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                     Abstract 
 Death is an inescapable fact of life, yet its causes have never been consistent. In the modern era, epidemics have been a 
signifi cant source of death worldwide. This article attempts to analyze the role of numerous diseases in the deaths in the 
Bihar province during colonial rule. An attempt has been made to comprehend the spread of innumerable diseases in Bihar 
throughout the period off ered. In addition, the paper tries to investigate numerous questions, such as the trend and pattern 
of these epidemics in colonial Bihar. What eff ect did they have on the death rate in Bihar during the reference period? What 
factors contributed to the spread of these epidemics? What connected these factors and Bihar's socioeconomic realities and 
colonial rule? How did these diseases aff ect rural and urban areas diff erently? Along with this, it attempts to determine what 
the then health—related infrastructure was in the context of epidemic prevention, what the colonial policy change was in 
this context, and to what extent it was suffi  cient. 

   Keywords     Bihar    ·  Epidemics    ·  Deaths    ·  Colonialism  

       1  Introduction 

 During the colonial period, Bihar saw many deaths due to 
diff erent diseases. According to the Annual Administrative 
Report for Bihar & Orissa 1935–1936, Bihar witnessed the 
third highest death rate in the country after the Central Prov-
inces and Bombay (Narayan,  1938 , p. 68). As a result of the 
signifi cant number of fatalities in Bihar, the growth in popu-
lation in various censuses remained almost moderate from 
1891 to 1951. Population growth rates were 0.2% in 1901 
compared to 1891, 3.9% in 1911 compared to 1901, and a 
negative 1.1% in 1921 compared to 1911, 12.2% in 1941 
compared to 1931, and 10.8% in 1951 compared to 1941 
(Prasad,  1956 , pp. 14–15). As far as the death rate in Bihar 
is concerned, it was highest in 1919 at 56. 7, 40 in 1920, 
and between 25 to 30 in practically all other years. This 
fi gure is slightly lower than the all-India average of 34.9 in 

1921–1930, 33.2 in 1931–1940, and 32.4 in 1941–1950, but 
it is still high compared to other states. Table  1  shows the 
death rate in Bihar during 1918–1936.  1     

 Regarding the causes of large-scale deaths, there is no 
doubt that epidemics played a signifi cant role apart from 
fl oods, famines, earthquakes, and other factors. Among 
these epidemics, cholera, smallpox, plague, malaria, and 
kala-azar, which fall under the broad umbrella of fever, have 
been signifi cant, substantially raising the death toll during 
this period. For instance, the people of Bihar died in the fi rst 
decade of the twentieth century due to famines and plague. 
Similarly, infl uenza in the second decade of the twentieth 
century fuelled the tally of fatalities in the state. Smallpox 
caused many deaths in the 1920s. Tables  2  and  3  helps to 
understand the contributions of diff erent diseases to the 
deaths in Bihar during the colonial period.  2      

 It is important to note that much work has been done 
on these diseases from a scientifi c and medical standpoint. 
Still, there is a shortage of necessary studies on epidemics 
and their socioeconomic implications in historiography. 
Older British historians, like L. C. Knowles, Vera Anstey, 
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Reginald Coupland, Philip Woodruff , and others, thought that 
the "main cause of Indian poverty" and of the British failure 
to revolutionize standards of living was "the rising fl ood of 
human beings." Traditional studies of mortality have tended 
to focus primarily on historical trends. At a time when there is 
considerable control over death, there is much interest in the 
existence of mortality diff erences among diff erent population 
subgroups, such as rural–urban areas, occupational classes, 
educational levels, and income groups (Nagi & Stockwell, 
 1973 ). Changes are recorded in history, but historians' atten-
tion to epidemics and the resulting demographic and other 
socioeconomic shifts has been relatively limited compared 
to other subject matter. There is a shift in historiography in 
which historians worldwide have begun to include these sub-
jects in their research and study. Mark Harrison investigates 
the clinical aspects of plague and the social, political, and 
psychological dimensions. He has studied public health in 
British India in his works. In A Global History of Medicine, 
Mark Jackson traces the history of medicine across conti-
nents and countries from ancient to modern times. In Our-
selves Unborn, Sara Dubow gives a multidisciplinary account 
of the human fetus. J. C. McKeown, in his work, introduces 
readers to ancient un-translated Greek and Roman medical 
texts (McKeown,  2017 ). Ira Klein also attempted to analyze 
the deaths due to pandemics in the nineteenth and twentieth 
centuries in India and concluded that modern economic con-
ditions, especially poverty and population pressure, were the 
causes of widespread epidemic outbreaks and rapid mortality 
(Klein,  1973 ). In A Beginner's Guide to Death and Disease, 
Christopher Bradbury gives a theory about death and sug-
gests that diseases are merely a vehicle in which we move 
towards death (Bradbury,  2016 ). 

 In the nineteenth and twentieth centuries, Chinmay 
Tumbe studied the demographic disasters resulting from 

  Table 1        The death rate 
in Bihar during the period 
1918–1936  

  Year    Death rate  

  1918    35.2  
  1919    56.7  
  1920    40  
  1921    30.9  
  1922    24.07  
  1923    25  
  1924    29.1  
  1925    23.9  
  1926    25.2  
  1927    25.2  
  1928    24.9  
  1929    25.3  
  1930    29.6  
  1931    29.2  
  1932    26.6  
  1933    20.6  
  1934    22.1  
  1935    26  
  1936    25.1  

  Table 2       Mortality per mille from diff erent diseases in the Province 
of Bihar and Orissa  

 Data were not available for all the years. The Cells highlighted (bold) 
contains Data imputed using KNN algorithm (using R programme) 
 In this paper,  Mille  is used  per thousand.  Primary Sources referred to 
in this paper uses the term  mille  to represent  per thousand  

  Year    Cholera    smallpox    Plague    fever  

  1913    2.24    0.06    1.7    18.8  
  1914    2.05    0.11     1.7     18.18  
  1915    0.9    0.2    1.8    17.7  
  1916    2.5    0.4    0.7     21.5   
  1917    2.6    0.3    0.7    21.5  
  1918    3.1    0.1     1.7     22.5  
  1919    5.9     0.11      0.7     40  
  1920    0.3    0.2    0.4    28.1  
  1921    0.7    0.6    0.5    22  
  1922     2.5      0.2      0.4      21.5   
  1923    0.2     0.2      0.4      22   
  1924     2.5      0.2      0.4      17.7   
  1925     2.5     0.2    0.3     16.6   
  1926     2.2     0.4    0.2     16.4   
  1927     2.5      0.2      0.3     16.6  
  1928    1.4    1    0.2    16.14  
  1929    2.2    0.4    0.2    16.6  
  1930    3    0.2    0.2    17.7  
  1931    4.4    0.2    0.2    18.6  
  1932     4.4      0.2      0.3      17.7   
  1933    0.2    0.4    0.09    15  
  1934    0.5    1.1    0.04    15.2  
  1935    1.5    0.8    0.1    17.8  
  1936    1.7    0.6    0.07    17.6  
  1937    0.2    0.6    0.04    17.3  

  Table 3       Cholera mortality in 
British India  

  Period 
(quinquen-
nial)  

  Annual Cholera 
Mortality in Brit-
ish India (exclud-
ing Burma)  

  1877–1881    288,949  
  1882–1886    286,105  
  1887–1891    400,934  
  1892–1896    443,890  
  1897–1901    383,294  
  1902–1906    367,107  
  1907–1911    397,127  
  1912–1916    328,593  
  1917–1921    392,070  
  1922–1926    143,890  
  1927–1931    297,756  
  1932–1936    140,440  
  1937–1941    147,423  
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pandemics like cholera, the pague, and infl uenza. He empha-
sized that this period was known for industrialization, colo-
nialism, imperialism, and global wars and for devastating 
diseases, pandemics, and innumerable lives lost (Tumbe, 
 2020a ,  2020b ). Certain historians have researched the dis-
ease and its implications in India using various sources. 
These sources include government and church records 
detailing their actions, witness testimony to those actions, 
and the writings of various "authorities" whose explanations 
of the etiology carried contemporary weight, whether they 
spoke for religion, morality, "medicine," or folk belief. The 
experiences of the victims themselves have been recovered 
on occasion, allowing us to tell the story of an epidemic 
from "below." Whose perception of the pandemic is, without 
a doubt, an element of the question "How was the epidemic 
perceived?" For example, in the 1830s, medical and political 
elites were confused by cholera, but some poor city dwell-
ers felt that their governments were poisoning them due to 
Malthusian concerns about overpopulation (Little & Little, 
 2006 ). 

 However, India is a heterogeneous country with various 
socioeconomic status levels, climatic zones, and many other 
diff erences. In a country like India, there is a need for micro-
level studies to comprehend these diseases and their conse-
quences fully. Keeping this need and perspective in mind, 
this study investigates several diseases in Bihar throughout 
the colonial period, their resulting mortality, and the socio-
economic context in which they occurred. 

     2    Cholera 

 Although accounts of diseases with cholera like symptoms 
date back to the fi fth Century BCE., medical researchers 
establish that cholera was widespread in India throughout the 
seventeenth and eighteenth centuries. According to microbi-
ology, cholera is caused by  Vibrio cholerae , which enters the 
body through contaminated water or food. The presence of 
bacteria in the small intestine induces diarrhea and vomiting. 
The resulting dehydration causes several unique symptoms. 
The victim is fully mindful of the anguish until the end. The 
blood gets thick and tar like when the water concentration 
in the bloodstream falls. Capillaries burst, causing the skin 
to turn blue. The heart rate becomes erratic, and the limbs 
shrink as they become dehydrated. However, the neurologi-
cal system stays intact until the end, allowing the victim 
to be completely conscious of the pain. Without treatment, 
mortality happens within days, if not hours, of the onset 
of symptoms (Sherman,  2007 ). Cholera can be endemic or 
epidemic. A cholera endemic area is one where confi rmed 
cholera cases have been detected during the last 3 years with 
evidence of local transmission (meaning the cases are not 
imported from elsewhere). A cholera outbreak/epidemic can 

occur in both endemic countries and countries where cholera 
does not regularly happen(WHO,  Cholera ).  3    

 In the late nineteenth and early twentieth centuries, chol-
era claimed about 5% of all lives in British India. While 
cholera was more prevalent in Bengal than in most other 
parts of India, it also varied within the state (Tumbe,  2020a , 
 2020b ). 

 Evidence of cholera in colonial India dates back to the 
second half of the eighteenth century as Ricky's Bengal 
Gazette of 22nd April 1781 speaks about an outbreak in 
Calcutta.  4    But as far as the epidemic form of this disease is 
concerned, its beginning is considered from 1817 in Jessore. 

 Cholera prevalence varies by province, with Madras, 
Bengal, Bihar, and the Central provinces being the most 
impacted, followed to a lesser extent by Orissa and the 
United Provinces.  5    Bihar suffered from more devastat-
ing cholera fatality rates than most other provinces. Partly 
because the environmental conditions were conducive to dis-
ease transmission for many months of the year, population 
density in Bihar also served an impact and is a contributing 
factor.  6    For instance, between 1910 and 1919, the percent-
age of the total deaths from cholera was 26 in Bengal, 26 in 
Bihar and Orissa, 18 in United provinces, and 16 in Madras 
Presidency. 

   A comparative study of mortality fi gures from cholera, 
district by district, from 1929 to 1935 further shows 
that cholera generally begins late in the summer in 
the districts of South Bihar and remains present until 
the advent of the winter months; however, the disease 
begins early in the summer months in the districts of 
North Bihar and dies out by the end of the monsoon 
period. A bad year happens every fi ve or six years on 
average, with the peak severity of epidemics occurring 
in two diff erent but consecutive years in South Bihar 
and North Bihar. In 1930, cholera was widespread in 
seven districts of South Bihar, Orissa, and Chota Nag-
pur. The year 1934 proved to be another disastrous 

   3    Bhore (1946). Report of the Health Survey and Development Com-
mittee.. (Vol. I) (India, Health Survey and Development Committee). 
Calcutta: Manager of publications.p. 112. 
   4    Census of india, 1911—Bengal, Bihar and Orissa and Sikkim; 
Pt.1, report (Vol. V) (India., Offi  ce of the Registrar General & Cen-
sus Commissioner.). Calcutta: Bengal Secretariat Book Depot.1913, 
p. 97. 
   5    Bhore (1946). Report of the Health Survey and Development Com-
mittee.. (Vol. I) (India, Health Survey and Development Committee). 
Calcutta: Manager of publications, p. 112. 
   6    Bihar State Archive,  Report on the Administration for the Province 
of Bihar and Orissa 1924–1925,  Patna Superintendent, Government 
Printing, 1926, p. 123. 
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cholera year for the same districts, but North Bihar 
districts were signifi cantly worse ravaged in 1935.  7      

 The report on the spread of cholera and the mortality 
rate caused by it shows that the mortality rate from cholera 
(2.24 per million) in 1912–1913 was lower than the 5-year 
average. Darbhanga (7.07), Muzaff arpur (6.95), and Cham-
paran (3.21) in the Tirhut Division were particularly hard 
hit. The fatality rate from cholera in 1913–1914 was signif-
icantly lower than the 10-year average (2.8).  8    The disease 
broke out in epidemic form in Champaran, Muzaff arpur, 
Darbhanga, and Monghyr.  9    Cholera death rates increased 
from 2.6 to 3.1 in 1917. This disease caused an outbreak in 
Patna, Gaya, Muzaff arpur, Champaran, Darbhanga, Mon-
ghyr, Purnea, and Hazaribagh.  10    Cholera is said to have 
killed 205,584 people in 1918, or 5.9 per million.  11    More 
than half of all deaths occurred in Tirhut, with Darbhanga 
having the highest mortality rate. The rural mortality rate 
was 6.0, while the urban death rate was 4.1. The outbreak 
was severe, and the mortality rate only exceeded once in 
the last 40 years. No month of the year was free of cholera, 
although the severe outbreak began in March and peaked 
in May and June.  12    The province was the victim of the 
province's most widespread and lengthy cholera epidemic 
in many years in 1924, which lasted six months. However, 
the overall distribution of disinfectants and medications 
by civil surgeons and epidemic doctors and immunization 
and other preventative measures supported by a concerted 
anti-epidemic campaign saved many lives. In previous 
major outbreaks, recorded mortality ranged from 50,000 
to 200,000, but only 78,998 deaths were reported in 1924.  13    

The following year was exceptionally healthy. 1926 can 
be marked as a calm year in terms of cholera, with 1.2 per 
mille urban deaths compared to 0.8 per mille deaths in rural 
areas, making combined mortality of 0.8 per mille which 
is well below the last10 years' average i.e. 2.2 per mille.  14    
Early in April, a severe cholera outbreak occurred in the 
Purnea area. The infection was traced back to Nepal, where 
cholera had been reported in the Morang district, which 
borders Purnea. 

 There were only 18,818 deaths and two outbreaks in 
1925–1926, one in Bhagalpur town in October and another 
in Purnea district from April to June.  15    A major cholera 
epidemic erupted in the Shahabad and Monghyr districts in 
May and extended to Muzaff arpur, Darbhanga, Gaya, and 
Bhagalpur, accounting for 49,022 deaths throughout the 
province.  16    Nonetheless, during the year, particular eff orts 
were made to popularise anti-cholera immunizations, 
and the number of doses issued from the vaccine depot 
increased from 5790 to 38,566.  17    The year 1928 was no 
less horrifi c, with a cholera death rate of 2.2 per million. A 
severe cholera epidemic hung over Gaya, Shahabad, Cham-
paran, Darbhanga, and Muzaff arpur districts.  18    The disease 
was rampant in 1929, also. Its virulence rose with the onset 
of the monsoon, and most mortality occurred in July.  19    
The cholera epidemic was extremely severe, resulting in 
nearly 150,000 deaths and a death rate of 4.4 per thousand, 
the highest since 1920.  20    This year's pandemic was severe 
in North and South Bihar areas and lasted throughout the 
winter in numerous districts. In 1932 there was some relief 
as the death rate from cholera declined to 0.2 per mille, 
less than one-fourth of the previous year.  21    North Bihar 
saw a moderate epidemic at the end of the monsoon season 
in 1933. Cholera was severe in 1934, but its presence was 

   8    Bihar State Archive (BSA),  Report on the Administration for the 
Province of Bihar and Orissa 1912–1913,  Patna Superintendent, 
Government Printing, 1913. p. 87. 
   9    Bihar State Archive (BSA),  Report on the Administration for the 
Province of Bihar and Orissa 1917–1918,  Patna Superintendent, 
Government Printing, 1917. p. 86. 
   10    Bihar State Archive,  Report on the Administration for the Province 
of Bihar and Orissa 1917–1918,  Patna Superintendent, Government 
Printing, 1917. 
   11    Bihar State Archive,  Report on the Administration for the Province 
of Bihar and Orissa 1919–1920,  Patna Superintendent, Government 
Printing, 1920.p. 96. 
   12    Sanitary Commissioner,  Annual Report of the Sanitary commis-
sioner with the Government of India for 1918: With appendices and 
return of sickness and mortality among European troops, Indian 
troops, and prisoners in India for the year , Calcutta: Superintendent 
of Government Printing, 1920, p. 71. 
   13    Bihar State Archive,  Report on the Administration for the Province 
of Bihar and Orissa 1924–1925,  Patna Superintendent, Government 
Printing, 1926. p. 52. 

   14     Annual public health report of the province of Bihar and Orissa 
for the year 1926 . Patna: Supt., Govt. Print., Bihar and Orissa, 1926, 
p. 4. 
   15    Bihar State Archive,  Bihar and Orissa in 1925–1926 . Patna: Supt., 
Govt. Print., Bihar and Orissa, 1927. 
   16    Bihar State Archive,  Report on the Administration for the Province 
of Bihar and Orissa 1927–1928,  Patna Superintendent, Government 
Printing, 1929. 
   17    Bihar State Archive,  Report on the Administration for the Province 
of Bihar and Orissa 1927–1928,  Patna Superintendent, Government 
Printing, 1929. 
   18    Bihar State Archive,  Bihar and Orissa in 1928–1929 , Patna: 
Superintendent, Government Printing, Bihar and Orissa, 1930, p. 49. 
   19    Bihar State Archive,  Bihar and Orissa in 1929–1930 , Patna, 
Bihar: Superintendent Government Printing, 1931, p. 49. 
   20    Bihar State Archive,  Bihar and Orissa in 1930–1931 , Patna, 
Bihar: Superintendent Government Printing, 1932, p. 54. 
   21    Bihar State Archive, Bihar and Orissa in 1932–1933, Patna, Bihar: 
Superintendent Government Printing, 1934, p. 54. 

   7    Public Health Commissioner India, Annual  Report of the Public 
Health commissioner with the Government of India for 1935 (Vol. I) . 
Delhi: Manager of Publication, 1937, p. 22. 
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felt in Orissa. The scourge was fewer in North Bihar, pos-
sibly because of the tremendous public health precautions 
taken due to the earthquake. Yet, many people succumbed 
to this sickness during the rains in Champaran and else-
where.  22    Cholera struck again in 1935, killing 68,876 peo-
ple, compared to 57,289 the previous year. Cholera spread 
in practically all districts of the province in July, owing to 
ideal meteorological circumstances, and reached epidemic 
proportions in the districts of North Bihar.  23    The year 1936 
was relatively mild for cholera. Manbhum, Santhal Par-
gana, Shahabad, and Hazaribagh were the worst-aff ected 
districts.  24    

     3    Smallpox 

 British physicians recognized smallpox as one of nine-
teenth-century India's widespread and destructive epidemic 
diseases. Smallpox, the "scourge of India," is said to have 

killed more people than "all other diseases combined," with 
its "tenacity and malignity" making it "one of the most 
violent and severe diseases to which the human race is 
prone" (Arnold,  1993 ). Smallpox ( Variola major ), an acute 
infectious viral illness, causes an intense, burning fever 
and numerous skin eruptions and pustules that practically 
cover the entire body in their most severe, confl uent forms. 
These eruptions are most common on the face and limbs. 
A third or more of those who got smallpox died within two 
weeks of the fi rst signs of the sickness. In those who sur-
vived, sight in one or both eyes was likely to be decreased 
or lost due to corneal ulcers, as their features changed into 
pockmarked lunar landscapes. Some sources say smallpox 
was responsible for three-quarters of all blindness in India. 
Smallpox was related to a deity known as  Śitalā  in gen-
eral but fondly referred to as  Mātā , "mother," throughout 
northern India, from Sind and Gujarat in the west to Bengal, 
Assam, and Orissa in the east. In Bengal, she was known 
as  Basanta  or  Basantacanḍi  (spring goddess), and the ill-
ness was known as  Basantaroga  (spring disease), named 
after the season when smallpox was most prevalent, and the 
goddess was most widely revered.  Śitalā  does not appear 
in the ancient Hindu pantheon, and she was most likely 
a folk divinity whose recognition in Brahminical Hindu-
ism came slowly and in parts. Smallpox is one of India's 
three primary epidemic diseases, the main characteristics 
of which are well-recognized by the general public. During 
the 60 years from 1880 to 1940, the average yearly rate of 
smallpox mortality per thousand inhabitants ranged from 

   22    Bihar State Archive,  Bihar and Orissa in 1934–1935,  Patna, 
Bihar: Superintendent Government Printing, 1937, p. 62. 
   23    Bihar State Archive,  Bihar and Orissa in 1935–1936,  Patna: 
Superintendent, Government Printing, Bihar and Orissa, 1938, p. 68. 
   24    Bihar State Archive , Bihar and Orissa in 1936–1937 . Patna, 
Bihar: Superintendent Government Printing, 1938, p. 70. 

  Fig. 1       Average Annual Number of Deaths from Smallpox in British India, excluding Burma (1902–1941)  
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0.1 to 0.8.  25    According to the League of Nations' annual 
epidemiological reports, India has the highest rate of occur-
rence of smallpox among all countries for which statistics 
are available.  26    (Fig.  1 ).  27            

 The mortality ratio in 1912 was 0.06 per mille, signifi -
cantly lower than the 10-year average (0.42). The sickness 
was mostly limited to specifi c locations of the Kosi River.  28    
The mortality rate jumped to 0.11 the following year 1913, 
but did not cause signifi cant harm. In 1914, the provincial 
death rate from smallpox was 0.2 per mille. Smallpox out-
breaks occurred in the Patna and Jharia coalfi elds districts.  29    
The following year, the death rate from smallpox was 0.4 
per mille. It became an epidemic in Darbhanga and Sambal-
pur.  30    Smallpox mortality reduced from 0.3 to 0.1 per mille 
in 1917. This decrease was attributed to increased vaccine 
supply and greater oversight of immunization employees.  31    
Again, the numbers for smallpox differed significantly 
between 1920 and 1921. Smallpox mortality climbed from 
0.2 per million last year to 0.6 this year. It was partly due 
to unfavorable economic conditions and the increasing dif-
fi culty immunization workers faced in carrying out their 
tasks. It could be because the Gandhian phase of the Indian 
National Movement began. Vaccines undoubtedly aided in 
the prevention of deaths. For example, mortality decreased 
from 1911 to 1916 when immunizations exceeded 1.25 mil-
lion, and it grew when the vaccines fell to less than a mil-
lion in 1918–1919. 

 Nonetheless, the province's climatic circumstances bear 
a distinct relationship to smallpox. Smallpox, for example, 
killed 2,300 people in 1922, compared to 7,700 the previ-
ous year. The Administrative report does not explain this 
decrease to preventive eff orts; instead, credits it to good 

fortune and a favourable climate.  32    In the following year, the 
smallpox mortality rate was 3,174. Smallpox was responsi-
ble for 6,932 deaths in 1924, a considerable increase over 
the previous year.  33    In 1925, the fatality rate from the dis-
ease increased due to a severe epidemic in Orissa. According 
to the province's annual administrative report, the boards 
seriously contemplated mandating smallpox immunization. 
Smallpox mortality declined from 1.0 per mille in 1927 to 
0.4 in 1928. The district of Palamau had the most signifi cant 
death rate (1.30). Smallpox was most prevalent in Raghu-
nathpur, Gaya, and Chakradharpur, with death rates of 5.5, 
1.4, and 1.3, respectively.  34    In 1929, urban mortality from 
smallpox was 0.3, rural mortality was 0.2, and combined 
mortality from smallpox was 0.2, smaller than the preceding 
10-year average.  35    By this year, with the proven benefi ts of 
preventive medicine, individuals were willing to take immu-
nizations. The number of deaths from smallpox in 1932 was 
16,466, more than double the number in 1931.  36    The fol-
lowing year, the number of cases more than doubled from 
the prior year. 

 Similarly, the number of deaths from smallpox in 1934 
was less than thirty thousand, indicating dissatisfaction. 
Cuttack and Purnea were the most affected, whereas 
Muzaff arpur, Saran, Champaran, and Darbhanga (the earth-
quake area with more rigorous public health precautions) 

  Table 4       Increase in deaths 
from smallpox (1929–1936)  

  Year    Deaths  

  1929    6,671  
  1930    7,455  
  1931    8,028  
  1932    16,466  
  1933    42,674  
  1934    30,310  
  1935    22,967  
  1936    22,863  

   34    Bihar State Archive,  Bihar and Orissa in 1928–1929 , Patna: 
Superintendent, Government Printing, Bihar and Orissa, 1930, p. 50. 
   35    Bihar State Archive,  Bihar and Orissa in 1929–1930 , Patna: 
Superintendent, Government Printing, Bihar and Orissa, 1931, p. 61. 
   36    Bihar State Archive,  Bihar and Orissa in 1932–1933 , Patna: 
Superintendent, Government Printing, Bihar and Orissa, 1934, p. 57. 

   33    Bihar State Archive,  Report on the Administration for the Province 
of Bihar and Orissa 1924–1925,  Patna Superintendent, Government 
Printing, 1926, p. 124. 

   32    Bihar State Archive,  Report on the Administration for the Province 
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were the least aff ected. Daudnagar, Jamalpur, and Puri 
were the hardest impacted towns.  37    A similar pattern of 
smallpox mortality was seen the following year, with most 
deaths occurring in Purnea, Sambalpur, Angul, and Ranchi 
districts. Hazaribagh, Forbesganj, and Dinapur were the 
worst-aff ected towns. From 1929 to 1935, there was an 
increase in disease-related mortality. Table  4  indicates the 
same.  38     

 Smallpox was the only disease the tally of which 
increased in the decade of 1921–1930 when compared to 
the previous two decades of the century. It might be because 
of the two smallpox epidemics in 1926 and 1927. 

     4    Plague 

 Plague was believed to be prevalent in India many centuries 
ago, and that illness persisted among rats in the Southwest-
ern Himalayan region. Plague's recent history began in 1896 
when it was introduced into the seaport of Bombay from 
China and quickly spread across vast areas.  39    The plague, 
mainly its bubonic form as suggested by the Indian Plague 
Commission, remained a severe public health issue in India 
until the middle of the twentieth century CE. The confi rmed 
plague epidemic began in 1895 and 1896, peaking in 1907. 
Between 1898 and 1928, around 12 million people died in 
India. Over these decades, the yearly plague death rate per 
100,000 persons in India was 183.3, 133.8, and 51.9, respec-
tively (Datta,  1994 ). 

 The plague continued to wreak havoc in Bihar, and data 
are abundant for the fi rst half of the twentieth century. In 
Bihar, in 1912, the provincial plague death rate was 1.7 per 
mille. The disease was most severe in Saran, followed by 
Shahabad, Patna, and Monghyr, demonstrating the trend's 
consistency. Sasaram, Jagdispur, Lalganj, Hajipur, and 
Patna city were the hardest hit.  40    Patna, Saran, and Sahabad 
were located where the Ganges meets Sone, Gandak, and 
Gogra, and the conditions were conducive for the disease's 
growth. Plague mortality dropped the following year, with 
no new districts on the disease's periphery. However, the 
epidemic continued to wreak havoc on the towns and dis-
tricts described above in 1913. Saran, Sahabad, and Patna 
suff ered in 1914, with provincial fatality rates of 1.8 per 

mille. In 1915, there was a signifi cant decrease in plague 
mortality.  41    The following year saw a minor plague, with 
a mortality rate of 0.7 per mille. However, 1917 more than 
made up for the Plague's loss in the previous 2 years, with 
45,436 documented deaths. In 1918, the death toll rose to 
53,532, with Patna bearing the brunt.  42    In 1919, the Patna 
division had a 0.4 mortality rate from the plague, with a 0.9 
death rate.  43    In 1921, the epidemic killed 16,500 people. 
The following year was also the same. In 1923, the plague 
killed approximately 28,882 people, nearly as many as the 
combined deaths from cholera, smallpox, and dysentery. 
Death from plague fell to 10,792 in 1925 with the pro-
vincial death rate merely 0.3 per mille, compared to an 
average rate of 0.9 in the previous 10 years.  44    Records 
from two decades (1910–1930) suggest that the pandemic 
resurfaced at around 4-year intervals. However, each out-
break was milder than the one before it, and the scourge 
appeared to be fading over time; 1925 saw the lowest fatal-
ity rate from this disease since 1905, with a death rate of 
0.2 plagues.  45    The plague was not a severe public health 
issue the following year except in Muzaff arpur and Darb-
hanga districts. During the winter, cases in these two dis-
tricts occurred regularly. Continuing the previous 4 years' 
trend, plague showed no symptoms of growth in 1928, with 
a death rate of 0.2 per mille. However, the Muzaff arpur 
and Darbhanga districts saw a typical winter pandemic. 
Residents, already familiar with the disease, left  their vil-
lage as soon as it appeared. There was a minor outbreak in 
the Monghyr area and a signifi cant outbreak in the Saran 
region.  46    By 1929–1930, the plague was confi ned to select 
districts of North Bihar, and its advent coincided with the 
winter months. Darbhanga had the greatest fatality rate 
(1.2), and the towns that suff ered the most were Hajipur 
(2.5) and Siwan (0.6).  47    The number of plague deaths 
(5,323) increased somewhat, although the number of hos-
pital cases (1121) was less than half the amount treated the 
previous year.  48    The number of deaths from this cause fell 
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from 5,429 in 1931 to 3,374 in 1932. The number of cases 
treated in hospitals similarly decreased to 911 from 1,489 
in 1931.  49    Muzaff arpur, Darbhanga, and Saran were again 
at the top of the list. In 1933, out of 1635 deaths caused 
by the plague, there were 616 deaths in Muzaff arpur, with 
the remaining occurring in Saran, Champaran, Darbhanga, 
and North Monghyr. The death toll was reduced to 5,411 in 
1934, with North Bihar as the endemic area. After a long 
hiatus, the plague returned to Champaran, particularly Bet-
tiah town. Bettiah municipality was required to implement 
interim emergency measures under the Epidemic Diseases 
Act 1897 in February 1935. The death toll fell to 2,861 in 
1935, with the above districts serving as the disease's cus-
tomary epicenter. In 1936 provincial death rate was 0.04 
per mille, compared to 0.09 the previous year, and there 
were 1,245 fatalities.  50    The Government's emphasis now 
focused on discovering methods to eradicate the disease 
from the town. 

 As such, the plague aff ected the whole state of Bihar dur-
ing this period, signifi cantly raising the number of deaths. 
When we analyze the ratios for plague mortality, we dis-
cover that from 1916 to 1926, urban areas had 1.7 deaths 
per mille, whereas rural regions had 0.6 deaths per mille.  51    
When we look at the data from 1921 to 1931, we can see a 
similar pattern. In 10 years, the average death rate in urban 
areas was 0.7 per mille, whereas, in rural areas, it was 0.3 
per mille.  52    This analysis and other data suggest that cholera 
and plague were more common in towns than villages. 

 The magnitude of the plague epidemic in the state may 
also be observed in newspaper stories at the time, which 
stress both the destructive impacts of the disease and the 
Government's inadequacy. At the same time, it underlines 
the importance of raising awareness among people about 
preventative measures. We can back this up with a few press 
articles. 

     5    Fevers 

 The fever, which killed an estimated 3,622,869 (58.4) people 
every year in British India (excluding Burma) between 1932 
and 1941, was a disaster.  53    Malaria, kala-zar, and infl uenza 
were all classifi ed as fevers in censuses, and all these dis-
eases contributed to the increasing number of deaths. We 
can grasp the devastation of fever by noting that cholera, 
smallpox, and the plague contributed only around 4% of 
mortality between 1932 and 1942, whereas fevers caused 
58% of deaths. 

 As stated earlier malaria, kala-azar, and infl uenza were 
the primary diseases classifi ed under the category of 'Fever'. 
Malaria, in its malignant form, was responsible for the high 
fatality rate associated with what is known as fever; malaria 
was prevalent everywhere and was especially common in 
North Bihar. It is believed that in the modern period, the 
colonial intervention concerning infrastructural develop-
ment, such as the construction of railways and roads along 
with gradual ecological changes, contributed to the con-
genial conditions for the rise of malaria, which infl ated the 
mortality rate under the heading of fever (Samanta,  2001 , 
p. 4887). 

 It appears that the fi rst recorded manifestation of kala-
azar in India is diffi  cult to determine precisely. However, it 
has been pointed out that there are few accurate records of 
it prior to the 1820s. However, kala-azar was fi rst detected 
in Bihar's Patna district in 1882, when a malarious type of 
fever with an enlarged spleen and peculiar cachexia, previ-
ously unheard of in this region, became frequent and was 
misdiagnosed as malarial cachexia (Dutta,  2008 ). This form 
of fever with Leishman-Donovan bodies was extremely 
common throughout the district and other areas of Bihar 
in the early twentieth century as well as later, after the dis-
tinction of kala-azar as a diff erent disease had been estab-
lished. According to D. F. Michael, a doctor at the Imperial 
Agricultural Research Institute and College in Pusa Estate, 
kala-azar was a frequent ailment in North Bihar in the 1920s 
(Dutta,  2008 ). No one in Bihar had ever heard of kala-azar 
before the British arrived. In Bihar, kala-azar was regarded 
as a disease imported by the labourers returning from the 
kala-azar areas of North Bengal and Assam.  54    There was 
no curative treatment in the hospitals and dispensaries as 
no specifi c drug for kala-azar existed in India before 1919. 
The people rightly believed that the disease was incurable. 

 Like other parts of India, Bihar also experienced an out-
break of fever (malaria, kala-azar, and infl uenza), which 
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caused a huge number of deaths. In fact, fever killed more 
people in the province than any other leading cause of 
death. The death rate from "fevers" was 18.80 per mille, 
compared to an average of 21.18 in the previous decade.  55    
Purnea, Muzaff arpur, and Palamau had the highest mortal-
ity rates, while Darbhanga and Champaran also had high 
ratios. In 1913, there were 623,556 fever deaths, or 18.18 
per mille. Purnea had the highest death rate (25.51), fol-
lowed by Bhagalpur. Gaya topped the list of towns, with 
a death rate of 27.22 per thousand people.  56    In 1914, the 
death rate from fevers was 17.7. The highest mortality was 
recorded in Purnea. In 1915, "fever" was responsible for 
nearly two-thirds of all deaths, mostly due to the reporting 
agencies' ignorance. The fever death rate was 22.5, com-
pared to 21.5 the previous year and a decennial average 
of 20.6. This high death rate was caused by the monsoon's 
unusually extended duration.  57    In 1919, the death rate from 
fevers was 28.1, compared to 40.1 the previous year (the 
year of the infl uenza pandemic).  58    The infl uenza epidemic 
persisted, albeit in a weaker form. In 1920, the death rate 
from fevers declined from 28.1 to 22.0. The experimental 
anti-malarial measures and investigation work that was car-
ried out for 3 years in two selected areas in Kathihar and 
Kishanganj in Purnea district is said to have failed, partly 
due to a lack of expert knowledge on the part of the staff , 
and partly due to the people's dislike of the frequent use of 
quinine.  59    The province's highest death rate in 1921 was 
again due to fever, which claimed 770,000 lives. A Spleen 
Census among children under the age of ten revealed that 
7.05% had an enlarged spleen as a result of malaria. The 
following year, fever was responsible for two-thirds of all 
deaths in the province. Fever accounted for 599,976 of the 
total number of deaths in 1923. There were better-known 
preventive methods, such as draining low-lying and marshy 
areas and treating tanks and pools. No fewer than 660,635 
deaths were documented under the heading "fever" in 1924, 
accounting for over two-thirds of all deaths in the province. 
The problem remained the same: mortality from any dis-
ease with fever as a symptom (such as pneumonia, kala-
azar, phthisis, and typhoid) was routinely reported under 

this category.  60    In 1925, fever was responsible for 16.4 per 
mille of the 23.9 deaths per mille  61    Malaria, pneumonia, and 
respiratory disorders all contributed to the death toll. In addi-
tion, nearly 500,000 people died from fevers in 1926.  62    In 
1928, the death rate from fever was 16.6, compared to 16.6 
the previous year. The death rate from fever rose to 17.7 the 
next year, with Purnea (23.27) and Palamau (23.2) record-
ing the highest mortalities, while Gaya (24.1) and Chatra 
(22.0) topped the list of municipalities.  63    The following year, 
there was a severe outbreak of malaria in Bhagalpur's Supaul 
subdivision, necessitating the establishment of temporary 
dispensaries from which quinine and cinchona were distrib-
uted under the supervision and control of epidemic doctors 
dispatched by the Government to assist local authorities.  64    
Malaria cases treated in hospitals increased from 1,091,000 
in 1929 to 1,185,000 in 1930. In 1930, around 74,000 peo-
ple were treated for infl uenza, and 114,000 for rheumatic 
fever.  65    In 1933, there were 574,548 fever fatalities, com-
pared to 564,666 in 1932.  66   The overall number of malaria 
patients treated in hospitals and dispensaries was 882,463, 
compared to 1,057,482 in 1932.  67   As a result, the disease 
appears to be responsible for more illness in the province 
than any other single disease. It was found in all districts, 
although it was particularly severe in Purnea, North Bhagal-
pur, Singhbhum, and signifi cant areas of Orissa. In 1934, 
fever accounted for 670,389 deaths, accounting for more 
than 62% of all deaths (574,548).  68    The biggest number of 
deaths was recorded in Gaya district and town, Angul and 
Purnea districts, and Raghunathpur and Colgong towns. 
While no section of the province was completely malaria-
free, the worst malarial regions were found in signifi cant 
parts of Orissa, Singhbhum, Purnea, and North Bhagalpur. 
Fever claimed the lives of 663,964 people in 1935, with a 
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death rate of 17.6 per million compared to 17.8 in 1934.  69    
Malaria was less severe in Purnea in 1935 but developed in a 
severe epidemic form in Bhagalpur's Supaul and Madhepura 
subdivisions. Malaria struck 157 villages in Madhepura and 
88 villages in the Supaul subdivision, aff ecting 14,108 and 
33,548 people, respectively. The disease struck soon after 
the Kosi fl oods engulfed the majority of these subdivisions, 
and the villages attacked were in the low-lying area through 
which the fl ood water had traveled. Eight fi eld dispensaries 
were set up temporarily to provide medical assistance to 
those in need.  70    While Purnea appears to have a long history 
of malaria, conditions in Darbhanga and Muzaff arpur in the 
Tirhut Division and Bhagalpur in the Bhagalpur Division 
also deteriorated. The overall number of deaths from fevers 
in 1936–1937 was 560,260, lowering the death rate from 
17.8 to 17.3 compared to the previous year. The districts 
with the highest death rates were Muzaff arpur, Darbhanga, 
Bhagalpur, Purnea, and Palamau, and the towns with the 
highest fever rates were Lohardaga, Gaya, and Jhalda.  71    

 In 1936, there were 1,809,791 malaria patients treated in 
hospitals, dispensaries, and temporary clinics and centres.  72    
When we conducted a district-wise case study of fever, we 
discovered that 1901–1910 was an unfavorable period in 
Sahabad. Fever prevailed and was especially severe in 1905, 
when the death rate was no less than 37.8 per mille.  73    In 
the Saran area of North Bihar, fever accounted for one-fi fth 
of all deaths, and a virulent type of fever was widespread 
in 1903, 1905, 1909, and 1910.  74    In the second decade of 
the twentieth century, fever was still endemic in the Cham-
paran area. The Muzaff arpur district had an outbreak of fever 
and other infections in Sitamarhi, Pupri, and Paru Thana.  75    
According to the census of 1921, fever killed 744,000 people 

in the district between 1910 and 1920.  76    The 1918 infl u-
enza pandemic also raised fever mortality in the Darbhanga 
district. 

 During the fi nal two months of 1918, when the infl uenza 
epidemic was at its peak, more people died from fever in 
Gaya than in any other district, except for Muzaff arpur, even 
though the mortality rate in these two districts was higher 
in Gaya. Apart from Shahabad (80.9 per mille), Gaya had 
the province's highest death rate from all causes in 1918 
(73.3 per mille).  77    Due to the recurrent assaults of the fever 
that had been a scourge of the district since 1879, Sahabad 
showed no rise in natural population in census data.  78    Fever 
deaths increased steadily in the Monghyr district from 1914 
to 1918.  79    According to statistics, the death rate from fever 
was lower in Patna than in Gaya, Sahabad, or Monghyr. The 
infl uenza outbreak of 1918–1919 signifi cantly increased the 
number of deaths attributed to fever throughout 1911–1920. 
When the numbers for the fi rst 7 years of the second and 
third decades of the twentieth century are compared, we can 
determine the state of fever in these years. From 1911 to 
1917, there were 4,838,387 fever deaths, while the similar 
fi gure for 1921 to 1927 was 4,310,030, suggesting a drop of 
more than 10%.  80    In the Purnea district, for example, fever-
related deaths dropped between 1921 and 1931.  81    Accord-
ing to Census 1951 vital statistics, deaths attributed to fever 
decreased between 1941 and 1951. This is apparent when 
fever deaths in the Champaran district dropped over the last 
decade.  82    The districts of Darbhanga and Monghyr saw a 
similar decline in fever deaths. 
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     6    Socioeconomic contexts for the spread 
of diseases 

 The proliferation of numerous diseases in Bihar throughout 
this period revealed a lot about the state's socioeconomic 
situation, the involvement of the Government, the faults of 
the development model, and so on. The spread of cholera 
in Bihar is a specifi c instance in this context. Apart from 
the environmental causes and higher density, pilgrimages 
had a signifi cant role in the spread of cholera in India. 
According to one study, approximately fi ve million people 
were engaged in pilgrimages and fairs in Bihar each year, 
most of whom passed through endemic cholera districts, 
resulting in the disease's unavoidable extensive spread (Rog-
ers, 1927). In discussing the cholera situation in Bihar, Dug-
gal (1949) stated that, in addition to religious festivals and 
cattle fairs of solely local importance, some interprovincial 
festivals were also held in Bihar, with pilgrim centres such 
as Deoghar and Gaya attracting visitors from all over India. 
Unfortunately, the majority of Bihar's religious festivals hap-
pened during the cholera season, making them prime loca-
tions for the propagation of massive outbreaks. Bathing and 
drinking water from the Ganges is valuable to all Hindus, 
and their religious preferences have received support from 
Hankin's conclusions -still relied on to some extent-as to the 
improbability of this river being an agent in the spread of 
cholera (Bishop,  1912 ). However, other studies reveal that 
the river was a signifi cant element in the spread of cholera, 
albeit open tanks and poorly constructed, uncared-for wells 
were also factors (Bishop,  1912 ). Chief Medical Offi  cer 
T.S. Bishop also considers Hindu and Muslim dead body 
disposal procedures inappropriate, claiming that Cholera 
corpses were active disease agents. He reported that obser-
vations made during successive cholera seasons convinced 
him of the eff ectiveness of the cholera corpse as an agent 
in the spread of the disease and that the undeniable diffi  cul-
ties associated with suppressing this widely used practice 
demanded stringent administrative measures (Bishop,  1912 ). 
An examination of 27 people in Puri who had been in close 
contact with cholera cases revealed that 6 had the cholera 
vibrio in their stools and were in good health at the time. 
These healthy "contacts" (cholera immunes), like the chol-
era convalescents, played a critical role in the spread of the 
cholera organism across India (Giieig,  1913 ). 

 Similarly, in his 'Recent Research on Cholera', E. D. W. 
Giieig demonstrates that the "carrier" can generate a cholera 
epidemic. Water, carcasses, humans, and even fl ies can be 
active carriers of cholera, leading to outbreaks. Bacterio-
logical examination of fl ies caught in the vicinity of cholera 
case collections in Puri revealed that the cholera vibrio was 
present on the fl ies' external appendages as well as in the 
contents of the fl ies' alimentary tract, demonstrating that 

the fl y was a channel through which the virus was being 
conveyed from infected to uninfected individuals in Puri 
(Giieig,  1913 ). 

 Cholera was almost always more common in river dis-
tricts than in arid areas. Epidemics raged with unusual feroc-
ity in the latter, but cholera was virtually an annual visita-
tion in the river ravines. The explanation appears to be the 
practice of defecating on river banks, which results in water 
pollution. The severity of the disease is determined by rain-
fall and the amount of water fl owing through rivers. When 
the rain is infrequent, the stream is slow, and the volume of 
water is small, the disease is prevalent. It is rare when there 
is considerable rainfall and a good fl ood (the fl ood water 
cleanses the country, and cholera disappears).  83    Cholera 
was highly seasonal, with two waves occurring each year. 
The primary wave occurred between April and July, and the 
second or minor wave occurred in October. The hot weather 
cholera prevalence was most likely due to two factors: the 
relative scarcity of water and the ease with which the water 
was polluted; and the large population movements caused 
by this season being a popular time for pilgrimages and mar-
riages in many parts of India.  84    

 Malaria was most common in the long strip of North 
Bihar bordering Nepal, communities along the hills and 
 ghats  in the Sahabad and Gaya districts, and places near 
some of the hill ranges on the Chotanagpur plateau. "Aggre-
gation of labour" in the country's latter half also resulted 
in ludicrous working conditions, particularly in mining 
districts. The spill places of the rivers in North Bihar that 
change their courses too frequently are certainly where a 
malaria outbreak began. The worst impacted villages were 
those in the Bagmati spill zones, the Puranidhar and Burhi 
Gandak districts of Muzaff arpur, and the Kamla and Balan 
districts of Darbhanga. 

 It is necessary to mention some of the Government's 
eff orts for cholera prevention, such as sanitary control over 
food production and distribution, supply of clean and safe 
water, anti-cholera inoculations, supply of Acid Sulfuric 
 Aromat ,  Camphorodyne, Spt . supply of Camphor and Brandy 
as remedies, and using Kaolin. However, these precautions 
were insuffi  cient to prevent cholera deaths, demonstrat-
ing the insuffi  ciency of government eff orts. Health offi  cers 
and subordinate staff  in District Boards, Epidemic Doctors 

   83    Census of India, 1911—Bengal, Bihar and Orissa and Sikkim; 
Pt.1, report (Vol. V) (India. Offi  ce of the Registrar General & Cen-
sus Commissioner.). Calcutta: Bengal Secretariat Book Depot, 1913, 
pp.71 & 86. 
   84    Sanitary Commissioner,  Annual Report of the Sanitary commis-
sioner with the Government of India for 1918: With appendices and 
return of sickness and mortality among European troops, Indian 
troops, and prisoners in India for the year , Calcutta: Superintendent 
of Government Printing, 1920, p.53. 
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appointed by the Government in the infected areas, suffi  -
cient stocks of disinfectants and anti-cholera inoculations, 
the Government maintained stock of cholera vaccine at the 
Vaccine Depot, the practice of disinfecting the wells and 
other water bodies, research with arteriography and other 
trials & experiments etc. constantly feature in the govern-
ment records of the period, particularly in Annual Reports. 
But the death tolls claimed by the disease, as visible from the 
table (above), suggest the inadequacy of the health system of 
the colonial Government. Referring to the ineffi  ciency of the 
sanitary department and the incompetence of the staff , the 
"Behar Herald" of May 4, 1918, observed, "In India alone, 
two million human lives are annually sacrifi ced to prevent-
able diseases, and more than 10 million are rendered tem-
porarily or permanently miserable by them, and it is also a 
fact that nearly four-fi fths of the entire registered mortality 
of India is due to diseases which are either entirely prevent-
able or preventable to a great extent". Referring to the vari-
ous eff orts the paper continues: "if we scrutinize them, if 
we consider the report of the government and the replies of 
the government to diff erent questions put in the council, we 
see that all these measures, benefi cial as they are, have been 
more or less ' nam ke waste '.  85    Smallpox was long thought to 
be a preventable disease. Vaccination was made mandatory 
in all municipalities and three districts in 1931. Vaccination 
became mandatory in fi ve more districts in 1932. Primary 
and re-vaccination was thought to provide total protection 
against the disease. Administrative Reports indicate that 
areas where people readily submit to vaccination and re-
vaccination, have eff ectively eradicated it (Table  5 ).  

 But interestingly, the best techniques of eradicating 
smallpox and the effi  cacy of immunizations were all subject 
to comparable degrees of misunderstanding throughout the 
nineteenth and twentieth centuries. This occurrence involved 
several factors. They included the lack of consensus on the 
issue within offi  cial and medical circles, which led to the 
dissemination of confl icting messages, the propensity of 
some private organizations to contest offi  cial government 
positions, and their occasional opposition to vaccinations. A 
newspaper thus expresses concern about the Government's 
eff orts: 

   The "Express" hopes some of the members of the local 
Legislative Council will call for a statement regarding 
the number of deaths from the plague in the various 
districts of the province and the measures adopted, 
and the money spent during the last ten years to com-
bat this dreadful epidemic. The careless and culpable 
indiff erence of some local bodies, for instance, the 

Patna Municipality, is gradually becoming a matter 
of the greatest concern. The weekly fi gures reported 
from Bihar during the current year are alarming, and 
the question of fi ghting the disease is more urgent now 
than the education of the illiterate masses.  86      

 Further, in the course of an article on plague and malaria, 
the "Bihar News" says:- 

   The Government can do nothing more than publish 
reports from the heights of Ranchi, the wilderness of 
Netarhat, the sea beaches of Puri, and the lovely new 
Capital of Patna. Because the plague can not touch 
Government offi  cials, it does not follow that money 
should not be spent to fi ght the great demon. Though 
Sir Edward Gait is a good soul, his lieutenants are 
mostly obsessed with a good dose of imperialistic 
ideas.  87      

 It is also crucial to consider the limitations of the Gov-
ernment's policies in the prevalent socioeconomic context. 
The defi ciency of rural sanitation and widespread illiteracy 
exacerbated the severity and recurrence in the province. 
There were several additional factors to consider as well. For 
example, exorcism via charms and spells is fi rmly believed 
in among the lowest classes, as all maladies are attributed 
to the malign infl uence of bad spirits.  Kali Mai  was particu-
larly associated with cholera, and no one walked out at night 
during a cholera epidemic for fear of meeting this wrath-
ful goddess and getting infected with the disease through 
her nefarious infl uence. For example, the Santhal Parganas' 
Sauria Paharia blamed the cholera pandemic on evil spir-
its transported into the region by train. They tested them 
by building a crude train model and wheeling it through 
the village into the jungle, symbolically expelling the evil 

   85    Bihar State Archive, Home Administration –II Report, First Assis-
tant to the Deputy Insceptor General of the Police, Crime and Rail-
ways, Bihar and Orissa. ACC-1867A, Bihar, p. 75. 

   86    Bihar State Archive, Bihar News issue of April 6, 1918,. ACC-
1867A, Patna, Bihar, 1918, p. 130. 
   87    Bihar State Archive, Bihar News issue of April 6, 1918,. ACC-
1867A, Patna, Bihar, 1918, p. 130. 

  Table 5       Decennial mortality trend from Plague in India during 
1898–1968  

 Source: (Biswas,  2018 ) 

  Period    Total deaths 
from plague  

  Specifi c mortal-
ity rate/100,000  

  Plague as a percent of 
total deaths 1898–1968  

  1898–1908    6,032,693    183.3    47.47  
  1909–1918    4,221,529    133.8    33.32  
  1919–1928    1,762,718    51.9    13.4  
  1929–1938    422,880    11.7    3.33  
  1939–1948    268,596    6.8    2.11  
  1949–1958    90,059    1.8    0.46  
  1959–1968    942    0.2    0.001  
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spirit out of the town. The Oraons also believed in a spirit 
known as  Murkuri , i.e., the thumper, which was thought to 
be imminent in Europeans. If illness or fever struck Oraon 
after being touched on the back by an ignorant but caring 
European, he was convinced that  Murkuri  had traveled from 
the European's body to his own.  88    According to the report, 
it was most unfortunate that here (in India), people's igno-
rance and superstition stood in the way of eff ective disease 
prevention. When smallpox was prevalent, people showed 
some degree of willingness to protect their children, but the 
incentive died when there was an improvement. There was 
a substantial prejudice against the vaccination of infants 
before they were 1 year old  89   , and the skepticism fostered 
among the general public by batches of ineff ective vaccines. 
Importantly, as research has revealed over the last three 
decades, these characteristics were visible worldwide—in 
Europe, the Americas, Oceania, and Asia. This is an essen-
tial issue because offi  cial literature created in colonial con-
texts frequently described 'superstitious' and 'unscientifi c/
anti-scientifi c beliefs as the domain of these regions' indig-
enous populations. Recent scholarship has demonstrated 
how incorrect these assumptions were and how a lack of 
scientifi c understanding about immunization methods and 
their consequences fuelled civilian opposition in Europe and 
North America. 

 Bihar had agricultural hardship in the latter half of the 
nineteenth century. Scarcities and famines occurred one 
right after the other. The agrarian classes' material situation 
was poor, worse than in Bengal, and debt was widespread 
(Sinha,  1976 ). The expansion of railroads also appears to 
be an essential cause for the spread of diseases, actually or 
potentially damaging to the public's health. They play the 
job of carriers, transporting both products and diseases. This 
appears to be especially true in the case of the plague, which 
probably featured plague rats infecting grain godowns as a 
contributory cause. Of course, most municipalities in the 
towns or stations located along the railways were aff ected. 
In twelve cities along the railway in Bihar (along or within 
a few miles of the Ganges), 60,000 people died from plague 
since 1901, accounting for one-eighth of the population 
that year.  90    There was also the possibility of hazards from 

'borrow pits,' excavated for railway embankments.  91    They 
were not linked; instead, clay tanks stood between them. 
They generated stagnant puddles as it rained, allowing the 
fever mosquito to reproduce and thrive. These ponds stopped 
water from draining. The general population mistakenly 
believed that fever and railroads were linked. In this regard, 
it is also crucial to assess the role of the village  vaidyas , who 
attempted to obstruct the Government's initiatives. These 
 vaidyas  had complete control over the ignorant people, and 
disease like cholera was their primary income source. On 
their advice, most villagers avoided treatment, which had 
the unintended consequence of increasing the death rate. 

 The reasons mentioned above may have contributed to 
the spread of diseases which often took academic forms, 
killing many human beings. However, these reasons can, 
at best, only explain the origin and reach of the diseases. 
These reasons cannot explain the heavy mortality. Socio-
economic conditions were the most determining factor for 
the increasing mortality due to diff erent diseases. Poverty is 
one cause that increases deaths because of its decisive role 
in decreasing the capacity and stamina to fi ght infections. 
The widespread poverty in colonial Bihar was concomitant 
to malnutrition, which again became the prominent cause of 
increasing deaths. The prevalent poverty in rural Bihar may 
also explain more rural deaths than urban deaths. A recent 
study showed that it is the socioeconomic factor that trans-
forms a disease into an epidemic or pandemic with lethal 
consequences. Agricultural stagnation, infl ation, population 
density, malnutrition, and medical defi ciency increased mor-
tality (Jha,  2023 , p. 102). 

     7    Conclusion 

 Thus, the preceding study provides information on the 
spread of numerous diseases in Bihar throughout the colo-
nial period, particularly in the fi rst half of the twentieth cen-
tury. Throughout the study period, these diseases remained 
common, and they occasionally assumed the form of an epi-
demic, resulting in a substantial number of deaths. These 
diseases included cholera, smallpox, plague, and common 
fever infections such as infl uenza, malaria, and kala-azar. 
These diseases claimed the lives of almost half a million 
people. Sometimes these infections took on a particularly 
vicious form, rapidly increasing the number of deaths. The 
1918–1919 infl uenza pandemic can be seen in this context, 

   88    Census of India, 1911—Bengal, Bihar and Orissa and Sikkim; 
Pt.1, report (Vol. V) (India. Offi  ce of the Registrar General & Census 
Commissioner.). Calcutta: Bengal Secretariat Book Depot, 1913, p. 
157. 
   89    Bihar State Archive,  Bihar and Orissa in 1932–1933 , Patna: 
Superintendent, Government Printing, Bihar and Orissa, 1934, p. 57. 
   90    Census of India, 1911—Bengal, Bihar and Orissa and Sikkim; 
Pt.1, report (Vol. V) (India. Offi  ce of the Registrar General & Cen-
sus Commissioner.). Calcutta: Bengal Secretariat Book Depot, 1913, 
p. 77. 

   91    Census of India, 1911—Bengal, Bihar and Orissa and Sikkim; 
Pt.1, report (Vol. V) (India. Offi  ce of the Registrar General & Cen-
sus Commissioner.). Calcutta: Bengal Secretariat Book Depot, 1913, 
p. 77. 



229Indian Journal of History of Science (2023) 58:216–230 

1 3

due to which the death rate increased dramatically over 
this period, and around 0.2 million individuals perished. 
Even if this aberrant statistic is ignored, disease mayhem 
remained throughout the period, as witnessed equally in 
urban and rural locations. As previously stated, infectious 
diseases spread in cities due to population density. Fever was 
common in rural regions where fever-carrying mosquitoes 
may transmit it. 

 At the same time, it is essential to note that the state's 
distinctive geographical position and socioeconomic status 
not only aided in spreading diseases but also enhanced 
their adverse eff ects, as evidenced by increasing mortality. 
Northern Bihar is fi lled with rivers that bring large fl oods 
from Nepal's mountain ranges every year, drowning most 
of the region for most of the year. In contrast, South Bihar 
is thickly wooded and dotted with peaks and hills. Both 
topographical factors promote the spread of diseases such 
as cholera and malaria. In this context, neglect can also 
be evident in the Government's attempts. One, as seen 
in the context of smallpox eradication, there was a lot 
of confusion at the level of governance and administra-
tion regarding vaccination and other scientifi c measures; 
second, whatever eff orts were made, were done very little 
and very late, which failed to yield the expected results. 
For example, the administrative report for 1927–1928 
notes that virtually little had been done to manage and 
check malaria, and the disease's negative impacts are not 
recognized. 

 Similarly, there was no curative treatment in hospitals 
and dispensaries because there was no specifi c kala-azar 
medicine in India before 1919. In addition to pointing out 
the Government's failings, the press at the time spoke about 
local bodies' negligent and guilty apathy. It accused offi  -
cials of being infl uenced by imperialist ideas. The advent of 
railways also aided the transmission of diseases. Artifi cial 
embankments were created due to the construction of rail-
ways and roads, and a huge number of potholes were also 
made at various locations, resulting in water-logging, which 
became the source of diseases. 

 Aside from that, it is also vital to consider the socio-
economic circumstances of disease dissemination and 
its impact. The deteriorating state of agriculture, farmers' 
obligation to pay exorbitant taxes as a result of the zamind-
ari settlement, the havoc of moneylenders, the eviction 
of farmers from their land, and rising infl ation broke the 
back of the common people and wired their natural ability 
to fi ght disease, increasing the number of deaths. Not only 
that but the time and resources spent fi ghting these ail-
ments impacted their agricultural work, creating a vicious 
cycle of poverty and disease exacerbated by colonial rule's 
insensitivity. The prevalence of illiteracy and superstition 
among the general public hampered the prevention of 

diseases. Although superstitious and unscientifi c behaviour 
was not limited to Indians, as colonial offi  cials claim, it can 
also be seen in other advanced nations of Europe and Asia; 
it did have an impact on preventing diseases. As a result, 
it can be stated that throughout the fi rst part of the twenti-
eth century, the common people of Bihar were plagued by 
numerous diseases, which caused a vast number of deaths. 
These deaths, however, cannot be seen and understood 
solely by attributing them to diseases; they must also be 
seen and understood in the context of existing socioeco-
nomic conditions and colonial rule. 

       References 

                         Arnold, D. (1993).  Colonizing the body: State Medicine and epidemic 
disease in nineteenth-century India  (p. 116). University of Cali-
fornia Press.  

                      Bradbury, C. (2016).  A Beginner’s guide to death and disease . Creates-
pace Independent Pub.  

                               Bishop, T. (1912). A cholera season-some observations Methods and 
Results.  The Indian Medical Gazette,   47 (9), 346.  

                                     Biswas, S. (2018). Plague in India: A review.  Journal of Communi-
cable Diseases,   50 (03), 60–75.   https:// doi. org/ 10. 24321/ 0019. 
5138. 201821      

   Cholera. (n.d.). Retrieved April 30, 2023, from   https:// www. who. int/ 
news- room/ fact- sheets/ detail/ chole ra      

                               Dutta, A. K. (2008). Black Fever in Bihar: Experiences and Responses. 
 Economic and Political Weekly,   14 , 47–53.  

                               Datta, K. K. (1994). Plague: Epidemiology, prevention and control. 
 National Institute of Communicable Diseases, Directorate Gen-
eral of Health Services, Ministry of Health and Family Welfare, 
Government of India,   17 , 1–55.  

                               Giieig, E. (1913). Recent research on cholera in India.  Indian Medical 
Gazette,   48 (1), 10.  

                                     Jha, S. K. (2023). A study of the socioeconomic context and impact of 
infl uenza pandemic of 1918–19 on Bihar.  The Indian Economic 
& Social History Review,   60 (1), 81–104.   https:// doi. org/ 10. 1177/ 
00194 64622 11486 99      

                                     Klein, I. (1973). Death in India, 1871–1921.  The Journal of Asian Stud-
ies,   32 (4), 639–659.   https:// doi. org/ 10. 2307/ 20528 14      

   Little, L. K. (Ed.). (2006). Plague and the End of Antiquity. In  Plague 
and the End of Antiquity: The Pandemic of 541–750  (pp. 19–20). 
frontmatter, Cambridge University Press.   https:// doi. org/ 10. 1017/ 
CBO97 80511 812934. 003      

                      McKeown, J. C. (2017).  A cabinet of ancient medical curiosities 
strange tales and surprising facts from the Healing Arts of Greece 
and Rome . Oxford University Press.  

   Narayan, R. K. (1938).  Bihar and Orissa in 1935-36 (p. 68) (India) . 
Patna: Superintendent, Government Printing, Bihar and Orissa.  

                                          Nagi, M. H., & Stockwell, E. G. (1973). Socioeconomic diff erentials in 
mortality by cause of death.  Health Services Reports,   88 (5), 449. 
  https:// doi. org/ 10. 2307/ 45948 17      

   Prasad, R. (1956).  Census of India 1951 (Vol. V, Part 1) . Patna, Bihar: 
Govt. Press.  

                                  Samanta, A. (2001). Crop, climate and malaria: Ecological construction 
of an epidemic in colonial bengal.  Economic and Political Weekly,  
 36 (52), 4887–4890.  

                               Sinha, B. K. (1976). Economic condition of Bihar (1859–1939).  The 
Comprehensive History of Bihar,   3 , 488–541.  

                      Sherman, I. W. (2007).  Twelve diseases that changed our world . ASM.  



230 Indian Journal of History of Science (2023) 58:216–230

1 3

                      Tumbe, C. (2020a).  The age of pandemics, 1817–1920: How they 
shaped India and the world . Harper Collins India.  

   Tumbe, C. (2020b).  Pandemics and historical mortality in India  (No. 
WP 2020b–12–03). Indian Institute of Management Ahmedabad, 
Research and Publication Department.   

 Springer Nature or its licensor (e.g. a society or other partner) holds 
exclusive rights to this article under a publishing agreement with the 
author(s) or other rightsholder(s); author self-archiving of the accepted 
manuscript version of this article is solely governed by the terms of 
such publishing agreement and applicable law.  



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (ISO Coated v2 300% \050ECI\051)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages false
  /CreateJobTicket false
  /DefaultRenderingIntent /Perceptual
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /Warning
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 600
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.01667
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /Warning
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 600
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 2.03333
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /Warning
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 2250
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (sRGB IEC61966-2.1)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<


    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e55464e1a65876863768467e5770b548c62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200036002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc666e901a554652d965874ef6768467e5770b548c52175370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200036002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /ESP <>
    /ETI <>
    /FRA <>



    /HUN <>
    /ITA (Utilizzare queste impostazioni per creare documenti Adobe PDF adatti per visualizzare e stampare documenti aziendali in modo affidabile. I documenti PDF creati possono essere aperti con Acrobat e Adobe Reader 6.0 e versioni successive.)
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020be44c988b2c8c2a40020bb38c11cb97c0020c548c815c801c73cb85c0020bcf4ace00020c778c1c4d558b2940020b3700020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200036002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken waarmee zakelijke documenten betrouwbaar kunnen worden weergegeven en afgedrukt. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 6.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>


    /SKY <>

    /SUO <>
    /SVE <>
    /TUR <>

    /DEU <>
    /ENU <>
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.276 841.890]
>> setpagedevice


		2023-10-13T19:40:57+0530
	Preflight Ticket Signature




