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'Flee early, flee far, return late'. The Black Death arrived in Europe in 1347 and 

killed a quarter of the population in a couple of years. It remained endemic for 

the next three centuries, wreaking havoc throughout the early modern era (Porter, 

1999, p.122). Infection and reinfection were facilitated by the continual movement 

of peoples due to persecution and poverty (Porter, 1999, p.237). Nowhere was safe 

from the plague's apocalyptic arithmetic: Germany, Holland, Italy and Spain all 

had devastating outbreaks in the first half of the sixteenth century; 200,000 

deaths were reported in Moscow in 1572; Venice lost over 30 per cent of its 

population between 1630-1; in 1656 plague and famine led to the death of three 

quarters of the population of Genoa; 300,000 died in Naples in five months of 
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the same year; around one fifth of London's population died in each of the plague 

outbreaks of 1563, 1603, 1625 and 1665, when a bill of mortality records 7,165 

deaths for a single week in September. The last severe western outbreak occurred 

in France in 1720-2 killing between 50,000 - 100,000 in Marseilles (Porter, 1999, 

pp.237-8; Brunton, 2004, p.183). Why plague eventually retreated is not clear. One 

suggestion is that it followed the retreat of the black rat from its less 

domesticated sewer cousin. 

In the early modern period plague was understood as both a 

divine punishment and as a phenomenon that could be 

controlled by carefully designed medical, religious 

and political interventions (Elmer, 2004, p.139). 

Epidemics of contagious diseases such as the 

plague afflicted whole populations. The belief 

followed that God was admonishing the entire 

community for its 

sinful behaviour. 

The popular 

view was that 

His will was delivered 

through the medium of a miasma caused 

by some corrupting influence such as putrefying 

organic matter, an earthquake, or conjunction of the stars. As the English 

physician, Stephen Bradwell, explained in 1636 a 'seminary tincture full of a 

venomous quality, that being very thin and spirituous mixeth it selfe with the 

Aire, and piercing the pores of the Body… mixeth itself with the Humours and 

spirits' (Elmer & Grell (Eds), 2003, p.154). Any source of 'impurity' was regarded as a 

contributing factor and race, class and behaviour were all subject to official 

scrutiny and provoked official action.  

!
A religious response was crucial. In Catholic countries communal rituals were 
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organised. When plague struck Venice in 1630, the municipal 

authorities responded by ordering the mortal remains of 

the of the first patriarch (bishop) of Venice to be 

displayed in three of the city's churches and then to be 

taken in intervals throughout the neighbouring streets. 

Spiritual and material healing beliefs coexisted: the expression of 

religious devotion by parading and viewing the sacred relics was 

believed to offer spiritual benefits, while the effluvia emanating from 

the relics were believed to have a material effect by 

counteracting the miasma (Elmer, 2004, p.139).  

While accepting God's will, it remained incumbent to try any measures that 

might reduce the impact of diseases (Elmer, 2004, p.139). Sophisticated policies to 

fight epidemics were implemented most effectively in the states and cities of the 

Italian peninsula  - successful management was a point of civic pride (Elmer, 2004, 

p.140). When news reached the city of Pistoia, in April 1630, of plague in northern 

Italy, the General Council appointed six gentlemen to the position of health 

deputies. The first measure taken by the deputies was the creation of a sanitary 

cordon around the city: no sick person would be admitted unless he had been 

seen by one of the local doctors; guards were stationed at the gates and 

restrictions were placed on the movements of people and merchandise. The 

Central Health Magistracy in nearby Florence sent instructions and advice 

including an ordinance that all cities of the Grand Duchy keep their streets as 

clean as possible (Elmer & Grell (Eds), 2003, p.141). As plague drew closer to Pistoia 

the health deputies acted to cleanse the city of human contaminants and expelled 

all foreigners, mountebanks and Jews. Before the first plague case was reported a 

pest-house had been established outside the city served by a physician and 

surgeon.  
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In London, efforts to tackle outbreaks 

of the plague were hampered by 

conflicts between the City authorities 

and the crown. Following the example 

of foreign authorities, the Privy Council 

argued for a comprehensive and 

coordinated policy of containment 

including segregation of the sick and 

the establishment of a pesthouse. The 

City's aldermen, who were expected to 

implement such policies, but who also 

had to levy the taxes to finance them, 

thought costs should be met by private 

charity. As a result poor 

neighbourhoods were forced to rely on 

much smaller budgets than richer areas 

(Elmer, 2004, pp.141-2). Charles I 

weighed-in in 1630 by asking the 

College of Physicians to provide 

directions for the prevention and cure of plague. His French physician, Theodore 

Turquet de Mayerne, had proposed a board of health with unlimited powers and 

strong medical representation but nothing happened. Charles's intervention in 

health policy was suspected of serving a more ambitious political end: the 

subjection of the independent bodies that ran London to centralised, royal 

authority. In France, health policies were in the hands of officials who 

represented the growing absolutist power of the king in the provinces. By the 

mid-seventeenth century, 'plague had become a matter of state' (Elmer, 2004, p.

142). 

It was for the poor that the pest-houses were intended. In Pistoia, rich people 

were allowed to stay in their own homes but urged not to go out. The rationale 
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was that the poor lived in crowded quarters, so it was essential to remove those 

infected. The well-to-do had abundance of space and, even if locked in the same 

house, the infected and the healthy could keep a safe distance. Contemporaries 

had a contradictory attitude to towards possible links between social conditions 

and the disease: the plague was often portrayed as an indiscriminate calamity, yet 

links between poverty and sickness provided the basis of most health 

policies during plague outbreaks. 'By 1665 it was 

axiomatic that the poor should be blamed for a 

disease which was demonstrably not socially 

random. If it spread beyond them it was due to 

the "carelessness of the common sort of people" 

and "the incorrigible licence of 

multitudes."' (Elmer & Grell (Eds), 2003, p 151). 

This view was expressed by the authorities and 

by the wealthy: citizens of Oxford complained 

that the increase of plague was due to 'the most 

lewd and dissolute behaviour of some base and 

unruly inhabitants'.  

!
The concept of order was a contemporary preoccupation - both in the sense of 

'command' and 'direction' and 'tidiness' and 'peace and quiet'. Disorder and 

unruliness were conceived to be both physical and moral sources of disease (Elmer 

& Grell (Eds), 2003, p.150). The national plague orders of 1578 ended with a 

condemnation that the queen's subjects had previously been left in 'very 

disorder… for lack of direction'. In this the church and civil authorities acted in 

symbiosis: 'Preachers' association of plague with the "sin of the suburbs" and of 

the poor, and their [the preachers'] attacks on idle vagrants, drunkards, 

alehouses, plays and popular games... supported magistrates whose public-health 

regulations included control of precisely the same people and assemblies' (Elmer & 

Grell (Eds), 2003, p.150). The need to control plague and to maintain order could 
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justify a whole programme of social and moral reform. In the minds of Puritan 

magistrates, for example, attempts to limit funeral knells and funeral crowds 

during epidemics had a moral and theological purpose (Elmer & Grell (Eds), 2003, p.

150). Desire for 'reformation' after a plague epidemic was replicated in towns 

across Britain: the mayor of Plymouth wrote to his counterpart in Exeter after the 

1627 epidemic, 'by reformation of ourselves and as far as in us lies of the people 

in both places, provide that the like or greater judgement may be 

prevented' (Elmer & Grell (Eds), 2003, p.151).  

!
Public responses to plague were contingent on means: those that could afford to, 

fled. Those that could not often strongly resisted the severe restrictions placed on 

their behaviour by local and central governments. In Nottinghamshire men 

gathered unlawfully to play football during an epidemic. Funerals were a 

particular source of conflict as, in any time, they served an important social and 

psychological function. In the early modern period, attendance was also a public 

demonstration of communal defiance against plague (Elmer & Grell (Eds), 2003, pp.

146-7). In 1603 the city marshal of London was told to keep the number of people 

present at plague burials down to six. It proved impossible: 'The meaner sort 

continued to accompany the dead, and attacked the officers who tried to stop 
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them'. Social habits and deeply respected moral obligations collided with and, 

ultimately defeated, public health policies (Elmer & Grell (Eds), 2003, pp.147-8). Pest-

houses were hated as symbols of plague as well as of plague-controls: to attack 

them was to attack infection and oppression at the same time. In 1627 a woman 

in Salisbury burned down a pesthouse she had been incarcerated in. She was 

supported by local residents who had opposed its erection fearing that infection 

would spread to them (Elmer & Grell (Eds), 2003, pp.146-9). Women were often at the 

forefront of opposition to plague regulations. Wives and widows were more 

deeply involved with the care of the sick and the support of their neighbours than 

men. Therefore, they may have clung more tenaciously to social habits and ideals 

which plague regulations threatened (Elmer & Grell (Eds), 2003, pp.146-9). 

The consistency of plague symptoms might seem to have brought the 

shortcomings of humoral theory into stark relief. Nonetheless medical 

practitioners managed to place the disease in the Galenic framework. Stephen 

Bradwell explained that 'every pestilent Contagion is not of the same nature, nor 

hath equall conformity with every Consititution'. He describes plague, (or 

plagues) and susceptibility to plague, as contingent on the complexion of the 

victim (Elmer, 2004, p.144). Understandably, contemporary medical advice 

concentrated on precautions to avoid contagion (Elmer, 2004, p.145). The 

'venomous quality' of Bradwell's 'seminary tincture' not only permeated the air 

but could adhere to clothing and 'Feather-beds will keep the contagion seven 

years'. He recommended: monitoring the air - one of the 

six non-naturals - both of its origin and qualities 

of temperature and humidity; keeping 

lozenges in the mouth; avoiding stinking 

odours; cleanliness of private and public 

spaces. Most importantly, one should 

'keep oneself as private as he may'. That is, 

avoid crowds and potentially infected 

Drawing of a flea from ‘Micrographia’ 
c. 1665, Robert Hooke



areas. Advice like Bradwell's informed the civil management of plague epidemics, 

not only in the emphasis on public and private cleanliness but also the control of 

the sick and those most likely to cause the plague's spread: 'Poore people (by 

reason of their great want) living sluttishly… have corrupted bodyes, and of all 

others are therefore more subject to this Sicknesse', he wrote.  

Plague treatment played second fiddle to plague management. In 1578, when the 

Privy Council published its Plague Orders, administration was by magistrates not 

physicians (Porter, 1999, p.237). During the 1630 outbreak around Florence Dr. 

Arrighi, the physician assigned to the Pistoia pest-house, made repeated requests 

to the health deputies for the basic materials of early modern medical care. But 

the health deputies were not medical men and a tidy account sheet was of more 

importance. Hence we know that they deposited all funds in the Rospigliosi Bank 

of Pistoia and appointed Nofri Nencini as general manager, while Arrighi lacked 

cupping glasses, black soap, bowls for bloodletting, or indeed sufficient beds, bed 

linen, or blankets (Elmer & Grell (Eds), 2003, pp.142-4). 

Cholera in the Nineteenth Century: 

'A court for King Cholera' is hardly an exaggeration of many dwelling places of the poor in London. 
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The cities of Europe remained great incubators of pathogens after the plague had 

left. Until the nineteenth century, deaths exceeded births (Porter, 1999, p.23). As the 

Industrial Revolution gained momentum in the eighteenth century, populations 

exploded and rural-urban drift became a flood. In the century after 1750, 

Britain's population increased from six to 18 million and, by 1880, the proportion 

of those living in towns had been transformed from 15 to 80 per cent. The 

existing infrastructure was engulfed by this human tidal-wave: 'foul housing, 

often in flooded cellars, gross overcrowding, atmospheric and water-supply 

pollution, overflowing cesspools, contaminated pumps; poverty, hunger, fatigue 

and abjection everywhere. Such conditions… bred rampant sickness of every 

kind' (Porter, 1999, p.399). Diphtheria and scarlet fever were major killers of the 

young. Measles, chickenpox and smallpox all remained severe. Typhoid and 

typhus - indistinguishable from each other in a pre-bacteriological era - added 

significantly to the death-toll as 'typhus fever' (Porter, 1999, p.399; Book 2, p.186). The 

first cholera pandemic began in 1816 in Bengal, killing millions across India, 

China and Indonesia, but had stopped short of Europe. The second did not. 

Cholera entered Europe from the Near East in 1830 and, in successive waves, 

racked-up its own grisly scoresheet. London was hit in 1832 and 7000 died. 

Between 1847 and 1861 2,589,843 Russians contracted cholera with over a 

million dead (Porter, 1999, p.404). The epidemic pattern was extreme: 1,908 died in 

England and Wales in 1848, but this spiked to 53,273 the following year. Death 

was swift and ghastly; there was no agreement about cholera's cause; many 

treatments were tried; nothing worked (Porter, 1999, p.403).  

This new terror elicited extreme public responses. When Paris was struck in 1832 

'it was as if the end of the world had come', wrote the poet Heinrich Heine. He 

describes scenes of mass panic and violence as crowds attacked cholera victims: 

'Like beasts, like maniacs, the people fell on them… some were seriously wounded 

or maimed; and six were most unmercifully murdered' (Porter, 1999, p.403). The 

poorer classes saw they suffered disproportionately. In St Petersburg mobs 

attacked magistrates and doctors fearing they were being poisoned as the 



imposed isolation cordons and quarantines were clearly ineffective. In Britain, 

isolation of victims in workhouse infirmaries caused riots since it was believed 

that the medical profession was using the epidemic as a body-snatching 

opportunity (Porter, 1999, p.409). Economic change was creating class struggle and 

political divisions: revolution was in the air. With a guillotine hovering in the 

collective consciousness of European leaders, urban cleansing and health reform 

began to be viewed as a panacea (Porter, 1999, p.405). 

The socio-medical studies produced in the first half of the nineteenth century 

were vital in contributing to this idea. Previously it was believed that poor people 

lived healthier, longer lives because the rich suffered from the consequences of 

luxury and immoderation (Brunton, 2004, p.184). The work of the French hygienist, 

René Louis Villermé (1782-1863) was pivotal in dispelling this myth. Villermé 

compared all the conventional Hippocratic environmental factors, such as 

altitude, soil and climate, with the differential mortality of the Paris 

arrondissements and found no relationship. His eureka! moment came when he 

tried economic status: the poorest areas consistently showed the highest 
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mortality levels (Porter, 1999, p.407). In Britain, William Farr was able to perform 

further analysis using the data collected for the whole of England and Wales 

under the 1836 Registration Act. Farr produced elaborate statistical tables which 

showed the death rate from specific diseases, the death rates among different age 

groups and changes in mortality over time. While tuberculosis and scarlet fever 

were responsible for many more deaths, Farr's analysis showed how Britain's 

imperial and economic ambitions were threatened by the death toll inflicted on 

working-age adults by cholera and typhus. Tuberculosis was endemic and 

considered hereditary, treatable but not preventable, until its bacillus was 

discovered in 1882. Scarlet fever killed children (Brunton, 2004, pp.186-8).  

Mid-nineteenth century aetiology was a jumble of sometimes interwoven 

theories. There was no consensus 

that all epidemics arose from the 

environment. Most doctors 

believed that some diseases were 

caused by miasmas, others by 

specific contagious agents. 

Smallpox was generally believed 

to be spread person to person via 

a specific agent. The relative 

success of smallpox inoculation 

and, later, compulsory vaccination 

had born this out. Between the 

1830s and 1870s doctors were 

divided about whether cholera 

was spread by miasmas or by an 

unknown agent in the water 

supply. Even after John Snow 

(1813-58) had proved that cholera 

was spread by contaminated water 
1832 cartoon of a cholera patient experimenting with remedies. 
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in his 1854 treatise on the Broad Street pump, doctors did not see contagion and 

the environment as mutually exclusive causes of disease. From 1855, Max von 

Pettenkofer (1818-1901) developed a theory that cholera was spread by 'germs' 

which had been 'activated' by contact with damp soil (Brunton, 2004, p.191). 

Unhealthy environments and immorality were believed to predispose individuals 

to infection — an idea that persisted after the discovery of pathogenic bacteria. 

Bacteria were 

characterised as 'seeds' 

only activated in fertile 

'soil'. Some doctors and 

clergymen reported with 

satisfaction that 

drunkards and prostitutes 

were the first to die during 

cholera epidemics as a 

result of their immoral 

lives (Brunton, 2004, p.192). 

Robert Koch finally isolated the 

cholera bacillus in 1883. But germ theory, while accepted by the medical 

community by the end of the century, played little part in therapy (a notable 

exception is the development of the diphtheria antiserum in 1891 of Behring and 

Roux). In the environmental setting of nineteenth century Europe, this is 

unsurprising. Sanitary reform produced results across a spectrum of diseases and 

relieved tensions in wide swathes of the population. Bacteriological discoveries 

established reputations, but did not necessarily offer any reason to change policy. 

John Simon (1816-1904), medical officer to the Privy Council, quickly accepted 

the germ-theory account of cholera and devised more focused quarantine 

procedures as a result. But his overall approach remained the same: 'empirically 

we know that… the pestilence [cholera] rages only where there are definite 

sanitary evils. This knowledge remains unchanged [by germ theory]; and 

unchanged remain also our practical means of applying it' (Brunton, 2004, p.196). 
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Governmental responses to cholera were informed, but not directed, by medical 

theory. Geography, trade commitments, prior experience, economics and politics 

were also influential in shaping policy (Brunton, 2004, p.195). During the cholera 

epidemic of 1830-31, the autocratic regimes of eastern Europe - Russia, Austria 

and Prussia - imposed quarantines: ships were held offshore for days or weeks; 

suspected cholera cases were placed in isolation hospitals. But it didn't work and 

cholera continued to spread west. The governments of south Germany, France 

and Britain employed less rigorous quarantine policies as a result. The exceptions 

were port cities like Marseilles and Hamburg, where quarantines were retained to 

reassure trading partners that anti-cholera measures were in place. In Britain, 

general cleansings of streets and the homes of the poor supplemented isolation. 

Sweden's position in the far north of Europe, its few ports and negligible 

international trade, predisposed it towards using quarantine. Additionally, 

quarantine was popular even in the most liberal countries like Sweden, 

since it provided an immediately visible response that people could 

apply on a local level: local authorities refused travellers the right to 

stay; the inhabitants of Örebro blocked all the roads leading into 

their town (Brunton, 2004, pp.194-195). 

Long-term disease control measures and sanitary reform were 

not unique to the nineteenth century. Enlightenment 

political theory and philosophy had provided 

motivation in the form of mercantilism and 

utilitarianism. A rich and 'happy' state required a 

large and healthy population. Policies of medical 

police were in place in parts of Europe 

before the arrival of cholera: care for the 

sick poor; the provision of drainage, clean 

water and street cleaning; compulsory smallpox 

vaccination; provision of state doctors and hospitals 

were all pursued to a greater or lesser extent in western 
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and northern Europe (Brunton, 2004, p.193). But cholera concentrated people's 

minds. In Britain, reform of the Poor Laws became top priority (Porter, 1999, p.409). 

By universalising the workhouse solution, the New Poor Law of 1834 was 

supposed to drive the poor to work. But it was the sick poor that were lining-up to 

enter the workhouses, requiring further expenditure on the creation of 

workhouse infirmaries. Poor Law medical officers exacerbated the expense by 

prescribing food. It is argued that the object of Edwin Chadwick's Report on the 

Sanitary Condition of the Labouring Population of Great Britain was to provide 

proof that environmental conditions, not social factors such as diet and poverty, 

were the principle causes of disease. This lent weight to policies limiting poor 

relief (Brunton, 2004, p.195). Its recommendations were clear: 'The primary and 

most important measures, and at the same time the most practicable,… are 

drainage, the removal of all refuse from habitations, streets and roads, and the 

improvements of the supplies of water' (Porter, 1999, p.411). 

Delivery of sanitary reform and epidemic management fell largely to local 

authorities. New drains, sewers, and safe water supplies required building on a 

heroic scale across Europe and were only made viable by the technologies of the 

Industrial Revolution. In London, between 1856 and 1859, 842 kilometres of 

main sewers and 20,921 kilometres of drains were built. By 1890, every house in 

Hamburg and 95 per cent of houses in Berlin had water on tap (Brunton, 2004, p.

198). But sanitary engineering projects were not without their obstacles. Funding 

was a particular point of contention: the Hamburg Property Owners Association 

held up improvements to water quality for thirteen years (Brunton, 2004, p.200). 

During the 1832 cholera epidemic the Islington Board of Health asked 'the New 

River Company to afford a supply of water which was readily granted in 

abundance'. But the Board struggled to provide a long-term safe water and 

drainage solution because of conflicts of interest between private business, public 

need and a tight-fisted vestry (Brunton, (Ed) 2003, pp.150-4). 

Finance and class had a direct bearing on who benefited from sanitary reform 

and the efficacy of public health campaigns as well as who suffered. The upper 



and middle classes could use their vote in local elections to demand 

improvements and they could afford to contribute to the cost. The condition of 

the poor was held aloft by middle-class reformers as proof of the need for 

sanitary improvements, but reforms were not targeted at poor areas. Slums were 

thought to breed immorality as well as disease. Slum-dwellers were thought to be 

beyond sanitary redemption: they could not be taught to use sinks and toilets 

properly and they could not contribute towards the cost of new drains (Brunton, 

2004, pp. 201-2). During epidemics of fever or cholera the tables turned. The better 

off were expected behave in a socially responsible manner by isolating infectious 

disease cases within their own homes and were exempted from public 

regulations. By contrast, the poor were subject to rigorous and invasive 

authoritarian measures: medical men inspected their homes to identify cases of 

illness and arrange for the removal and isolation of the sick; fumigation squads 

disinfected homes with caustic chemicals and whitewashed the walls. Poster and 

handbill campaigns to inform the poor of how to identify cholera and where to 

seek treatment were of limited success since those most at risk were the least 

likely to be able to read (Morris, 1976, pp. 115—116). 

1850 wood engraving depicting cramped and squalid housing conditions. Wellcome Images



However, the poor were not passive in receipt of these measures — or lack of 

them. In 1849 the Times printed a letter in which the author appealed, 'We are 

Sur,… livin in a Wilderness, so far as… the rich and great people care about. We 

live in muck and filth. We aint got no… drains, no water-splies, or suer. The 

Suer Company… take[s] no notice… of our complaints. We all of us suffer… and 

if the Cholera comes Lord help us' (Brunton, 2004, p.202). Regulations requiring 

the disinfection and rapid burial of the bodies of cholera victims in, sometimes 

unconsecrated, graves provoked furious protest. Such measures precluded 

traditional mourning practices and raised fears of premature burial (Brunton, 2004, 

p.204). The poor had their own beliefs about the causes of cholera and employed 

their own means of prevention. In 1849, the residents of a suburb of Leeds 

refused to clean their homes but stood outside a local chemical works in the belief 

that the fumes produced by the factory disinfected the air: they had observed that 

none of the workers had contracted cholera in the previous epidemic (Brunton, 

2004, p.204). The use of religious or magical charms was widespread. In France, 

amulets might invoke St Roch - who had traditionally been singled out for 

protection against plague. In Zurich, in 1867, children wore amulets against 

'Madame Cholera' whom they pictured as an evil black woman (Brunton, 2004, p.

204) 

By 1900 the situation was much improved: sanitary reform had eradicated 

cholera from western Europe; immunisation, slum clearance and education had 

produced a decline in smallpox, tuberculosis and typhus; average mortality was 

steadily dropping; average life expectancy had increased.  

Conclusion 

Epidemics of plague and cholera brought infectious death to Europe on an 

extraordinary scale. They weren't completely unique in this, but some shared 

characteristics amplify the significance of a comparison of responses to them: 

both are highly infectious; mortality was extreme; the symptoms are gruesome; 

death was swift.  

In both cases control and management were paramount. The panic incited by an 



outbreak was a symptom that threatened early modern and nineteenth century 

societies at an administrative level. Ruling authorities in both eras responded to 

epidemic outbreaks out of a sense of self-preservation and regarded its successful 

management as a means to a political end. The exclusion of medical practitioners 

from the majority of policy planning adheres in both periods and illustrates how 

political intent often took precedence.  

Without the means to leave areas affected by epidemic outbreaks, the poor 

suffered the most and were the primary target of control measures and medical 

police. Quarantine of poor victims and controls against assembly of poor people 

were employed and resisted in both periods. Compulsory smallpox vaccination in 

the nineteenth century stands out as the only example of a socially 

comprehensive medical policy.  

The poor were affected disproportionately by both diseases which contributed to 

similar funding squabbles. London's aldermen, Islington's vestry and Hamburg's 

Property Owners Association were all reluctant to raise or hand over money for a 

cause that affected them less than directly. 

The medical theories that informed some of the measures taken against plague 

and cholera overlap: miasmas and the environment were included in the 

aetiology of both diseases. Even after the accession of germ theory, the 

environment's role in producing bodies 'fertile' to infection whiffs of Bradwell's 

Galenic account of 'corrupted bodyes… more subject to this sickness'.  

Contemporary ideas of morality feature as a causative agent in both accounts of 

disease. The notion of disease as a society-wide punitive measure seems absent 

the nineteenth century, but there is a residue in the sanctimonious satisfaction of 

clergy and doctors in reaction to the deaths of prostitutes and drunkards. 

The belief that religion could prevent infection was still strong in individual 

responses to cholera. Wearing amulets and other preventative charms was 

widespread and in some cases the same saints were invoked as had been for 

plague. However, this was probably more socially widespread in the early modern 



period: one imagines that the increasingly secular educated middle classes were 

less likely to employ these methods in nineteenth century Europe. 

Communal gestures of religious devotion to halt an epidemic outbreak were 

absent from nineteenth century responses to cholera. Religious authorities 

appear absent from specific responses to cholera (though formed a vocal 

component of support for sanitary reform), while they even participated post 

mortem in plague processions.   

Responses to cholera were informed scientifically, in a way that was absent from 

responses to plague and provided an important motivation. The technologies of 

the Industrial Revolution facilitated sanitary reform. But the knowledge that 

cholera was specifically knocking-out the workforce, the means of gathering this 

information and the knowledge that sanitary reform would work, formed an 

intellectual resource that was lacking in the pre-modern period.   
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