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A Discussion of the Social and Political Factors of the Bubonic 

Plague and Malaria in Italy  

 

Thesis 

The purpose of this study is to conduct an analysis of the social and political factors of the 

bubonic plague and malaria epidemics in Italy. The goal is to understand the ways in which 

bacterial and parasitic microbial diseases affect the development of medical practices and social 

structures, and how, reciprocally, social and political structures interact with the spread and 

treatment of each disease. Social dynamics of a population are often overlooked or criticized as 

being unreliable in the research of infectious diseases, however they have proved to be 

monumental in understanding and treating a disease. Socio-economic, political and cultural 

factors are significant constituents in the research of disease related epidemics. Infectious 

diseases continue to inhibit the economic edifices and the social anatomy of developing 

countries, and remain a key underlying problem in economic development.  Making these 

trans-disciplinary links by bridging the gap between social and natural sciences and studying the 

social and biological parallels of past diseases may help in understanding similar relationships in 

the 21st century.  
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Abstract 

In this paper I will analyze the influential social factors of the bubonic plague and malaria in 

Italy separately by considering how social and political dynamics may have supported and 

propelled the contagion of each disease during epidemics.  I will pay particular attention to 

population figures (population density, movement and growth), religious influences, political 

hierarchies, urbanization and commercial trade routes, each of which favor the spread of 

infectious diseases throughout Italy and the continent of Europe.  I will also take note of the 

corresponding relationship for each disease: how the unfolding of the disease in Italy altered 

legal practices, medical treatments and methods, trade dynamics, and demography.  I will 

explore Italy’s role as a primary player in the spread of infectious diseases in Europe and the 

development of medical practices, control methods and political preventative measures in 

response to these diseases.  I will show how Italy served as a paragon for the rest of Europe by 

introducing health boards and the concept of quarantine, and influenced the implementation of 

strict border control with mandatory wellness statements on traveler visas.  By addressing each 

of these sub-themes, I will argue that the study of social and biological dynamics is essential for 

a well-rounded understanding of infectious diseases and could be beneficial in the modern 

studies of countries currently in crisis. The primary sources used for this study were Carlo M. 

Cipolla’s “Public Health and the Medical Profession in the Renaissance.”, Robert Sallares’ 

“Malaria and Rome: a History of Malaria in Ancient Italy”, Frank Martin Snowden’s “The 

Conquest of Malaria: Italy, 1900-1962”, William H. McNeill’s “Plagues and Peoples,” Johannes 
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Sommerfeld’s “Plagues and Peoples Revisited” and many research papers from the National 

Center for Biotechnology Information.  

The Italian Peninsula 

When studying the epidemiology of diseases within Italy, it is crucial that one takes note of the 

geographic configuration of the peninsula and its prime locality for procuring the social and 

commercial interactions necessary for the widespread contamination and infestation of the 

causative agents of infectious diseases; the transmission of the deadly bacteria of the Black 

Death, Yersinia pestis, for example, among the Italian population.  

Protruding from the south of Europe, Italy is a peninsula surrounded by three seas; the 

Tyrrhenian Sea to the west, the Ionian Sea to the South and the Adriatic Sea to the east, making 

it an ideal site for natural harbors. Its expansive shoreline provides vast seaside accessibility for 

trade and commerce.  As such, Italy served as an epicenter for transnational trade and travel 

during the medieval era, in particular between African, Middle Eastern and European countries. 

As mentioned in Cesana, Benedictow and Bianucci’s study of the origin and early spread of the 

Black Death, “Italian cities, especially Genoa and Venice, were leading commercial sea powers, 

which sent their huge rallies all the way to the Crimea, Egypt, around the Mediterranean Sea, 

through Gibraltar and all the way to Bruges and London.”  (Cesana, p 15)  This network of 

harbors, trading stations and factories supported the extensive influx of merchandise, crop and 

even people during trade negotiations.  At the same time, it made Italy particularly susceptible to 

disease contamination from foreign lands; as is particularly visible in the case of the 14th century 

bubonic plague epidemic. 
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Being the first European country infected by the plague, Italy was also the first European 

territory to develop medical legal codes, regulations and preventative measures in response to the 

“deadly pestilence”. (Boccaccio, p 7) It was during this time that the concept of quarantine was 

established, a term which is derived from the Italian words, “quaranta giorni” or “forty days” of 

isolation.  According to the Centers for Diseases Control and Prevention (CDC), in order to 

protect coastal cities from the plague, “ships arriving in Venice from infected ports were required 

to sit at anchor for forty days.” (“History of Quarantine”, CDC) Archaeological evidence of 

quarantine was excavated as recently as 2007 when the skeletons of “more than 1,500 bubonic 

plague victims” (Figure 1) were unearthed from the Lazzarretto Vecchio, an island to the south 

of Venice. (National Geographic) The use of quarantine, lazzarettos and other preventative 

measures instigated by Italian city states would later be adopted as standard practice by the rest 

of the continent.  

 

 Figure 1: Skeletons of plague victims on the island of Lazzaretto Vecchio, 2007 
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The Bubonic Plague 

The bubonic plague, also referred to as “The Black Death”, is one of three clinical forms of the 

plague, each of which attack a particular body system: lymphatic (bubonic plague), respiratory 

(pneumonic plague), and circulatory (septicemic plague). The bubonic plague is the most 

common form of the plague, responsible for 75% of plague cases, and is the least threatening, 

accounting for “virtually no deaths” in present day. (Britannica) Despite its least-threatening 

character, the bubonic plague is famed for wiping out an estimated one third of the European 

population during the epidemic of 1348-50; its mark on Europe is well remembered today. 

(Britannica) Traces of the devastation remain in popular culture, for example, in the nursery 

rhyme “Ring Around the Rosie” which ends with the haunting lines “ashes, ashes, we all fall 

down”.  Author Giovanni Boccaccio himself recounts the gruesome aftermath of the plague in 

his novella collection, The Decameron, in which he gave an extremely vivid and detailed 

first-hand account of the devastation he witnessed in Florence: “...huge trenches were dug in all 

of the cemeteries of the churches and into them the new arrivals were dumped by the hundreds; 

and they were packed in there with dirt, one on top of another like a ship’s cargo, until the trench 

was filled.” (Decameron, p 13) 

The bubonic plague is caused by the bacterium Yersinia pestis, and is transmitted to 

humans via infected fleas carried by rodents.  (“Plague.” Centers for Disease Control and 

Prevention) Although the bubonic plague has claimed the lives of millions, it exists primarily in 

an enzootic stage;remaining in a rat-flea-rat cycle.  It only affects human populations when 
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environmental conditions permit it to reach epizootic proportions. These epizootic phases can 

arise during warmer seasons, when the bacteria is particularly active, thus killing off its preferred 

host, the afflicted rodent species, and assuming viability in the human population. (Cesana, p 16) 

The primary carriers of the plague were the black rat (Rattus rattus) and the great gerbil 

(Rhombomys opimus ). (Britannica)  Today in south-western states of the United States, the 

plague can still be contracted via infected fleas from ground squirrels, prairie dogs, and wood 

rats.  During medieval times, flea-infested rats were the predominant carrier of the plague 

throughout Europe, and are often mentioned in literature referring to the plague, the Grimm 

Brothers’, “Pied Piper of Hamelin” for example. This folklore figure dates back to 1300 and was 

described as the “rat-catcher”. In the tale, he drives the rats out of Hamelin to prevent the spread 

of the Black Death.  

Figure 2: 1592 painting of Pied Piper from the glass window of Marktkirche in Hamelin. 

The virulence of Yersinia pestis is incredibly efficient; it multiplies in the tissues of its 

host with acute rapidity, allowing the host’s immune system little time to respond in defense. 
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The plague has been cited as having often killed off multiple members of a family in a matter of 

twenty-four hours; “Victims of the plague within the same households died within a remarkably 

short time of one another, most of them on the same day.  No other disease now known to 

medicine progresses with such a pattern.” (Samuel, p 178)  

The deathly life-cycle of the bubonic plague begins with the ingestion of the bacteria by a 

flea.  After having been ingested, the bacteria multiplies exponentially until it has impeded all 

movement though the flea’s digestive tract.  The bite of an infected flea, transmits the deleterious 

bacilli to the new host where it pervades the lymphatic system and produces harmful proteins, 

detrimental to the proper functioning of the inflammatory system, and macrophages which 

impede infection defenses. (Britannica) By weakening the immune response in the host, the 

bacilli are able to attack the lymph nodes resulting in the characteristic “buboes” of the Black 

Plague; a symptom that was considered a death sentence in the 14th century. Such buboes were 

swollen and tender lymph nodes most commonly appearing in the arms and the groin and 

accompanied by shivering, vomiting and headache.  

Figure 3: Bubonic Plague illustration from the Toggenburg Bible (1411) 
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The bubonic plague has three phases of maturation; dissemination, endemic and 

epidemic. (Cesana, p 16)  The first phase lasts for an average of twelve days and is the period in 

which the bacteria is disseminated among a colony of rats or other rodent. This time allows the 

epizootic state to manifest. In the following three to four days, the fleas will recognize a decline 

in rat population and transfer to a human population.  The second phase, the endemic phase, lasts 

a period of seven days. During this time, the first cases of human plague have codified and are 

concentrated in several small localities or households in a community. The following eight days 

allow for the incubation of the disease within the infected individuals. In the remaining eight 

days of the cycle, the disease will develop into a genuine epidemic, exponentially spreading 

throughout a population. The entire development of the disease within a population lasted an 

average of 39 days, varying upon season and population size; as is explained in “The Origin and 

Early Spread of the Black Death in Italy”, “the period between the time of contagion and the 

recognition of the presence of the Black Death varied from about 5.5-6 weeks in small villages 

and townships, to 6-7 weeks in towns, to 7 weeks in cities and quite likely a week longer in the 

few metropolises of the time with about over 100,000 inhabitants”. (Cesana, p 16) This 

progression of the disease was often slowed by colder weather during the winter season; lower 

temperatures slowed the multiplication rate of bacteria within the intestinal system of fleas.  For 

this reason, populations were often unaware that their community had been infected by the 

deadly bacteria until the seasonal temperature rose in the spring, and permitted bacterial growth 

and reproduction. (Cesana, p 16) 
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Population Factors & Commerce 

It is the introduction of Yersinia pestis to Europe that highlights just how poignant social 

structures can be in the dissemination of a disease throughout a population.  The bubonic plague 

was only able to spread through Europe at its rapid pace because of communication and trade 

routes, movement of peoples due to religious pilgrimages, and an increase in population size 

which demanded an increase in cereal, grain and flour importation. In their article Cesana et al. 

depict 14th century importation to Italy; “Huge volumes of cereals were imported to commercial 

hubs on the coasts and spread by land and river transport across the continent.” (Cesana, p 15) 

 Nearing the end of the 13th century, Italy had experienced a massive increase in 

population size. Paolo Malanima states in his article, “Energy and Population in Europe: The 

Medieval Growth”,  “Historical demographers suggest that the number of inhabitants in the 10th 

century was not so different from that of 5 centuries before and that between the 10th century 

and 1300, European population doubled.” This demographic rise can be seen in the figure below, 

also part of Malanima’s study. (Malanima, p 5) 
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This population growth was not limited to Italy: as professor of economics, John Munro 

explains, “From the Birth of Europe in the 10th century, Europe’s population more than doubled: 

from 40 million to at least 80 million and perhaps to as much as 100 million by 1300” (Munro) 

During this time, Italy was also experiencing a commercial revolution, “all sectors of the 

economy, led by commerce, expanded with significant urbanization and rising real incomes” 

(Munro) This swell in inhabitants, meant more mouths to feed and limited resources. Italians 

were forced to look elsewhere for grain and crop to feed the masses, and relied on commercial 

exchanges and large scale importation from eastern territories. In turn, “Italian cities were also 

leading proton-industrial centres. From central and northern Italy, huge quantities of goods were 

transported also by land along tracks and roads across Austria and Switzerland to France, 

Germany Bohemia and Hungary.” (Cesana, p 1)  

The harrowing plague of 1348, which accounted for the eradication of an estimated 

30-60% of the European population, reached Europe via Genoan galleys returning home from 
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the the Italian trading station in Kaffa (present day Crimea) in 1347. In 1346 the Black Death 

erupted in Mongolian regions near present-day Volgograd.  Venetian merchants who had 

originally been stationed at an Italian factory in Tana fled to the Genoese factory in Kaffa upon a 

1343 Mongolian invasion (Mongol-Tartar army) with hopes of better fortification.  When Kaffa 

was invaded shortly after, the Black Death broke out among the remaining Italians. This 

outbreak was dated to autumn of 1346. In early spring, several Genoese and Venetian galleys 

returned to their hometowns and were followed by the rest of the galleys in November, 

contaminating many ports on their voyage home including Constantinople, Crete, Messina, 

Trapani, Sardegna, Corsica. The development of the plague into epizootic forms in rat colonies 

was limited and barely observable. Although the galleys returned home in mid-November 1347, 

it wasn’t until late March 1348, when the temperatures had risen and the bacteria became highly 

active, that the black death became endemic and recognizable among the inhabitants of afflicted 

cities. (Cesana, p 16) 
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    Figure 4: Spread of the Black Death (from the original outbreak to its end) 1346-1353. (Cesana) 

Religion & Trade 

Once dispersed among several major Italian cities, Yersinia pestis was quickly 

disseminated through the entire peninsula via the “fishbone” system of routes, that linked all 

major cities.  These routes were used for both trade and religious pilgrimages. Archaeological 

evidence of death by the bubonic plague was first excavated in 2006 on the site of the ospitale of 

San Nicolao in Genoa. Here, the remnants of four individuals were unearthed; a 38-40 week 

pregnant woman and fetus and two sub-adults. Via taphonomy it was determined that the four 
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individuals were buried simultaneously and three of the four tested positive in a Rapid 

Diagnostic Test for plague in an immunochromatographic assay and analysis of bones, for the F1 

antigen of Yersinia pestis.  Stratigraphy dated the bodies to the same timeframe of the 14th 

century plague epidemic, yielding proof of the first contamination and death by plague in Italy. 

As pictured in the table below, “3 of the 4 individuals gave positive Y. pests F1 signals “with 

concentrations of the antigen ranging between 2.5 and 5 ng/ml, thus confirming that their death 

was caused by Y. pestis infection.” (Cesana, p 17) 

㼀㼍㼎㼘㼑㻌㻝㻌㻾㼑㼟㼡㼘㼠㼟㻌㼛㼒㻌㼠㼔㼑㻌㼕㼙㼙㼡㼚㼛㼘㼛㼓㼕㼏㼍㼘㻌㼕㼚㼢㼑㼟㼠㼕㼓㼍㼠㼕㼛㼚㼟㻌㻔㻾㻰㼀㻌㼒㼛㼞㻌㼜㼘㼍㼓㼡㼑㻕㻌㼏㼍㼞㼞㼕㼑㼐㻌㼛㼡㼠㻌㼛㼚㻌㼠㼔㼑㻌㼕㼚㼐㼕㼢㼕㼐㼡㼍㼘㼟㻌㼑㼤㼔㼡㼙㼑㼐㻌㼒㼞㼛㼙㻌㼠㼔㼑㼫

㼙㼡㼘㼠㼕㼜㼘㼑㻌㼓㼞㼍㼢㼑㻌㼀㻟㻠㻌㻔㻯㼑㼟㼍㼚㼍㻘㻌㼜㻌㻝㻥㻕 

The four were buried in the cemetery of San Nicolao and are the earliest evidence of 

plague contamination in 14th century Liguria.  From Genoa, contagion spread to the mainland 

via routes which “linked Liguria to northern and central Italy.” (Cesana, p 19) The ospitale was 

owned by the Fieschi family who organized the construction of churches and hospitals to provide 

shelter and aid to merchants and pilgrims on their voyage to Rome. These routes, fingering out 

from the Via Aurelia and used by migrants, merchants and pilgrims after their stay in Genoa, 

were established during the Roman Empire for use by the army. Mount San Nicolao, referred to 

as “Pietra Corice/Colice” during the middle Ages, served as the center of this migratory network. 

Here, visitors would rest and recover before continuing on the Francigena Route. The Via 
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Francigena is a “1900 km historic route running north to south from Canterbury to Rome” that 

traverses England, France, Switzerland and Italy” (Bruschi) Dating as far back as 990AD in the 

journal of Archbishop of Canterbury on his journey from Canterbury to Rome to meet Pope John 

XV, the Via Francigena is still traveled across today. (“Via Francigena.”) The Via Francigena 

served as the central route that connected all the main places of cult for the Catholic faith 

(Jerusalem, Rome, Santiago de Compostela”, Bruschi) and, as commercial business boomed in 

the 13th century “became an essential route to take the goods from the east (silk, spices) to the 

markets of northern Europe and trade them”. (Bruschi)  The analysis of these bodies “indicate 

that Liguria was covered by epidemic forces of the Black Death that fanned out from Genoa 

westwards toward France and northwards into and across Piedmont and Lombardy, and 

north-eastwards deep into northern Emilia via Bobbio 50 km north of Genoa and also 40 km 

further to Piacenza”as those infected migrated along these frequently traveled paths.(Bruschi)  

 

Figure 5: Via Francigena (Good Walking Books) 
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At the same time that religious pilgrimages were aiding the spread of plague from Genoa, 

Pisa was establishing itself as a secondary epicenter of the bubonic plague. Pisa was the primary 

supplier of grain to the northern cities of Tuscany, such as Florence, Lucca, Volterra and Pistoia. 

This grain, imported from the east, was heavily contaminated with flea-infested rats who snuck 

their way into major cities, infesting entire populations. (Cesana, p17) The commercial 

exportation of flour and grain through Italy allowed the rapid spread of contaminants over large 

distances and through urban centres.  Upon warmer weather, the plague would break out 

simultaneously across the country in different cities.  Each breakout seemed unlinked to the next. 

Having no understanding of the cause or cure of the plague, those affected could only look to a 

divine power as the cause, attributing the origin of the epidemic to God’s punishment for sin. 

Such inexplicable calamity brought with it fear and radical behavior in all large cities.  In the 

classic novel, “The Decameron”, the fourteenth century Italian writer, Giovanni Boccaccio 

describes the radical and deranged behavior that grew from the fear brought with the plague:  

“There were some people who thought that living moderately and avoiding any 

excess might help a great deal in resisting this disease, and so they gathered in small 

groups and lived entirely apart from everyone else….others thought the opposite: they 

believed that drinking excessively , enjoying life, going about singing and celebrating, 

satisfying in every way the appetites as best one could,, laughing, and making light of 

everything that happened was the best medicine for such a disease…for everyone felt he 

was doomed to die and, as a result, abandoned his property, so that most of the houses 

had become common property, and any stranger who came upon them used them as if he 

were their rightful owner.” (Boccaccio, p 9) 
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Chaos, however, was not the only thing that arose during the plague crisis.  The plague of 

1348 and sequential plagues that followed over the next three centuries, trained Italy to 

reevaluate and reconstruct its legislature regarding medicine and the control of infectious 

diseases. Being the first country in western Europe contaminated with the plague, Italy 

functioned as a prototype with regard to its response and treatment during the outbreaks, putting 

in place medical practices and regulations for disease control that other countries later adopted. 

Public Health & Politics 

In “Public Health and the Medical Profession in the Renaissance” Italian economic historian, 

Carlo M. Cipolla delineates how the emergence of the bubonic plague revolutionized the 

distribution of legal authority within the medical profession.  In order to understand this 

revolution, one must look back at the legal practices with regard to medicine prior to the plague. 

In his work, Cipolla discusses the authority over the medical profession in varying regions, 

divided into southern, northern and central Italy. On the one hand, he mentions that “in southern 

Italy, where the growth of local self-government was thwarted by the existence of a relatively 

strong centralized administration, royal ordinances regulated the medical profession at an early 

date.” (p 5-6)  Furthermore, “licenses to practice medicine or surgery were issued by the central 

royal administration on the advice of commissions of doctors especially appointed to examine 

the candidates” (p 6)  which demonstrate the strong relationship and coordination between the 

political and medical centres of power. Cipolla’s research on  the constitutions of Melfi by 
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Frederick II in 1231 confirms the all-encompassing power of the royal administration on the 

operation of the medical field and the way in which physicians practiced medicine.  

On the other hand, while showing that  the relationship between the political and medical 

spheres remained very strong in the other parts of Italy, Cipolla argues that the administration of 

medicine in Northern and Central Italy varied slightly from that in Southern Italy.  Although 

medical practices were still dictated by politics, “the regulation of the medical profession was 

from its origins in the hands of the local guilds” (p 6) rather than the royal ordinances. In other 

words, there was a greater degree of local autonomy in medical and public health decisions.  

The 13th century saw the establishment of medical guilds in the Northern and Central 

city-states; Florence’s Guild of Physicians and Apothecaries was created in 1296; Pisa’s College 

of Physicians between 1286 and 1318, and Venice’s Guild for Physicians and Surgeons before 

1296 (p 6). Indeed, the medieval city states that now comprise the Italian peninsula, preceded the 

rest of Europe in this political/academic system. “When Thomas Linacre brought the idea of a 

college of physicians to England in the early 16th century, institutions of this kind had been in 

existence in Italy for about three centuries.”  (p 6). These guilds claimed the right to license 

practitioners and ensure that all practicing physicians had passed an examination and also 

practicing in accordance with the law.  

Another form of administration introduced during the Renaissance, primarily in Northern 

Italy, was that of Public Health Boards, and in time the medical profession came to be governed 

by three authoritative powers: health boards, the guilds and the colleges.  However, all three 
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forms of government were not equivalent. “The control exerted by the guilds and the colleges 

was the expression of self-government; the control exerted by the Health Boards was the 

expression of the authority of the central administration.” (p7)  

The Health Boards regulated the way in which medicine was practiced and prescriptions 

were distributed.  During the plague of 1630, for example the Health Boards took several 

initiatives. “The Health Board of Florence invited the local College of Physicians to prepare a 

small booklet which would contain in simple language all that people ought to know about the 

propagation of, and prevention and treatment against the plague.” (p 8)  They also organized 

meetings among physicians and surgeons in such states of emergency. During the onset of the 

plague, “the Health Board of Milan summoned more than fifty physicians and surgeons whose 

opinions were listened to during three sessions.” (p 8)  Cipolla describes the relationship between 

health boards and physicians to be a favorable, respectable one. However, several events altered 

this amicability—the epidemic of 1630 was one of them. During the epidemic, Health Boards 

made it obligatory “that physicians and surgeons alike immediately report all cases of infection 

disease.” (p 9) Social ranking of patients to physicians made the enforcement of this difficult. 

“Doctors had no difficulty in complying with these orders when commoners and lower class 

people were involved, but when it was a question of the wealthy and noble, they all too often 

yielded to pressures not to disclose the truth.” (p 9)  

The case of a certain Dr. Giovanni Pescia is another example of friction between Health 

Boards and physicians.  In 1656, after the onset of the plague, Pescia, a practicing physician in 

Rome, was spreading the word that there was no plague. When commanded by the head of the 
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Health Board to stop spreading these falsities, he did not comply and was subsequently arrested 

and sent to work in the pest houses. Lower ranking doctors and surgeons were sent to work in the 

“lazarettos”, or hospitals reserved for those with infectious diseases.  

Another cause of friction between the health boards and the physicians was the granting 

of medical licenses without the approval of the boards. During the second half of the 16th 

century, several individuals in Venice were granted licenses to practice without the approval of 

the College of Physicians. The college immediately revoked these licenses. A similar conflict 

arose in Padua during the mid 17th century when a Giminiano Drapero was given “license, 

faculty and privilege” to distribute pills that the college considered beneficial, without referring 

the Health Board. Because “controls over the licenses for the preparation and sale of drugs were 

strictly within the sphere of authority of the Board” (p 8), his license was also immediately 

revoked.  

This introductory section of “Public Health and the Medical Profession in the 

Renaissance” delineates the relationship between political/authoritative and medical spheres in 

Italian medicine and the effect these authoritative powers and social economics had on the 

practice and development of medicine especially during periods of crisis. Cipolla concludes his 

introduction by emphasizing the “role of the environment and socioeconomic factors in the 

etiology, incidence and prevalence of disease.” (p 10) He says that “both health and disease are 

social as well as biological phenomena.” (p 10)  
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Cipolla’s discussion of the development of health boards in Italy is a great examination of 

the way in which the European plague pandemic of 1348, and its sequential epidemics in the 

three centuries to come, created a demand for the establishment and development of health 

administration throughout the peninsula. Still a very fragmented country in the 14th century, this 

was not a simple task; it was limited, and altered by, a variety of factors; political hierarchies, 

religious and social structures, economy, etc.  During the 14th-17th centuries, Italy stood out as 

an exemplar model for its neighboring European countries; its newly instituted protocols to 

prevent contagion paving the path for other nations.  In time, many countries adopted the 

practices initiated in Italy.  

The first records of health boards in Italy, and in Europe, are accounted for in 1348 after 

the first outbreak of the bubonic plague.  Faced with this crisis, many major cities appointed 

governmentally selected officials, usually noblemen appointed by the senate, to serve as 

“Provveditori di Sanità” (Commissioners of Public Health). These men had the role of “seek(ing) 

remedies to prevent the outbreak and spread of contagion.” (Cipolla, p 12) Each major city of 

Italy adopted, in some fashion, this early form of a health board during periods of crisis, their 

methods similar but not identical in operation.  

 In Venice, March 30, 1348, Maggior Consiglio appointed “3 wise men,” chosen by 

counsel members “to consider diligently all possible ways to preserve public health and avoid the 

corruption of the environment.” (Cipolla, p 11)  Similar systems were set in place in Florence 

and Milan, each city’s committee maintaining its unique way of functioning. It is interesting to 
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note that how health administration was set up in a city, may have played a role in the spread of 

the plague in that region. Milan, recognized for not being devastatingly affected by the plague 

like its sister cities of Florence and Venice, took a slightly different approach than the other two 

cities in addressing the plague epidemic: Duke Gian Galeazzo Visconti , the city’s lord, entrusted 

all matters of contagion with his highest ranking officer. This individual had the sole 

responsibility of overseeing the spread of disease and reporting directly back to the duke. 

Visconti’s successor would follow in his steps amidst the epidemic of 1424; Johannis de Migino, 

a noblemen, would be appointed “commissioner and head officer of the Duke for the 

preservation of Public Health in the city and duchy of Milan.” Conversely, preventative systems 

in Florence and Venice distributed the overseeing of contagion among a board of administrators. 

Milan would eventually take up this practice, but it is worthy to consider the duke’s unique 

approach and its possibility in diminishing contagion in the city during the 14th century 

epidemic.  Kathleen Miller supports this notion in her book, “Dublin: Renaissance City of 

Literature”; “The first wave of plague in 1348 affected Milan less severely than it did other parts 

of Italy, but this may be due in great part to measures taken by civic authorities.” (Miller, The 

Black Death and Reform)  

 The necessity of a health board as a permanent institution to oversee the health of a 

population and keep record of the presence and spread of contagious diseases, seems a given in 

present day.  However, this seemingly obvious principle was one that required several centuries 

of quarrel between administrators to become established practice. First appearing in 14th century 

Italy, health boards were initially a precautionary means of overseeing an epidemic and remained 
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active only during periods of crisis. After an outbreak of the plague was considered under 

control, health boards were dissolved; their role viewed as required for solely a “temporary, 

emergency basis”. It wouldn’t be until the epidemic of 1527 that Florence would establish a 

permanent magistracy, consisting of five officials, “who could in no way refuse, or proffer 

exudes, or claim any privileges whatsoever in order to excuse themselves from such an office”. 

(Cipolla, p 13) These members served a term of four months. Two of the five officials would 

remain in office for an extra month to provide continuity for the next administrative office. 

Smaller cities and provinces (Pisa, Pistoia, Pontremoli) also set in place their own magistracies, 

all of which were “subordinate to, and received their orders directly from, the Board of Health of 

Florence.” Although Florence emerged as the prominent role model for other cities, it should be 

taken into account that “in Milan a magistracy for matters of public health was established on a 

permanent basis in the early decades of the fifteenth century,” earlier than Florence.  

 From Cipolla’s writings, it can be understood that the plague of 1348 catalyzed the 

formation of health boards in Italy, but that it wasn’t until the second half of the 16th century, 

following several additional epidemics, that the permanency of health boards was considered 

essential and embraced by all major Italian cities and eventually by other European countries. 
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Malaria 

Unlike the bubonic plague, which is a disease caused by the bacterium, Yersinia pestis, malaria is 

caused by a protozoan parasite called plasmodium , which is transmitted through the blood, most 

commonly by mosquitos. Malaria afflicts populations living in mediterranean and tropical areas 

where mosquitoes are able to survive and flourish, and thereby carry the disease from person to 

person. Italy’s mediterranean environment, especially its swamplands, make it a perfect breeding 

ground for mosquitoes and ideal territory for the widespread growth and dissemination of 

malaria. The word “malaria” itself holds its roots in the Italian language, “mal’aria”, bad air, due 

to the miasmatic character of the disease.  

Robert Macpherson, photographer. View of a lake and tower in Ninfa, Pontine Marshes, near Sermoneta, Ital, between 1858 and 
1871. CCA. PH1982:0425:028 (Bagnato) 

In the words of the Italian realist writer, Giovanni Verga in “Novelle Rusticane” “E’ vi 

par di toccarla colle mani--come dalla terra grassa che fumi, là, dappertutto, torno torno alle 
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montagne che la chiudono, da Agnone al Mongibello incappucciato di neve--stagnante nella 

pianura, a guisa dell’afa pesante di luglio.”  (“you feel you could touch it with your hand--as if it 

smoked up from the fat earth, there, everywhere...stagnating in the plain like the sultry heat of 

June.” Malaria) (Verga) The belief that malaria was transmitted via the air was not disproved 

until the introduction of the Contagion theory by the Italian physician, Girolamo Fracastoro, in 

1530 and the causative parasite itself wasn’t discovered until 1897 by French surgeon, Charles 

Louis Alphonse Laveran.  

The malaria parasite is an ancient class of organisms.  Research in molecular evolution 

has provided evidence that the avian species, of the disease can be dated back to two hundred 

million years ago, and it is quite possible that dinosaurs may have suffered from the same 

parasite that infects people today. Cases of malaria in Italy are documented since ancient times, 

but its presence and impact became  most profound and more visible in the 19th and 20th 

centuries: “In Italy, at the end of the 19th century, malaria cases amounted to two million with 

15,000-20,000 deaths per year.” (Majori) Figure 6 highlights the endemic regions in Italy during 

the 1940’s.  When studying the topography of Italy, these regions are of lower altitude and many 

consist of marshland.  
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Figure 6: Incidence of Malaria in 1940’s Italy (T. Stout, M. Duncan) 

 

The causative pathogen of malaria is incredibly diverse.  There are over two hundred 

species of malaria, each varying slightly in their symptoms, and new species are still being 

discovered. The three species that were prevalent in Italy during the malaria endemic were 

Plasmodium falciparum (malignant tertian), P. vivax (benign tertian), P. malariae (quartan). The 

variability of the parasite, made differentiating malaria from other fever inducing diseases 

difficult. Malaria can often mimic symptoms of typhoid fever, hepatitis A or influenza. Its 

distinguishing factor is its periodicity of intense fever that reoccurs in the second or third day 
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depending on the species. Other diseases also lack the association with wetland environments. 

Malaria’s specificity with wetland environments make it a region-specific disease, targeting 

wetland, and often poorer, populations. Malaria’s regional particularity made it capable of 

having great demographic effects on populations within Italy. It altered the lifestyle of Italian 

people by influencing settlement patterns, agricultural systems and farming practices. 

Figure 7: Life Cycle of the Malaria Parasite (“Malaria”, CDC) 

Comparably to the plague, weather plays a great part in the spread of malaria; warm 

summer seasons permit the disease to proliferate, and for this reason malarial death tolls have a 

seasonally determined pattern. As a parasitic disease, malaria has an advantage over other 
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mosquito-transmitted diseases, allowing it to be the only mosquito-transmitted disease to cause 

an endemic in Europe. “Mosquito-transmitted diseases caused by viruses cannot become 

endemic in Europe because they induce complete immunity in survivors and require constant 

transmission to new hosts. Yellow fever, for example, cannot survive the winter in Europe 

because its vector mosquito cannot withstand European winters.” (Sallares, p 10)  The life-cycle 

of the malarial parasite and how it is transmitted from mosquito to human is pictured above in 

Figure 7.  

Population Factors 

In chapter 5 of his book, Malaria and Rome.  A History of Malaria in Ancient Italy, Sallares 

analyzes the ways in which malaria transformed agricultural systems and settlement patterns in 

ancient Italy. In discussing his approach to this disease, he explains that it is not enough to view 

malaria in solely quantitative terms.  Because of its nature, as an ecologically—seasonally and 

environmentally— linked disease, malaria intimately affected the lives of Italians, even if not in 

terms of mortality, by delegating where they could and could not live and work. Malaria forced 

Italians “to live away from the fields in which they had to work” and “influenced agricultural 

systems by preventing intensive farming practices.” (Sallares, p 115) Though recognizing the 

significance of qualitative data, Sallares does not shrug off the importance of quantitative 

figures. He notes that “the most fundamental weakness of nearly all recent literature on the 

question of the effects of malaria in Italy in antiquity is the absence of any appreciation in 

quantitative terms of the demographic effects of malaria on human populations in Europe in the 

past.” (Sallares, p 115) This lack of quantitative statistics, Sallares reasons, has permitted 
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researchers to disregard the severity of malaria. In this chapter, Sallares highlights exactly why 

the malaria epidemic can be so easily overlooked when compared to larger scale epidemics such 

as the bubonic plague or syphilis.  

 In a debate between Scheidel and Shaw regarding Rome’s seasonal mortality, Shaw 

argues that malaria played only a minor role in Italian mortality, accounting for a nominal “2.2% 

of all deaths in Italy in 1887-9” in comparison to Greece’s 5.6% in 1921-32. (Sallares, p 116) 

Sallares, however, calls attention to two major flaws in Shaw’s conclusion. These national 

statistics group together mortality data from regions seriously affected by malaria and “data from 

places where there was no malaria at all to yield meaningless averages”. (Sallare, p 116) In order 

to thoroughly understand the breadth of malaria’s impact on Italian populations, one must 

consider local statistics before national ones. For example, one must take note of localities such 

as: “Rossano in Calabria, Grosseto, and Paola in Calabria where 24.5%, 28%, and 19.5% 

respectively of all deaths were directly attributed to malaria.”(Sallares, p 116) These percentages 

were much larger than those collected on the national level.  In order to work with accurate data, 

then, Sallares emphasizes the importance of  looking at “appropriate parallels.” Secondly, 

Sallares emphasizes that “all valid studies must commence at the local level” (Sallares, p 118) 

Generalizations in national statistics make it possible to overlook the magnitude of malaria’s 

impact on agricultural regions, while the focus on specific areas allow researchers to fully 

understand the economic and social impact of malaria.  
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Agriculture & Urbanization  

Just as malaria affected agricultural patterns, the agricultural and settlement patterns of people 

also drastically affected the spread and transmission of malaria. According to an article entitled 

“Social and Behavioral Aspects of Malaria” published in the National Center for Biotechnology 

Information, social interactions and human behavior favor the transmission of malaria in an 

undeniable fashion. “Three such factors--agricultural development, population movement, and 

urbanization--are particularly important determinants of patterns of malaria transmission.” 

(Oaks)  These human activities  have the potential to create ideal environmental conditions for 

the breeding of the malarial vector, the mosquito, hence promoting increased human-mosquito 

contact, and encouraging the proliferation of the chloroquine-resistant P. falciparum. As Oaks 

notes “Agricultural settlement often brings changes in water use, alters the concentration of 

domesticated and wild animals, and causes deforestation, all of which can boost the number of 

larval development sites” (Oaks) 

The most noticeable malaria epidemic in Italy developed at the end of the 19th century, 

during the European industrial revolution and continued for the years that followed. The 

revolution brought with it new modes and materials for farming; iron tools and machinery 

yielded higher crop output and the expansion of agricultural territories.  

The clearing of forests promotes mosquito reproduction in more than one way. Mosquitoes don’t 

breed in full shade, the clearing of forests exposes standing water and “causes soil erosion, which 

in river valleys can attract mosquitoes to newly formed swamps.” (Oaks) 
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In Italy deforestation was introduced far before the larger malaria epidemics of which I’m 

speaking, as early as the Roman empire, however this early clearing of forests predisposed 

Italian land to mosquito-borne diseases.  In the article “Deforestation, Mosquitoes, and Ancient 

Rome: Lessons for Today” published in the BioScience journal, authors O’Sullivan, Jardine, 

et.al. present the interrelationship between human activity and mosquito-borne disease patterns. 

According to O’Sullivan et al. “Ancient Rome provides a historical case study of the possible 

interplay between deforestation and an increasing malarial disease burden.”  As mentioned in the 

article, Roman settlement was centralized along the basin of the Tiber, an area ideal for 

agricultural growth. The expansion of the Roman empire and agricultural territory attributed to 

widespread deforestation and is likely associated with the ecological changes that followed 

including a “raised water table, with an increase in surface standing water”. The chart below by 

Jardine depicts the ways deforestation can lead to vector borne diseases.  O’Sullivan continues to 

suggest that these anthropogenic effects experienced by the Romans and later by 19th century 

Italy are being repeated today in countries of endemic status for malaria.  

 Oaks also identifies, in  “Social and Behavioral Aspects of Malaria”, population 

movement as a contributing factor to increased malaria transmission. The movement of 

populations introduces non immune people into endemic areas or infected people into 

malaria-free regions.  Additionally, migrants are typically not accounted for or provided for by 

the government; their infection goes unrecognized and untreated. This issue coincides with that 

of agriculture and seasonality.  “In the early 1900s, the Italian physician Antonio Celli observed 

that in southern Europe malaria tended to disproportionately affect the poor or landless, 
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especially those who were seasonal laborers on large farms (Celli, 1900; Chapin and 

Wasserstrom, 1981) Celli reasoned that transmission depended on the flow of non-immune 

persons into malarious zones just before the annual peak of the Anopheles population.” Thus, 

population movement that revolved around agriculture and crop production contributed to the 

spread of malaria in and out of agricultural regions. As aforementioned, Italy’s location, as a 

peninsula, also makes it susceptible for the spread of infectious disease.  As Stefano Gall 

describes it in his article, “Italy: internal migration 1800-present”, Italy is “the crossroads of the 

Mediterranean and the stepping-stone between Africa and Europe” and for this reason, it is no 

stranger to immigration and migration from all backgrounds and an influx of non-immune 

persons.  

Urbanization 

Although malaria is traditionally known to appear in rural, swampy areas, Oaks’ last argument 

highlights that malaria is not limited to these more remote lands and that urbanization can also 

support malaria transmission. The erection of towns leads to increased population density and a 

higher risk of human-mosquito contact; urban centers favor “large numbers of larval 

development sites due to water storage practices, and limited methods for disposal of wastewater 

and refuse.”  During the 19th century, and the industrial revolution, Italy saw a great rise in 

urbanization and population movement to city centers, which may have expedited the 

transmission of malaria throughout endemic regions.  

Similarly to the bubonic plague, malaria determined where people would live, and how 

they would live. It also required medical boards to revise how they would practice medicine and 
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medical law. The malaria endemic in Italy required the revision of health codes and laws: “Early 

in the 20th Century, the most important act of the Italian Parliament was the approval of laws 

regulating the production and free distribution of quinine (an antimalarial drug) and the 

promotion of measures at the reduction of the larval breeding places of Anopheline vectors.” 

(Majori) These precautionary and involvement by the government in medical affairs proved 

successful. Italy continues to serve as an example for other countries because of its successful 

medical and political combat against malaria.  It is one of the few countries plagued by malaria 

that has successfully eradicated it.  Italy currently stands as a precedent for the ninety seven 

countries and territories still facing the ramifications of malaria.  

Conclusion--Multidisciplinary Solutions to Medicine 

In 2003, Johannes Sommerfeld revisited William McNeill’s Plagues and Peoples in his EMBO 

report published with National Center for Biotechnology Information.  McNeill’s book, 

originally published in 1976, was a major success due to its unique approach in examining 

infectious diseases and their relationship with the political, demographic and ecological spheres 

of society.  In his essay, Sommerfeld further analyzes why this correlation between disease 

contagion and the social and political dynamics of the society being afflicted is essential to 

understanding and controlling the spread of infectious diseases. He emphasizes that this type of 

research is vital in the development of medicine, and is a field that is greatly lacking attention in 

modern medical research.  Sommerfeld states: 

“Traditionally, social, economic, socio-economic, political, political–economic, 

behavioural and cultural factors have been dealt with in social science sub-disciplines 
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such as medical anthropology, medical sociology, health economics, medical geography 

or the political economy of health, without any cross-disciplinary links to the life 

sciences. But such social, economic and behavioural (SEB) research can be useful at 

various levels of the disease control spectrum. At a basic scientific level, it illuminates 

social, economic and political contingencies that make certain social groups more 

vulnerable than others, and highlights the extent to which various forms of inequality 

magnify these vulnerabilities and how these affect the patterns of the spread of disease in 

specific contexts.” 

 According to both McNeill and Sommerfeld, ecosystem changes, urbanization, poverty, 

inequality and gender relations are all “decisive issues in the transmission of infectious diseases”, 

and that the linkage of “biotic and social domains in health and infectious disease research” is 

necessary in understanding the spread of a disease; recognizing disease patterns, implementing 

disease control and prevention, etc. (Sommerfeld) 

 Sommerfeld notes that the major problem with infectious diseases is not the lack of 

treatment and appropriate tools but the absence of proper “health infrastructure and 

implementation capacity”.  In other words, the medicine for treatment exists, it is just not 

reaching the people in need of it.  For this reason, studying a society’s social dynamics and 

structures is key to ensuring healthcare for those who are in need of it; typically those of lower 

financial status. Sommerfeld calls this type of research “trans-disciplinary”; “the process of 

synthesizing diverse fields of knowledge in the quest for a creative understanding of the 

problem.” According to Sommerfeld, trans-disciplinary research is the best way to get a 

comprehensive understanding of a medical problem. Studying the social aspects lying behind the 
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spread of a disease is pertinent in addressing the questions that medical science alone cannot 

answer.  

 Furthermore, it is interesting to note that this relationship between social and biological 

sciences is one that can be applied to the study of diseases of prior generations/eras (ie. the 

plague) but is also relevant in present day. Sommerfeld cites “The Steering Committee for 

Social, Economic and Behavioral Research” which states that “communicable diseases continue 

to obstruct social and economic development in developing countries, and disproportionately 

affect the poorest and most marginalized populations.” (Sommerfeld) Because these dynamics 

continue to persist in present day developing countries, the study of the social and biological 

parallels of past diseases, like the bubonic plague and malaria, may help in understanding similar 

relationships in the 21st century.  
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