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A Most Dreadful Disease


Of all the diseases that afflicted Europe in the premodern period, plague made the greatest impact. Devastating and feared, it had a profound effect on the outlook and behaviour of Europeans for more than 400 years after its calamitous onset in the mid-fourteenth century. Its pre-eminence among diseases was such that plague, or ‘the pestilence’, came to be used to describe not only contagious epidemic diseases but any affliction or calamity, or as a curse upon others: ‘A plague on both your houses.’


In King James’ Bible of 1611, plague was both a manifestation of God’s anger – ‘behold, with a great plague will the Lord smite thy people, and thy children, and thy wives, and all thy goods’ – and a catastrophe that could strike a city: ‘The sword is without, and the pestilence and the famine within: he that is in the field shall die with the sword; and he that is in the city, famine and pestilence shall devour him.’ It is hardly surprising that this most dreaded of diseases developed a symbolic significance, given the scale of the mortality during the periodic epidemics, and the sheer foulness of the disorder.


The symptoms of bubonic plague included a high fever, headaches, vomiting, the painful swelling of the lymph nodes, especially in the groin and armpits and on the neck, forming the buboes which give the disease its name, and excruciatingly painful blotches or carbuncles up to an inch across, caused by haemorrhaging beneath the skin. These blotches were often described by contemporaries as tokens, and plague as ‘spotted death’. The haemorrhaging produced neurological and psychological effects, with the victims often suffering delirium; screaming and running wildly around the streets. The symptoms in themselves and their all too visible effects were enough to produce fear and revulsion. These were intensified by the remorselessness with which plague spread, the speed of death – which generally followed the first appearance of symptoms within a few days, and no longer than a week – and the high fatality rate; Scarrus in Shakespeare’s Antony and Cleopatra refers to ‘the token’d pestilence where death is sure’. This was a (perhaps understandable) exaggeration, for between twenty and thirty per cent of those who contracted the disease survived, usually after their buboes had burst. And they had to burst outwards; if they burst inwards then the victim died of septic shock almost immediately.


Ambrose Barnes was an apprentice to a merchant in Newcastle-upon-Tyne during an outbreak of plague in the late 1640s, and later recalled his awful experience, writing in the third person. The disease ‘made for some months an horrible devastation’, with the bodies collected at night and taken in carts to be buried outside the city. Eventually, one of the merchant’s maids was taken ill, but the other continued to serve meals to Barnes and his master, until Barnes noticed that she was showing ‘some dangerous symptoms’. His master left abruptly and took ship for Hamburg; both of the maids died, within a few hours of each other, and Barnes fell ill. He was left alone ‘in an empty house… without any living creature besides himself’. Food was placed outside the street door for him to collect. ‘In this hideous lonely manner, he spent severall dayes and nights, but God was with him. A huge tumour rose upon his neck behind, the suppuration whereof, physitions were of opinion, saved his life.’


Epidemics of other diseases struck from time to time and some caused high levels of mortality, but plague made the greatest impact on society and was the most feared. In 1603, James Balmford, minister of St Olave’s, Southwark, described plague as ‘more daungerously contagious being mortall, than the leprosie’. Because of the foulness of the disease and the numbers of its victims his contemporary Thomas Dekker gave plague


…a Preheminence above all others... none being able to match it, for Violence, Strength, Incertainty, Suttlety, Catching, Universality, and Desolation, it is called the Sicknesse. As if it were, the onely Sicknesse, or the Sicknesse of Sicknesse, as it is indeede.


It has retained its reputation as the deadliest of diseases and is used as a metaphor for disasters or extremely testing circumstances. Discussing the diplomatic exchanges which preceded the Iraq war in 2003, Sir Kieran Prendergast, head of the United Nations’ department for Political Affairs, described the Security Council as being faced with a choice between cholera and plague, and commented that ‘You always prefer cholera to the plague, because cholera is survivable and the plague much less so’.


The earliest recorded disease bearing a resemblance to plague erupted at Athens in the fifth century BC, but the cause of that epidemic is uncertain. The evolution of the plague bacterium has recently been dated to between 20,000 and 1,500 years ago. Within this long range, the more recent date fits the chronology of the first of the three pandemics, the Plague of Justinian, which struck Egypt in 541 and spread to western Europe in the following year, with periodic epidemics until the 760s. Justinian I was emperor of the eastern Roman Empire and Procopius, secretary to his general, Count Belisarius, described the symptoms of the disease. It began with a fever, which was followed by the eruption of swellings below the abdomen, in the armpit, by the ears and on the thigh, and it produced a deep coma or, in other cases, violent delirium. Those victims whose bodies developed black pustules died shortly afterwards, while those whose tumours burst and discharged pus survived the disease. Justinian himself was infected but lived. The extent of the mortality, an estimated 40 million deaths, can be explained by the impact of this newly evolved bacterium on a population without any specific immunity, induced in response to previous infection, and enfeebled by the effects of several years of disastrous harvests – a result of low levels of sunlight caused by excessive dust in the atmosphere.


The second pandemic was identified in the late 1330s and spread from central Asia to the shores of the Black Sea. In 1345–46 the Genoese were besieged in their colony of Kaffa on the Crimean peninsula by the Tartar army of Kipchak khan Janibeg. When plague broke out among his troops, he shared his misfortune by catapulting the bodies of its victims into the town, where the defenders contracted the disease. According to Gabriele de’ Mussi’s contemporary account, four Genoese ships broke the blockade and returned to Italy, carrying the disease into the Mediterranean basin. It is improbable that this was the only means by which plague reached Europe, and it may have been dispersed from the Black Sea and eastern Mediterranean along the trade routes, reaching Messina in Sicily in 1347 and, in early 1348, Venice, Pisa, Marseille and Genoa.


The disease, which in the early nineteenth century came to be known as the Black Death, then spread steadily across Europe, probably reaching England in the summer of 1348 and continuing through the following year. In London, the cemeteries were quickly filled and ‘very many were compelled to bury their dead in places unseemly and not hallowed or blessed; for some, it was said, cast their corpses into the river’. Extra burial grounds were acquired, one of them at Smithfield, where, according to a papal bull of 1351, more than 60,000 victims were buried, while the foundation charter of the Carthusian priory established on the site in 1371 referred to 50,000 interments there. But London’s population before the onset of the plague was no more than 80,000 and perhaps was as low as 45,000 in 1348. The number of burials may have been exaggerated tenfold, or even more.


A society that had undergone the trauma of such an epidemic can hardly be expected to have produced accurate statistics, and no reliance can be placed upon the figures of 23.8 million deaths in Europe, in a pre-plague population of 75 million, produced for Pope Clement VI in 1350. On the other hand, local studies have shown that the proportion of thirty-one per cent, which the figures suggest, may underestimate the scale of the loss in some communities, which experienced an even higher death toll. As in the first pandemic, the impact was that of a ‘new disease’ on a population which had not been exposed to it before and did not have immunity or the medical knowledge and administrative procedures to contain it.


Further plague epidemics struck western Europe so frequently throughout the late Middle Ages that no generation escaped, and in some outbreaks the proportion of the population that died was as great as during the Black Death. Familiarity with the pattern of such epidemics and awareness of the scale of the mortality did not lessen the grief when death struck. In 1400, Ser Lapo Mazzei wrote from Florence that his family had so far been spared by the outbreak raging in the city, only to have to follow his earlier letters with the news that three of his children had died, two of them within a few hours: ‘Imagine how my heart broke... Think of it: three dead!’


The last outbreaks in north-west Europe came in the late seventeenth century, but parts of northern and eastern Europe continued to suffer from plague well into the eighteenth century. The last epidemic in the Mediterranean lands, in Egypt, subsided only in 1835. Although these epidemics did not reach the British Isles, they had an impact through the precautions that were taken, which disrupted trade, and the fear which the disease continued to arouse. Outbreaks in the Baltic lands in 1710 and in southern France in the early 1720s caused great alarm, and a plague panic swept London as late as November 1799, drawing the crisp response that ‘several idle rumours respecting the plague are unfounded’.


The third pandemic began in the mid-nineteenth century in central Asia and spread across southern China in 1894. When it reached Hong Kong, Alexandre Yersin and Shibasabuto Kitasato set out separately to isolate the plague bacillus. Yersin succeeded and came to be recognised as the discoverer of the bacillus, which in 1923 was named Pasteurella pestis, in acknowledgement of his teacher, Louis Pasteur, and the Pasteur Institute where he had trained. In 1954 it was redesignated Yersinia pestis, and that name became adopted internationally in 1980. The means of transmission of the disease were discovered independently by Masanori Ogata in Taiwan and Paul-Louis Simond in Bombay. Even when this had been understood and, for the first time, countermeasures could be targeted at the cause, plague continued to claim many victims, with 12.6 million people dying of the disease in India between 1898 and 1948.


As observed during the third pandemic, the plague bacillus is transmitted by the bite of a rat’s flea, Xenopsylla cheopis. The flea’s mouth sucks blood from its host, and also squirts saliva containing partly digested blood into the bite. As the flea feeds on the blood of its infected host, the ingested bacilli multiply to such an extent that they block the proventriculus, the organ at the entrance to the flea’s stomach. When the rat dies and the flea transfers to a human and attempts to feed, the passage of blood into its stomach is obstructed by the blocked proventriculus. Unable to ingest the blood, the flea becomes ravenous and continues to feed, to the point where the blood is regurgitated with the saliva, carrying the plague bacilli into the bite in the skin of its human host. The flea starves to death.


Septicaemic plague is also caused by a flea bite, but the bacilli enter the bloodstream directly, not through the lymphatic system, resulting in a more rapid death than with the victims of bubonic plague, and before buboes have formed. Pneumonic plague develops when the bacterium enters the lungs, with respiratory droplets the means of direct transmission from person to person, requiring close contact with a victim. Both septicaemic and pneumonic plague are much less common than the bubonic form, but have a fatality rate of 100 per cent when untreated.


An average of 1,700 cases of plague a year were reported to the World Health Organisation during the second half of the twentieth century, and Yersinia pestis occurs in rodents in every continent except Europe. The mortality rate has fallen sharply with the development of antibiotics – streptomycin, gentamicin and tetracycline – but nevertheless remains high in small outbreaks where diagnosis and treatment are slow. During an outbreak in Uganda in October 2001, there were fourteen fatalities from twenty-three reported cases, and in February 2002 four people died and another twelve were infected in a village in the Indian state of Himachal Pradesh. By comparison, during the outbreak of Severe Acute Respiratory Syndrome (SARS) in 2003 the fatality rate was below ten per cent.


Analysis of the genetic structure of Yersinia pestis has shown that it evolved from Yersinia pseudotuberculosis and that there is little genetic difference between the two. Yet Y. pseudotuberculosis causes gut infections and Y. pestis has been a major scourge of mankind for much of the past 1,500 years. Three sub-types of Y. pestis have been distinguished, each associated with one of the plague pandemics and originating in different parts of the world. The Plague of Justinian was caused by the sub-type Antiqua, the second pandemic by Mediaevalis and the third by Orientalis. They originated in central and east Africa, Kurdistan, and the Yunnan region of China, respectively.


The responses to the medieval plagues were produced by a society which was wholly ignorant of the cause of the disease and struggled to deal with its effects. The descriptions which were generated have to be interpreted in the light of modern knowledge and more than a century of observation of cases during the third pandemic. For example, contemporary references to the fetid breath of the victims and their coughing up of bloody sputum have led to the suggestion that pneumonic plague was an element in the spread of the Black Death. It would explain the continuing virulence of the disease throughout the winter months, as people spent more time indoors gathered around fires and stoves and so had closer contact than during the summer. But winter deaths are not a sure indication of pneumonic plague and that pattern was not replicated in the epidemics in the sixteenth and seventeenth centuries, when mortality during the winter was very much lower than in the summer and early autumn.


The quantity and quality of evidence increased throughout the long period of the second pandemic, as governments expanded their authority, more records were created and more survived. The seasonality of the disease can be determined from burial registers, many of which distinguish plague deaths. They show two chronologies for plague epidemics. In one of them, the disease appeared in the spring and increased during June and July, to peak in August or early September. In the second, the outbreak began in the summer and peaked in the autumn. During the sixteenth century, a procedure was devised for the examination of the symptoms on the patient or body in order to identify the disease. Plague was distinguishable from fevers, and when ‘the tokens, tumors, or carbuncle do appeare, there is no cause of suspition or doubt of the disease’.


The wider pattern suggests that the environment in northwest Europe during the second pandemic was too cool to maintain active foci of infection, and that the disease was not endemic, requiring periodic re-infection. Plague was a disease of the trade routes, both international and internal, with the eastern Mediterranean the region from which it spread over the continent, albeit erratically. The epidemics in early modern London support the notion of new infections, with an outbreak beginning in some districts and spreading from them, rather than erupting across the city more or less simultaneously, as the conditions for the disease became favourable. And they followed epidemics in Antwerp and Amsterdam, the principal cities trading with London.


Even so, the speed with which such epidemics developed, within a few weeks, the high mortality rates and the absence of references to dead rats in large numbers during plague outbreaks have led to doubts about the role of rats and their fleas in the diffusion of the disease. Dead and dying rats were noticed during epidemics in China in the late eighteenth century and were a conspicuous aspect of the outbreaks of bubonic plague in China and India in the 1890s. But they were not mentioned in epidemics in early modern London, even though they did not escape attention as a possible cause of the spread of the disease, together with stray dogs and cats. Fleas were also noticed in connection with plague. In 1625, Stephen Bradwell noted that tokens were spots, ‘of the bignesse of Flea-bitings’ or larger, but a direct connection between fleas and the disease was not made.


The failure to mention the deaths of rats was not because they were not present. By the sixteenth century they had become a pest in towns and cities, living in association with humans and their livestock, in barns and housing. The Carthusian monks were vegetarian, but had a meat kitchen where meals for their guests were prepared. At their London priory, in 1500 they found it necessary to install hangings for beef and bacon suspended from the kitchen roof ‘for defence against ratts’. A century later, Simon Forman, in Lambeth, was less careful, and rats ate his pigeons; at the time of the Great Plague in 1665 Sir Robert Long told his clerk at his house in New Palace Yard, Westminster, to ‘take all course you can agaynst the ratts’. Rats and mice were so successful at colonising rural areas, as well as towns, that in the mid-seventeenth century they were described as pests whose depredations were familiar to almost everyone living in the countryside.


Rats are agile, resourceful and prolific. A female has between five and ten pups in a litter, which can be weaned after three weeks and are able to breed when they are twelve weeks old. Even though the mobility of individual rats is limited, a rat population supports large numbers of fleas, especially when they are too ill to groom efficiently. A rat flea can jump 200 times its own length (typically one-tenth of an inch) and 130 times its height. Xenopsylla cheopis is the principal flea parasite of the black rat, rattus rattus, but observations during the third pandemic have shown that both brown and black rats are the hosts of infective fleas. Epidemics erupt when the host rat population reaches a critical density. This has been demonstrated by a study of gerbil burrows in central Asia, which are reservoirs of plague; Y. pestis appeared roughly two years after the occupation of the burrows began to increase significantly.


The human flea, Pulex irritans, may also have been a carrier once the disease had been introduced and an epidemic was under way. It is capable of being infected with Y. pestis and among its wide range of hosts are domesticated animals, including dogs, cats and pigs. Laboratory tests suggest that to transmit the disease P. irritans must be present in large numbers, bite a host carrying many bacteria and quickly pass the infection to another host. When these conditions are met, Y. pestis can be transferred by the human flea, with plague spreading quickly, and social and economic contacts influencing the diffusion of the disease.


The fleas require relatively high temperatures and humidity; essentially, the greater the humidity the lower the temperature at which it can survive, but the ideal conditions are ninety to ninety-five per cent humidity and temperatures of fifteen to twenty-five degrees centigrade. In such microclimates as those provided by a rat’s nest or stocks of grain, which hold residuary heat beyond the peak temperatures of the summer months, fleas can live for up to a year, and they have some tolerance to cold weather in the context of mammals’ burrows. Cases of direct human plague infection from animals in Colorado in December 1983, and Washington state and Texas in January 1984, indicate that plague deaths noted during winter in the historical record should not be dismissed as contemporary misidentification of the disease. The microclimate provided by a rat’s nest in an urban environment should have been sufficiently warm for fleas to survive and would have allowed contact with humans. Fleas can carry the infection through the winter months and some wild rodents can become infected prior to hibernation and develop plague when they awaken in the spring. Rat and flea populations may be reduced by harsh winters, but they recover quickly.


From the isolation of the plague bacillus in the 1890s, the bubonic plague of the third pandemic has been equated with the causative disease of the first two pandemics. Yet in some ways its characteristics, especially as observed by the Indian Plague Commission, differ from those reported or identified in Europe between the fourteenth and eighteenth centuries. Some allowance has to be made for the different impact of Y. pestis medievalis in a temperate maritime climate and Y. pestis orientalis in a sub-tropical one. Even so, there have been doubts about the nature of the disease, with anthrax, typhus and tuberculosis suggested as possible contributory diseases to plague epidemics.


A more radical proposition is that the causative agent was not a bacterium but a haemorrhagic virus, supposed to be a filovirus similar to the Ebola or Marburg viruses. According to this hypothesis, bubonic plague was present in the Mediterranean basin but not in northern Europe or the British Isles, where the epidemics were of a haemorrhagic fever. Rashes are among the symptoms of the Ebola virus, but they appear within a few days of infection, and with Marburg haemorrhagic fever after an incubation period of five to ten days. Rashes could be similar to the tokens characteristic of bubonic plague, but could not be confused with buboes. The symptoms of the epidemic fevers which erupted in the eighteenth century included carbuncles, but contemporaries did not equate them with plague buboes, nor did they regard the diseases as plague, although they were still very much alert to the possibility of a plague epidemic.


A DNA-detection technique devised during the 1990s, known as suicide PCR, has raised the possibility that Y. pestis can be identified from archaeological material from the second pandemic. The problem of subsequent contamination has been a confounding factor for analysis of material from sites such as cesspits or burial grounds, but this is overcome by applying the technique to dental pulp, which is durable, likely to harbour infection and free from external contamination. Tests on the DNA from dental pulp of unerupted teeth, from skulls in plague burial grounds in southern France, including some that were interred during the Black Death, revealed the presence of Y. pestis, while the pulp from non-plague burials did not contain traces of the bacterium. However, the results of those tests have not been replicated elsewhere; Y. pestis is a delicate microorganism and detectable traces may have vanished since the epidemics of the second pandemic.


Whatever the disease and the means of transmission, contemporaries could deal with outbreaks only within the framework of their medical knowledge. This was based largely upon the writings of the Classical authors, especially the Greek physician Hippocrates, who lived during the fifth century BC, and the interpretation of their ideas by Galen, a court physician in second-century Rome. Galen believed that disease resulted from an imbalance of the four humours in the body: blood, phlegm, choler and melancholy. Such an imbalance was caused by the corruption of the air from ‘a putrid exhalation’ produced by rotting matter and, during the summer months, emissions from stagnant water, such as that in marshes and ponds. These harmful miasmas were the result of a particular conjunction of the planets. An individual’s health was affected by the planets and signs of the zodiac, for each planet was believed to influence a part of the body and their arrangement therefore determined a person’s well-being. A doctor needed to know his patient’s exact time and place of birth before proceeding to diagnosis and treatment, which often involved the letting of a specified quantity of blood. Contagion was not part of Classical medical theory, yet the term was used during the Black Death and subsequent outbreaks, and the disease was thought to spread through contact, infecting those who had touched its victims or their belongings.


The connection between miasma and plague was made soon after the Black Death first struck London, in a letter from Edward III to the Lord Mayor complaining of the poisoned air caused by the pollution of public places, and again during the epidemic in 1361, when the king objected to the stench caused by the slaughter of animals within the city. Contaminated air was associated with diseases. By the sixteenth century both miasma and contagion provided explanations for illness. Sir Thomas More’s Utopia of 1516 explained his ideal, that nothing ‘filthy, loathsome, or uncleanly be brought into the city, lest the air, by the stench thereof infected and corrupt, should cause pestilent disease’. This clear statement of the risk of miasmic air is followed by the care taken to prevent the transmission of disease in the hospital, where the sick were not placed close together, so that those ‘taken and holden with contagious diseases, such as be wont by infection to creep from one to another, might be laid apart from the company of the residue’. Disease could be transmitted from person to person and the danger was greater in miasmic air. A Veronese physician, Gerolamo Fracastoro, gave contagion a theoretical basis in 1546 with the publication of his De Contagione, in which he described three means of contagion: by contact, by carriers such as clothes, and by seminaria, which can move, propagate and die.


The measures gradually adopted to combat plague during the late Middle Ages by governments, national and local, reflected anxieties concerning both foul air and contagion. Some were designed to prevent clean and wholesome air being turned into tainted air by removing putrid and offensively smelly matter, such as offal and manure, and by the cleansing or draining of ditches and pools. Others attempted to prevent potentially dangerous contacts. Incoming travellers and cargoes were halted outside a town, with goods, especially textiles, fumigated or left open to the air. The period of detention was commonly forty days, hence the term quarantine. Cordons were put in place outside a town and, by the early sixteenth century, travellers coming from an area known, or even suspected, to be suffering from plague were admitted only on the production of a pass stating that they had not been anywhere the disease was active. Those within the community who were suffering from plague were removed to isolation hospitals, known as pesthouses, for segregation and treatment. If no spaces were available – during an epidemic the pest-houses were hopelessly inadequate – the sick and those who had been in contact with them were detained in their houses. Information gathering was improved, and from the growing numbers of plague victims the onset of an outbreak could be recognised at an early stage, enabling cordons, quarantines and other measures to be put in place.


The Italian states were in the forefront in adopting such public health procedures and developing the administrative organisation to implement them. But implementation was not invariably straightforward, for the policies were economically and socially disruptive at the level of both communities and households and met with resistance or evasion by the population they were intended to safeguard. Even so, they provided the pattern for controls introduced elsewhere across Europe and may have prevented some epidemics, but, despite such successes and the advantages to public health and hygiene, large-scale outbreaks of plague continued to erupt periodically.


Without any completely effective prevention of the outbreaks, or satisfactory explanations for them, plague was seen, with famine and war, as one of God’s three mortal arrows, which he could unleash to punish sinners or send as warnings to repent. An epidemic did seem to resemble the effect of a cloud of arrows fired into a crowd, killing some at random and leaving others untouched. It provided an opportunity for the clergy and moral writers to condemn the population for its woeful behaviour and plead for repentance and reform, so that God would relent and end the plague. Expiatory services and penitential processions were held, and the saints were beseeched to intercede, so that the community would be spared before being completely wiped out. Some saints were especially venerated for their influence in times of plague. Saint Sebastian had survived being pierced by arrows, which inflicted the sharp pain characteristic of the disease, only to be pummelled to death, and Saint Roch, a hermit, had been succoured by a dog when he caught the plague and so had survived. Artists commonly depicted Saint Sebastian wounded by pestilent arrows, saving others who could have been the victims, but those who painted Saint Roch, such as the fifteenth-century Venetian Carlo Crivelli, made a more direct reference to the plague by showing him with a large bubo on his thigh.


Services and processions were potential sources of friction between the clergy and the civil authorities, who disapproved of people gathering together in case the disease was spread further. The clergy could point out that none of the measures taken were effective and that the plague would be halted only through the intercession of the saints. Their claims seemed to be justified when epidemics subsided, and in Counter-Reformation Europe, gratitude for the ending of the plague was expressed in the commissioning of works of art, the construction of churches – such as the Redentore and Santa Maria della Salute in Venice – and, in the Austrian empire after the plague of 1679, the erection of plague columns.


Protestant Europe abandoned appeals to the saints, but did hold special services and observe fast days. William Tyndale ridiculed those who followed a routine of fasting on Thursdays for a part of the year, ‘and that to be delivered of the pestilence’. In 1630, Roman Catholic entreaties to Saint Sebastian were also questioned in rational terms: ‘If it lieth not in the power of mortal men that are living with us to helpe, how much lesse can they that are dead? And farre lesse, one that perhaps hath never beene.’ But this denial of the efficacy of saints fell short of questioning the existence of a wrathful God, regarded as the source of plague and prayed to for respite. The Anglican liturgy incorporated prayers for deliverance from the plague, with fast days stipulated during epidemics, and included in the Litany the entreaty: ‘From lightning and tempest; from plague, pestilence, and famine; from battle and murder, and from sudden death, good Lord, deliver us.’


Providentialist interpretations by the clergy and moralists did not lead to passive acceptance by a populace faced with periodic outbreaks of death on a large scale. The cause and remedy of plague were regarded as both supernatural and natural, and a whole host of preventative medicines were recommended, and a cure earnestly wished for. When Christopher Marlowe’s Dr Faustus considered how best to use his talents, he imagined his prescriptions ‘hung up as monuments, whereby whole cities have escaped the plague’. Marlowe’s point was that this would indeed have been a major contribution to the well-being of mankind and would have given Faustus a kind of immortality. Ben Jonson mocked those who professed to have devised preventatives for the plague, through the character of Sir Epicure Mammon in The Alchemist, who claims to have developed a medicine which can not only reverse the ageing process, but also ‘fright the plague out o’the kingdome in three months’.


In reality, many suggestions were offered, some designed to gain immunity by keeping the air sweet and warding off the noxious fumes with strong smells. Herbs were popular, with rosemary, rue, lavender, sage, mint and wormwood especially favoured, as embrocations and as the fillings for nosegays and pomanders, and the nutmeg came to be highly prized for the contents of pomanders, some of which were so finely made that they were as much fashion accessories as guards against plague. Householders would place bunches of fragrant herbs at their doors and windows to ensure that only pure air wafted into their houses.


The smells did not have to be sweet; any strong odour might serve the purpose. Smoking or chewing tobacco was thought to bring immunity, and in 1665 Dr Francis Glisson recommended as his ‘constant antidote’ a piece of dried manure of someone who had died of the disease, kept in a house in a porous box for ‘the best antidotical perfume’. After a diplomatic mission to Spain in the 1660s, the Earl of Sandwich recalled that Madrid, where it was the practice for the householders to throw their excrement into the streets, was ‘the stinkingst town they ever came into’, a characteristic which the Madrileños long believed gave their city protection against plague. Advice provided by Sir Theodore de Mayerne and Thomas Cademan appealed to taste rather than smell, with a recipe for a plague water that consisted of three pints of muscadine wine, mixed with sage, rue, ginger, nutmeg, pepper and treacle, with the assurance that: ‘All the Plague time... trust to this, for there was never man, woman, or childe, that failed of their expectation in taking of it.’


This was not the advice of charlatans or eccentrics. Glisson was Regius Professor of Physic at Cambridge for more than forty years, a Fellow of the College of Physicians and an original fellow of the Royal Society, and de Mayerne and Cademan were physicians to Charles I and Henrietta Maria. That such distinguished men should give such fatuous advice is indicative of how ineffectual a whole range of supposed preventatives had been, after more than 300 years’ experience of the disease. Had a credible antidote or remedy been found, there would have been no market for the new ideas and variations on old ones that continued to be recommended and tried.


If foul air could not be repelled by sweet or sour air, perhaps it could be absorbed. Present Remedies against the Plague, published in 1594, claimed that three or four peeled onions left on the ground for ten days would absorb all the infection in the neighbourhood. This, too, was an eccentric solution. A more generally accepted notion was that circulation of the air would prevent it stagnating and turning foul, and so householders lit fires and even discharged firearms in their rooms to circulate the air. In attempting to reduce the risk of plague, they increased the danger of a conflagration, which was further enhanced by the practice of lighting bonfires in the streets.


Whatever steps were taken by the civil authorities or clergy, from the first appearance of the disease in Europe in the midfourteenth century safety was seen to lie not in precautionary measures or medicines, but in flight. During the Black Death, Gabriele de’ Mussi summarised the dilemma: ‘Lamenting our misery, we feared to fly, yet we dared not remain.’ Writing from London in 1454, William Paston was in no doubt about the action that he should take: ‘Here is great pestilence. I purpose to flee into the country.’ In 1490, Edward Plumpton, an attorney, reacted in the same way, but added a phrase to justify his decision: ‘Sir, they begin to die in London, & then I must departe for the tyme & other men do.’


Those who could go did so, as soon as possible. They had to leave their houses and businesses, perhaps in the care of servants or apprentices, and possibly a prey to burglars, and find a refuge with tenants, business contacts, friends or relatives elsewhere, meeting suspicion and hostility in the process as possible carriers of the dreaded disease. Inevitably, the wealthier citizens not tied to their business or trade were those who could go, while the poorer ones had to remain and take their chances. Some faced harassment as well as the plague. The fear and foreboding produced by an epidemic generated suspicion of groups on the fringes of society, such as beggars, vagrants and foreigners, who were seen as potential threats and were driven out or harshly treated. In parts of medieval Europe, outbreaks of plague were accompanied by persecution of the Jews.


Rulers and the apparatus of state left, and kept on the move if plague broke out wherever they had settled. Government had to continue, whatever the misery that a capital city was enduring; the chaos that would ensue if the political leadership succumbed would help neither city nor nation. But what of those who could make a difference, practical or palliative, especially the magistrates, physicians, apothecaries and clergy? Should they stay, aware that there was little or nothing that they could do to stop the epidemic, or save themselves and return to help the re-establishment of normal life when the outbreak had subsided? This created a fundamental moral dilemma, a choice between the strong probability of death and the likelihood of further life. It had a practical side, too, for it was quite possible that those physicians and clergy who chose not to stay during an epidemic would provoke bitterness and condemnation as runaways in the communities to which they would return. The physicians’ typical response was that they had to look after their clients, and that when they had left there was no point in the physicians staying. Of course, not all members of the medical profession left, and some stayed behind so that they could treat the victims in the pesthouses. But the general reaction at times of plague was resentment of those who had gone, rather than appreciation of those who remained.


Others, too, provoked bitterness for abandoning their responsibilities to their family and household, street and neighbourhood. By leaving, they withdrew not only practical help but also financial aid for those affected by the epidemic. This made the efforts of those attempting to implement regulations and tackle the effects of the pestilence more difficult, for resources were reduced at a time of increasing need, and the resentment of those who were compelled to remain when their social superiors had gone spilled over into defiance of authority and even disorder. While the poor attracted sympathy as the most numerous victims of plague, bearing the brunt of epidemics, they were also feared, as the harbourers of infection who no longer needed to respect authority and whose indignation and anger might even lead to deliberate attempts to spread the disease.


Protestant theologians addressed the morality of fleeing when plague threatened. While accepting the sense of taking such a precaution, they generally agreed that some members of the community should remain, including magistrates and clergy, and anyone who could care for members of their family and neighbours – categories which included the greater part of the population. One of Martin Luther’s arguments for congregations contributing to the maintenance of their pastors was that the pastors would visit them during plagues, at considerable personal risk. In 1537, Miles Coverdale translated for English readers a tract by the Lutheran theologian Andreas Osiander, entitled How and whither a Christen man ought to flye the horrible Plage. Despite its title, this did not resolve the dilemma, for while Osiander did not seek to forbid anyone from moving away to avoid dangerous places, he wrote that they should not do so against God’s commandment, their calling or love of their neighbours. Victims died alone because of the ‘childish fear’ of those who would not care for them. God’s teaching and duty obliged them to stay. John Hooper, Bishop of Worcester and Gloucester, wrote in 1553 that clergymen who left their congregations during plague were ‘hirelings and no pastors’. He, too, held that those in administrative and legal positions should stay, and recognised that, even though the safest course was to leave and escape the corrupt air, the poor could not do so because they had ‘no friends nor place to flee unto’.
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