent. To underscore the dangers, in 1996 the World Health Organiza-
tion reclassified plague as a “reemerging” rather than a dormant disease.
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