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The Return of Epidemics
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With fears of global health epidemics (of reemerging infectious
diseases) having escalated over the past few decades, we must
ask how we understand the diverse responses to such outbreaks.
| explore a single event that merits revisiting—the 1994 outbreak
of plague in Surat, the commercial capital of the Indian state of
Gujarat—in an attempt to answer this question. | trace responses
at various intersecting levels of public health and political author-
ity—global, national, and local—as they interacted with each
other and expressed specific political concerns and social anxiet-
ies during this outbreak. (Am J Public Health. 2011;101:1032—
1041. doi: 10.2105/AJPH.2010.300026)

THE 1994 OUTBREAK OF THE
plague in Surat, a city in the
western India state of Gujarat,
was dogged by two debates:
whether it was indeed the plague
and what was the place of the
outbreak’s origin. The ideas and
interpretations voiced in response
to the epidemic by the World
Health Organization (WHO), the
central government of India, and
the state government of Gujarat
help us understand differing
institutional priorities and per-
ceptions of public health. They
also raise a key issue in public
health pandemics today: whose
voice counts more during a pub-
lic health crisis? Further, what
are the beliefs and anxieties, con-
temporary as well as historic, that

1032 | Public Health Then and Now | Peer Reviewed | Sivaramakrishnan

color responses to outbreaks?
The absence of clear agreement
amongst the different authorities
on how to handle the Surat out-
break created the space for sev-
eral actors to project their political
agenda and competing priorities.

I argue, however, that there
are several concentric circles
within which public health and
its politics exist, and the overlap
among them must be analyzed to
more efficiently respond to out-
breaks of epidemics. I used the
chain of events and responses to
the Surat epidemic, with its dis-
parate resonances at various lev-
els, as an example to help us
understand epidemic outbreaks,
from a comprehensive and inter-
connected perspective, as being
simultaneously local and global
events. I drew upon a WHO
archive, international reports as
well as government correspon-
dence, scientific investigations,
and press-based reporting to map
these views and priorities.

AN OUTBREAK AND ITS
POLITICS

On September 25, 1994, the
New York Times reported rising

and the Politics of Global-Local Health

international fears of the spread
of what was suspected to be
pneumonic plague in the city

of Surat. In what would be the first
of a series of reports on the out-
break, the article voiced fears of
the spread of the epidemic
beyond Surat because of the
recent departure of nearly
300000 people from the city.!
As the epidemic progressed,
generating panic in trade and
travel, a total of 5150 suspected
cases and 53 deaths were
reported across India before it
ultimately ran its course.

The New York Times report
also highlighted the confusion
caused by the lack of confirma-
tion regarding the nature of the
outbreak. Its correspondent
quoted an Indian government
press brief stating that “experts of
... [the] National Institute of
Communicable Disease . . . had
reached Surat [and] had con-
firmed . . . the diagnosis.”® How-
ever, it also juxtaposed a press
statement made by a top state
government official, the Chief
Minister of Gujarat, who was
quoted as saying that the disease
“cannot be the plague,” and was
more likely to be pneumonia.®
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Panic regarding the epidemic
and doubts about its diagnoses
were not restricted to the central
and state governments or the
international press, however. It
also found resonance in the fol-
lowing months among interna-
tional agencies such as the WHO.
Following a report submitted by
a WHO International Plague
investigation team in October
1994, WHO Director General
Hiroshi Nakajima issued an
ambiguous statement that “There
is plague in Surat but cannot be
confirmed . .. .**

Studies on epidemics and
responses to them have argued
that “acts of agreement” between
key actors regarding the nature
and definition of an epidemic are
critical to clarifying courses of
action such as policies, practices,
and protocols.” Consensus in
identifying an outbreak helps
define the roles of key protago-
nists, including international
actors (in this case the WHO)
and central and state government
agencies.’

I argue that the absence of
clear consensus regarding the
nature of the epidemic in Surat
created an undefined and uncer-
tain space. In such a situation,
competing political interests and
visions came into intensified con-
flict because of the anxieties gen-
erated by a public health crisis.
The availability of detailed archi-
val sources at various levels of
this interaction—within health
organizations, policymakers, and
debates in the public sphere—
make it possible to trace and
understand the roles of different
agencies and their sociopolitical
context. In this article, I explore
the nature and repercussions of
these conflicts.

I use the categories of “global”
and “local” not only as distinct
spaces but also as representing
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the interests, mobility, and inter-
connectedness of various actors
and events as they played out
during the outbreak.” Both of
these terms also represent con-
cerns relating to national sover-
eignty and security that were
central to the evolution and
emergence of new ideas and
agendas in global health and its
governance during the 1990s.®

The agendas of governments
and international health organi-
zations during new and reemerg-
ing infections need, therefore, to
use the lessons learned from ear-
lier challenges in mobilizing
national political will and the
pursuit of successes in interna-
tional disease eradication cam-
paigns® as well as be rooted in
the politics of global risk percep-
tion and contagion that were
associated with AIDS in the
1980s.'°

Recent studies have explored
reemerging infections and the
plague in the context of an urban
political economy of the locality "
and have also surveyed shifts in
global public health gover-
nance.'? This study, however, has
an alternate focus, in that it
simultaneously explores the mul-
tiple levels of narrative—both
global and local—that emerged
and overlapped during the epi-
demic outbreak. Understanding
these ideas and responses helps
unravel the complex challenges
associated with naming out-
breaks and their public health
and political implications.

THE SURAT PLAGUE
AND THE WHO

Just as he arrived in Washing-
ton, DC, on October 3, 1994,
Hiroshi Nakajima, director gen-
eral of the WHO, received a
message from his office in
Geneva, Switzerland." His aide

June 2011, Vol 101, No. 6 | American Journal of Public Health

informed him that an emergency
meeting of the Regional Commit-
tee had convened in Geneva to
discuss the recent outbreak of
plague in India. This meeting
resulted in member states
strongly pressing Nakajima to
visit and verify plague contain-
ment efforts in India. As interna-
tional concern mounted over the
following weeks, Nakajima suc-
cumbed to growing pressures.'
He made a hastily planned visit
to India, including to the plague-
gripped city of Surat, to be
apprised of relief measures and
offer WHO support to India, if
needed.

The agendas of governments and international
health organizations during new and
reemerging infections need, therefore, to
use the lessons learned from earlier chal-
lenges in mobilizing national political will
and the pursuit of successes in international
disease eradication campaigns as well as
be rooted in the politics of global risk
perception and contagion that were
associated with AIDS in the 1980s.

Nakajima’s visit and the inter-
ventionist role assumed by the
WHO during the plague—in initi-
ating an investigation report
around the outbreak—were
unusual relative to earlier such
precedents set in the region.
Resistance to such initiatives by
national governments, like the
resistance offered by India, was,
however, more typical. Yet, the
WHO in the coming months and
years would cite the Surat epi-
sode as a key example of the
importance of enhanced disease
surveillance at a global level. The
outbreak also reflected and further
shaped the ongoing recalibration
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of the WHO’s broader priorities
in global health.

In the decades preceding the
plague outbreak in Surat, the
WHO had already begun to depri-
oritize plague surveillance. Despite
the plague being listed in WHO
regulations among infectious dis-
eases of international significance
and the noted prevalence of spo-
radic cases across the world, the
absence of large outbreaks and
the availability of chemoprophy-
laxis implied that there was dimin-
ishing enthusiasm for plague
surveillance among many mem-
ber states."”

Between the 1960s and the
1980s, following discussions with
the WHO’s regional Southeast
Asia Region Office (SEARO),
states such as India increasingly
began to redeploy plague person-
nel and initiated the closure of
surveillance units.'® Issues of
plague surveillance were regu-
lated by the procedures laid
down in the international health
regulations (IHRs) and often also
resulted in friction between
member states and the WHO.
Recent studies of the IHRs"”
argue that these regulations were
constantly compromised between
their objectives of ensuring full-
est disease outbreak reporting
and ensuring minimum interfer-
ence in the sovereign realm of
state authority.'®

In the case of the plague in the
Southeast Asia region, failures in
reporting despite IHR require-
ments had several precedents
before the Surat outbreak. For
instance, the WHO often learned
of outbreaks either from press
reports or from watchful neigh-
bors—such as in the case of
plague outbreaks in Chinese—
Mongolian border posts' and
Hanoi, Vietham*’—rather than
by direct disclosure from the con-
cerned authorities.
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In the case of India, the gov-
ernment did not report plague
outbreaks to the WHO that had
occurred in the southern city of
Coimbatore (1967) and in a vil-
lage in northern India (1983).*!
News of an outbreak of bubonic
plague in the village of Beed*?
immediately preceding the 1994
Surat event was broken by the
local press* rather than through
government disclosure. Following
the Beed outbreak, the WHO
wrote to the Indian government
for clarification.

The chain of events during the
Surat outbreak followed a similar
pattern. The initial cases reported
at the Surat Medical College Hos-
pital on September 19, 1994,
were broadcast by the media; the
state government maintained that
it was not the plague until Sep-
tember 25.2* In the weeks follow-
ing the outbreak, media publicity
grew regarding the lack of cer-
tainty about the nature of the epi-
demic. It was, however, pressure
from neighboring countries,
including trade partners (such as
those at a meeting of the Bahrain
representatives),” that finally pro-
pelled the Indian authorities to
agree to the WHO’s proposal to
send in a neutral international
investigation team.°

The WHO investigation team
started its work on October 7,
1994, with the mandate of inves-
tigating the plague situation in
India.?” Its report comprised a sit-
uation analysis of Bombay, New
Delhi, Calcutta, and Madras, and
included a special epidemiologic
study of Surat.?® However, the
WHO investigation report that
followed these investigations
advanced only “presumptive con-
clusions,” stating that

Yersinia Pestisis the likely caus-
ative agent of the Surat out-
break . . . [However] the identi-
fication of plague as cause of

the outbreak cannot be estab-
lished in the absence of con-
firmed isolation . . . from clini-
cal materials. . . 2°

The inconclusive findings of
the WHO continued to create
the grounds for competing inter-
pretations of the outbreak.

Meanwhile, the WHO also
encountered further pockets of
resistance from the Indian govern-
ment in areas such as sharing
technical information. The Indian
government permitted access to
laboratory samples—held at the
National Institute of Communica-
ble Disease (NICD) and Surat—to
WHO-collaborating scientists at
the Centers for Disease Control
and Prevention (CDC) only after
they complained about delays.>°
One member of this team com-
plained that the controversy over
the sharing of samples, which he
termed “science by the press,”
reflected India’s efforts to demon-
strate its superior technical com-
petence and control over the
plague situation rather than a
desire to facilitate clinical testing.*"

When faced with pressure
from the Indian government and
the national press regarding its
intervention and investigation, the
WHO tempered its response!
and adapted to “unexpected prob-
lems”*? and local developments,
as had been the case with previ-
ous disease eradication campaigns
such as smallpox and guinea
worm. The WHO recognized its
limitations when faced with
Indian resistance to the appoint-
ment of the investigation team,
and the agency regional office
maintained open channels with
the Indian Ministry of Health
regarding its investigatory report
and plague-related trade embar-
gos and quarantines.®*

Overall, the Surat outbreak did
provide the WHO with a vital
opportunity to engage in a more
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interventionist strategy, rather
than serving simply as “an infor-
mation clearing house, involved
in cross border traffic” that had
been “typical of the classical
regime of disease control” associ-
ated with the IHRs.’* This new
role was brought on initially by
pressure from panicked member
states but was later supported by
the WHO’s own evolving priori-
ties. Understanding the WHO’s
interpretation of its role and its
recollection of lessons from the
Surat outbreak is a matter of
great importance because it
became an important reference
point for efforts to find support
for a global network of disease
surveillance and ensure greater
cooperation from states in public
health governance.

The WHO's interpretation of
the plague outbreak must be
framed within its efforts in the
1990s to explore a new global
role for itself.** The effort to
mobilize support for a new
agenda among WHO advocates
was drawn in part from chal-
lenges to its resources and role
because of fund deficits and the
competing roles of the United
Nations Children’s Fund (UNI-
CEF) and World Bank,’® in addi-
tion to an emerging interest in
forming new alignments and
seeking support through private
foundations and partnerships.

The WHO’s concerns regard-
ing reemerging infections and
global disease surveillance
networks also stemmed from
concerns voiced among United
States—based agencies such as
the CDC and the Institute of
Medicine regarding the threat
posed by new and reemerging
infections to human security and
social stability in the new, inter-
connected geopolitical landscape
of global health.*” These infec-
tions, with their epicenters in
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Asia and Africa,>® were associ-
ated with HIV/AIDS and recent
outbreaks such as monkeypox,
hemorrhagic fevers, and drug-
resistant tuberculosis.>®

The plague outbreak in Surat
represented an important chance
for the WHO to make an exam-
ple of the epidemic. For instance,
after the outbreak ended the
WHO held an interregional con-
ference on the plague, during
which its leadership, headed by
Director General Nakajima,
urgently advised the scaling up of
plague preparedness and surveil-
lance networks from the commu-
nity to the global level and stated,
“the outbreak of plague in India . . .
was of global concern.”*® By
2003, as the WHO initiated mea-
sures to amend the IHRs after the
SARS (severe acute respiratory
syndrome) epidemic,* the Surat
outbreak was cited as an example
of the need to deepen mecha-
nisms of state disclosure at the
time of epidemic outbreaks.

THE INDIAN STATE AND
THE PLAGUE

Meanwhile, the Indian govern-
ment responded to the growing
public debate over the origins of
the epidemic** and adverse inter-
national coverage®® by instituting
a scientific investigation. In Octo-
ber 1994, the central govern-
ment appointed a Technical
Advisory Committee (TAC) on
the plague comprising scientists
drawn from leading government
research institutions.** The TAC
was formed with the objective
that its first order of priority*®
was to investigate the origins or
etiology of the plague.

The final report of the TAC
proved to be critical for the gov-
ernment because it confirmed
that the causative agent of
the outbreak was the plague. It
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cautioned that the isolation work
on the Surat samples had been
done on preexisting and contami-
nated cultures, but the committee
still concluded “that the pneu-
monic outbreak in Surat was due
to Y Pestis is now established
beyond doubt. . . .”*® This con-
clusion validated the adoption of
plague-control measures such as
the distribution of tetracycline
prophylaxis, DDT spraying, hos-
pital confinements, and other
policies in Surat and other cities.
Even the use of the Epidemic
Diseases Act (1897)*"—which
had evoked resentment because
it legitimized measures such as
restricting rail and air traffic,
quarantining plague suspects in
hospital wards, and allowing sur-
veillance teams to perform
house-to-house checks—was justi-
fied as the correct course of action.

More interestingly, the TAC
report is significant in that its rec-
ommendations provide an insight
into the plans and political priori-
ties of the Indian state. It traced
the possible origins of the plague
strain carefully, citing detailed
stages of laboratory testing. The
report also explained that the caus-
ative organism of the Surat plague
strain demonstrated an unusual or
new ribotype formation, observing
that “the ribotypes and 25 KD
protein band so distinctively seen
in the Surat strain are not pre-exis-
tent [and this] needs to be
explored first.”*** The report was
not able to explain the unusual
and new molecular traits of the
Surat plague strain in a definitive
manner; the new plague strain
could not be compared in defini-
tive terms with older, indigenous
ones because

the only isolate ribotyped from
India was collected in 1908 and
very few other Indian isolates
are available over the past few
years. .. .»°

Sivaramakrishnan | Peer Reviewed | Public Health Then and Now | 1035



| PUBLIC HEALTH THEN AND NOW |

This ambiguity left open the
possibility of the outbreak being
caused by a genetically engi-
neered strain, but the TAC dis-
missed the possibility, quoting
the views of a leading scientist at
the Institut Pasteur who had
done the ribotyping of the new
strain from Surat, who stated that
she thought it “highly unlikely
that the new ribotype found in
Surat is a consequence of genetic
engineering.”'

The Surat plague strain,
according to the TAC report, had
no obvious epidemiological his-
tory, so it was not surprising that
the report and other government
statements during the epidemic
made only a cursory mention of
the third plague pandemic®® in
British India during the turn of
the century. This argument
implied that the plague had not
emerged from preexisting, local
foci (overwhelmingly located in
poor undeveloped regions in
which plague outbreaks contin-
ued to occur)®® that plague prev-
alence maps commonly identified.
Instead, the report argued that
genetic mutation located the ori-
gin of the plague strain outside
India, therefore reversing notions
of developing countries such as
India being the site of diseases
and contagion. Global mobility
and its related technological
capabilities were identified as
potential sites of the origin of the
strain, spurred by motives of bio-
terrorism that were a potential
threat to countries such as India.
These ideas were also rooted in
older fears that viewed the
plague threat as representing an
act of invasion.

The Indian state and press
played on these insecurities, par-
ticularly in regards to hostile
South Asian neighbors, and on
the concept of India being under
microbial attack and siege rather
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than being the source of the dis-
ease.”® The term “surveillance”
was used by both groups to refer
to disease surveillance and secu-
rity concerns regarding India’s
geostrategic borders and ten-
sions. These fears of compro-
mised domestic security also
stemmed from the Indian state’s
anxieties regarding initiating
structural reforms and opening
up its economy to globalized
markets in the 1990s and were
colored by perceptions of grow-
ing regional tensions, because
India, it was felt, had demon-
strated a greater interest in inte-
grating with the global economy
rather than in strengthening
regional partnerships and coop-
eration among its neighbors.>®
By discussing these issues, the
TAC report clarified the role of
persistent regional tensions and
national preoccupations that col-
ored the politics of locating the
origins of the outbreak.

The TAC report’s responses
also indirectly addressed criti-
cism from within India regarding
the implications of liberalized
economic and social policies.
Critics commented that epidem-
ics were now endemic and that
the plague was a consequence of
the government’s withdrawal
from the social sector and the
resultant reduction in funding for
infectious disease programs.®®
The TAC, in turn, responded to
this critique by elaborating on its
proposal to set up a new, inte-
grated surveillance and response
network in India. This national
surveillance network was pro-
jected as offering an effective,
preventive response to infectious
disease threats and as being com-
plementary to the state’s project
of market liberalization because
it promised to translate the bene-
fits of the latter into social
returns.”” The new integrated

disease surveillance project also
identified a partnership with the
WHO with the latter playing a
limited role—only in the event of
outbreaks of international signifi-
cance®®*—and in helping to liai-
son”® with neighboring countries.
The TAC report also addressed
a key concern voiced by the
Indian government during the
outbreak—namely, that of the
erosion of India’s public image in
the international arena. Media
coverage on the plague and
reports regarding India’s socio-
economic backwardness were
perceived as setting back India’s
carefully cultivated image and
plans to join the “global vil-
lage.”®® These concerns were also
reflected in reports and writings
(editorials, letters to the editor,
opinion pieces, etc.) in the Indian
media that criticized the patroniz-
ing images of India that were pre-
sented in the international
press.” Some of these writings—
aimed at an audience of urban,
middle-class Indian readers—
observed that the international
press in its Orientalist assump-
tions was choosing to conve-
niently forget that the modern
West too could be the site of
threatening and “medieval” infec-
tious diseases and that “in the eyes
of the occidental correspondents,
globalizing India has given way
to medieval India.”®? Others
viewed these international media
reports as representing a wider
geopolitical plot led by the
United States aimed at discredit-
ing India’s image abroad.®®
Maintaining Indian sovereignty
and self-reliance—the latter being
a Cold War doctrine dating back
from India’s leadership of the
Nonaligned Movement—were
important determinants for the
Indian state’s priorities in matters
of allowing access to visiting sci-
entists and in sharing samples.
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The need to assume the authority
to define and control the outbreak
was therefore crucial and the
Indian government’s responses to
WHO interventions and its refus-
als of offers of assistance, at least
initially, from not only the CDC in
the United States but also Russian
and European assistance, reflected
these priorities.

THE UNDERSTANDING OF
DISEASE AND
DEVELOPMENT

The creation of the TAC by
the Government of India was
aimed at limiting the diverse
interpretations that emerged dur-
ing the Surat outbreak. Press
reports on the epidemic, how-
ever, also put pressure on the
state government of Gujarat,
which responded to concerns by
forming the Gujarat Expert
Plague Committee. This creation
of this committee and its findings
and recommendations reflected a
distinct set of priorities and per-
ceptions from that voiced by the
TAC report. Provincial authorities
in Gujarat sought through the
state report®* to highlight issues
such as the tensions caused by
centralized governance and inter-
preted the social context of the
outbreak in a different manner
from the central government’s
TAC report.%®

The report from the Gujarat
Expert Plague Committee was
based on painstakingly compiled
epidemiological data from patient
visits, retrospective analysis of
about 891 cases admitted to the
New Civil Hospital in Surat, and
microbiological investigation.®®
Most significantly, it questioned
the Indian government’s plague
diagnosis. The Gujarat report
clearly stated that some areas of
Surat had suffered from “an epi-
demic of lower respiratory tract
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infection in the third week of

September”®”

rather than naming
the outbreak as the plague. It
also went on to support its con-
clusions, noting that the source of
disease transmission had not
been preceded by flea nuisance
or by the occurrence of bubonic
plague cases that would normally
precede an epidemic of pneu-
monic plague; in addition, there
had not been the high levels of
infectivity and mortality associ-
ated with the latter.*®

The Gujarat Expert Plague
Committee report challenged the
issue of the “plague proclama-
tion,” alleging that that the exer-
cise of the provisions of the
Epidemic Diseases Act in Surat
and the identification of plague
had been prompted by adminis-
trative priorities and hurried, ini-
tial clinical diagnosis rather than
being based on scientific advice
from public health experts. The
committee observed that “[n]o
active effort was made to under-
stand disease transmission and to
establish the cause of the epi-
demic beyond doubt.”®

The committee also addressed
in strong terms the absence of
information sharing and transpar-
ency in the investigations con-
ducted both by the WHO and
the central government—adminis-
tered NICD. In surprisingly firm
language, it complained:

During the epidemic several na-
tional and international agencies
including national institutes and
WHO sent their teams of scien-
tists to help in the investigations
of the epidemic . . . but very
few gave their feedback . . . to
the concerned authorities. . . ."

The Gujarat report perceived
the Surat outbreak as reflecting an
absence of hygiene, brought on
by challenges to environmental
conditions caused by events such
as a flood that had immediately
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preceded the epidemic and the
urban deterioration that afflicted
the city. It traced the repercus-
sions of unplanned industrializa-
tion and unregulated migration
and saw these conditions as being
critical determinants in precipitat-
ing a public health crisis. It
therefore employed an alternate
framework in which to view infec-
tious disease, by examining it in
a proximate sense and as being
rooted in the local urban environ-
ment.”" This viewpoint was a
perception of contagion drawn
from an older tradition that asso-
ciated disease with industrializa-
tion and development rather than
globalization. For instance, the
Gujarat report noted that the
Surat Municipal Corporation
had created several Industrial
Development Estates in the years
preceding the outbreak. The
city housed large industries and
hundreds of textile and diamond
manufacturing units. Crowds,
garbage, filth, and migration were
all cited as being created by this
impetus of an unplanned, indus-
trial city. The report concluded
that this was “a sad story of rapid
development encouraged by
Government without any thought
regarding aspects related to
human welfare and health.””?
Surat’s contagion was in a
sense a disease that it had caught
from the national mainstream
and its priorities—namely, the
disease of development or its ill-
planned effects. Interestingly, the
idea of infectious disease threats
based on the environment and
location echoed similar exposi-
tions voiced during the plague
pandemic at the turn of the cen-
tury”® and in the views expressed
by a landmark Health Survey
Committee in the 1940s that was
influenced by the tenets of social
medicine and marked the inter-
nationalizing of health in India.™
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The Gujarat Expert Plague Com-
mittee’s views on poverty and
social hygiene represented a con-
tinuation of these views of social
deprivation and health and the
lingering concerns regarding
industrial development and its
welfare challenges. These views
were in part a function of the
social medicine background of
some Gujarat Expert Plague
Committee members, unlike the
TAC members who were pre-
dominantly scientists, including
biochemists and virologists.”®
They also reflected the concerns
and vision of public health and
social deprivation that perceived
medical experts as being its
socially engaged leaders.”® How-
ever, this vision of deprivation
and public health also had its
own social constraints because it
was based on notions of poverty
and of poor, urban migrants as a
social problem needing broader
welfare measures.””

Interestingly, the views put
forth in the Gujarat report had a
wider public resonance than
that of the TAC report. Indian
press coverage reflected these
visions, commenting upon wider
issues of civic decay, garbage,
and waste in Surat and other
Indian cities, naming it “the
refuse of progress.””® These
observations were not only
laced with a strong critique of
the Indian state and its “ skewed
priorities” but also evoked the
memory of the colonial plague
epidemic to draw parallels with
the modern Indian state and its
unresponsive and coercive
nature.”® This was a perception
of contagion and infectious dis-
ease that echoed anxieties
voiced by the reform-minded
Indian middle classes during the
late colonial period. Contempo-
rary observations by middle-
class readers and press
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commentators reflected con-
cerns regarding a “discourse of
deficiency” in India and the lack

”80 and car-

of a “citizen culture,
ried fears of migrant populations
as threats to respectable citi-
zens.®! These press reports and
their concerns for public health
and reform reflected persistent
urban, middle-class preoccupa-
tions with “the popular blind-
ness in India towards dirt and
disease.”®*

The plague in Surat and the
disputed claims that surrounded
its identification brought to light
several different ways of per-
ceiving infectious diseases that
marked both emerging changes
and historic continuities. The
TAC report projected a strongly
germ-centered view that was
“postbacteriological.” It identi-
fied infectious diseases or their
conquest and reemergence as
being linked with globalization
and its resultant mobility. Dis-
ease vectors were mobile, unlike
in older conceptions of tropical
medicine that represented a dia-
sporal movement and were
rooted in specific places and
bodies.*

The Gujarat Expert Plague
Committee mixed these interpre-
tations. The plague and its ori-
gins were linked with human
behavior and issues of hygiene.®*
The outbreak was associated
with proximate and crowded
bodies, habitats, and person-to-
person transmission.*® In this
view, contagious disease threats
were not eradicated and reap-
pearing but were endemic to a
disease-prone environment. By
this reasoning, the distinction
between epidemics and endemic
diseases was virtually dissolved
because epidemics could only be
visible against a general back-
ground of health—which did not
exist if the disease was in fact

endemic. Epidemics instead only
existed by virtue of the state’s
power to christen and name a
disease as such.®®

The Surat plague accentuated
an older concern in public health
rhetoric regarding the understand-
ing of eradication and control of
persistent communicable diseases
that characterized contemporary
debates. Disbelief in successful
eradication of infectious diseases
as often advanced in public debate
in India® and in turn fostered the
lack of conviction regarding
reemerging infections as both
rested on the same fulcrum of
belief or trust in government
health information (in general) and
whom it served (in particular).

SQUARING THE CIRCLES

The outbreak of plague in
Surat and the debate over its ori-
gins and nature dramatized a
cluster of political concerns and
social anxieties among interna-
tional organizations, such as the
WHO, the Indian state, and the
state government in Gujarat. I
argue for the need to view global
health priorities as a comprehen-
sive whole, and a singular arena
instead of being viewed as dis-
tinct levels of international,
national, and local interest.

The WHO has a long history
of involvement in plague disease
surveillance in the South Asian
region. Although it experienced
state resistance to plague disclo-
sure in earlier instances and
adapted to national concerns
during the Surat epidemic, its
global surveillance agenda
prompted enhanced efforts to
intervene and later project the
episode based on its emerging
priorities. The Indian state
attempted throughout the epi-
demic to resist pressures both
from above and below and had
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to grapple with the newfound
influence of a privatized Indian
press that broke the news of the
epidemic and set off national and
international anxieties. In the
end, it reluctantly allowed the
WHO investigation and worked
through the NICD and the TAC
report to answer growing public
skepticism regarding the epi-
demic. The plague, therefore,
brought out the continuing cen-
trality of the state as the arbiter
of defining disease identities, in
shaping public anxieties, and in
attempting to centralize control
through scientific investigation,
legal devices such as epidemic
declarations, and surveillance
information networks.

Finally, the Surat plague high-
lighted the importance of better
understanding overlapping and
yet competing perceptions of
disease and its causal origins
that emerged among local,
national, and international
actors. Causal explanations for
the same event differed widely
on the basis of political projects
and context, showing that global
health crises can reflect several
distinct political projects
simultaneously.

The debate around the plague
outbreak in Surat allows us to
explore debates around questions
of sovereignty, trace conflicts
between state and nonstate
actors and their vested interests,
and map the importance of
regional power relations and
national preoccupations in a time
of socioeconomic change to clar-
ify the complex ways in which
global health agendas and inter-
ventions unravel and inform
each other among international-,
national-, and local-level actors.
This relationship merits investiga-
tion because it can help us
understand and frame public
health concerns today in the

| PUBLIC HEALTH THEN AND NOW |

critical context of evolving politi-
cal cultures and priorities. M
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