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Abstract 

This thesis analyzes how opium was contested, prescribed, and used as a medicine 

in South Asia in the final decade of the nineteenth-century. In response to public 

pressure to prohibit opium in India and abolish the opium trade with China, the 

British Parliament approved the formation of a Royal Commission on Opium in 

1893. From 1893-1895, the Royal Commission was tasked with investigating 

whether opium should be prohibited in colonial India except for medical use. The 

Commission produced a seven-volume report including over 2,500 pages of 

interviews, correspondence, surveys, and statements on opium in India. This study 

uses the Commission’s report to look at what opium as a medical substance meant 

for those demanding its restriction to medical use, for the different kinds of 

medical practitioners who treated with opium, and for the different bodies that 

ingested opium as a medicine. It also positions the author’s site of writing, Tufts 

University, within this history. Ultimately, examining opium as a medicine in this 

period reveals debates around citizenship, concerns about professionalization, and 

therapeutic practices in South Asia that challenge distinctions between “Indian” 

and “British” medicine, as well as a number of other categories of difference.   
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Introduction 

 

 Opium is a substance about which many tales are told. Opium, as a 

commodity, was the protagonist of the famous triangular trade between India, 

China, and Britain, in which opium grown and packaged through coercive 

colonial labor regimes in India would be shipped by agents and accomplices of 

the British Empire to China. Opium, as an addictive substance, we are told, was a 

source of profit for the British Empire that was based on oppressing and 

disenfranchising Chinese consumers and Indian producers. Opium, as a political 

substance, was the source of two wars between Britain and China in the 

nineteenth-century. Opium, as a medicine, was used in a range of syrups, 

tinctures, and pharmaceuticals including laudanum, morphine, heroin, and more 

recently, OxyContin. In short, opium was, first and foremost, an agent of 

oppression. The story I have to tell about opium in South Asia is slightly different. 

It is the history of a substance that is simultaneously economic, political, material, 

social, and present all around us. 

 In the eighteenth-century, as the Mughal Empire was declining, a group of 

merchants established a monopoly over opium in the region of Patna. They made 

large profits off of opium by trading it with Europeans, particularly the Dutch. 

The East India Company took over this monopoly after they began gaining 

control of the Indian subcontinent, starting in the poppy-growing regions of Bihar 
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and Bengal. British opposition to the opium trade started almost as soon as the 

Company became involved in opium production. As early as 1782, Edmund 

Burke wrote about the “evils” of the opium trade. Critics of the Company 

described the oppression experienced by Indian cultivators, and questioned the 

morality of the trade. Opposition to the trade continued well into the nineteenth-

century as opium revenues grew and became more deeply entrenched in the fiscal 

viability of an Indian colony, and two Opium Wars were fought.1 

 In 1893, public pressure in Britain to prohibit the sale of opium in the 

Indian colony, except for medical use, finally came to a head. A group of 

Christian reformers, guided by evangelicals in India and China, petitioned to stop 

the opium trade. The Royal Commission on Opium was approved by the 

Parliament to report on “whether the growth of the poppy and the manufacture 

and sale of opium in British India should be prohibited except for medical 

purposes.”2 Between the years 1893 and 1895, the Royal Commission traveled 

across India and Burma to Rangoon, Mandalay, Patna, Benares, Lucknow, 

Ambala, Lahore, Delhi, Agra, Jaipur, Ajmer, Indore, Ahmedabad, and Bombay. 

They interviewed over 723 witnesses, and produced over 2,500 pages of 

interviews, surveys, letters, and statements, that together, offer us one of the 

richest portraits of how opium was used in a moment when prohibition was a real 

																																																								
1 Carl A. Trocki, Opium, Empire, and the Global Political Economy: A Study of 
the Asian Opium Trade, 1750-1950, Asia’s Transformations (London ; New 
York: Routledge, 1999), 43–47. 
2 Great Britain, Royal Commission on Opium. Minutes of Evidence taken before 
the Royal Commission on Opium, vol. 1 (London: Eyre and Spottiswoode, 1894), 
v. 
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possibility. Because instituting prohibition would also involve regulating the 

medical use of opium, much of the Commission’s attention was paid to how 

opium was used as a medicine in India.  

 In this thesis, I analyze the seven-volume report of the Royal Commission 

on Opium to explore the many lives of opium as a material substance at a time 

when opium was being defined as a medical substance. In particular, I want to 

understand what opium meant in South Asia for those demanding its restriction to 

medical use, for the different kinds of medical practitioners who treated with 

opium, and for the different bodies that ingested opium as a medicine. I also want 

to hear, and include, the many voices featured in the Royal Commission report. In 

the following pages, we will meet an Indian woman who travelled to Britain to 

speak about how opium was harming widows, a former police officer from 

Kanpur who picked up homeopathy after his retirement, British and American 

women who practiced as doctors in the zenanas of North India, a hakim in the 

princely state of Junagadh, a court bard, poppy cultivators in Patna, a tea-planter 

in Assam, a ship-loading contractor in Rangoon, and others. 

 Opium is a slippery substance that offers us a way to see the slippery parts 

of empire. The sap of the poppy plant was a revenue-making commodity, but it 

was also a medicine and a poison, a cure for diseases like malaria and the cause of 

“addiction” as a disease, a food for keeping infants quiet and an agent of 

infanticide, an inducer of lethargy and a stimulant for performing hard labor, a 

gift of reconciliation between kingdoms in Western India and the eponymous 

cause of two Opium Wars between Britain and China. Opium moved across space 
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at many scales. It was a transnational commodity that crossed oceans in East India 

Company cargo holds between India and China, as the dominant narrative goes, 

but it was also smuggled across borders in Southeast Asia, shipped from Smyrna 

to Canton by merchants from Boston, and from Smyrna to London by British 

merchants, it was sold at small shops in the tea-plantations around Darjeeling, 

reached the hill tribes of Southern India, and entered the zenanas of high-class 

homes. Opium moved through processes and spaces that were sometimes strictly 

controlled by the colonial state, but very often, were beyond the purview of the 

colonial gaze. 

 This study is positioned at the slippery space between opium as a political 

substance, that raised wealth, parliamentary debates, and wars within global 

networks, and opium as a material substance that could be a source of healing, 

care, and harm within South Asia. There are a few key arguments that I hope to 

make through this thesis. The first is that we do not need to look at “flows” and 

“networks” and “transnational” spaces like oceans to locate global histories. We 

also do not need to look at spatial borders or boundaries to find sites of “evasion.” 

In fact, locating opium as a medicine in South Asia scrambles our categories of 

people and space that distinguish colonizer from colonized, East from West, or 

Indian from British. South Asian historiography has given much attention to the 

construction of colonial categories through British knowledge production that 

reified social difference.3 Scholarly knowledge production about British 

																																																								
3 Bernard S. Cohn and David Scott, Colonialism and Its Forms of Knowledge: 
The British in India (Princeton University Press, 1996). 
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imperialism can also rely on unexamined categories like the “West” or the 

“colonial state” or “addiction” or even “medicine.” In each of these chapters, I try 

to show one way in which historiographical categories of knowledge fall apart. In 

the first chapter, I show how the university from which I write was linked to 

histories of opium. Instead of just being the site of knowledge production, the 

university is turned into a historical object. In the second chapter, I discuss an 

anti-opium pamphlet in which the category of the “widow,” usually associated 

with Hindu social reform, was reimagined to present the British government as a 

danger to Indian women. In the third chapter, I show how the category of the 

“hakim,” generally associated with Unani medicine, came to represent the tenuous 

control of the colonial state over medical practice in South Asia at large. In the 

final chapter, I show how shared strains of Indo-Iranian and Greco-Roman 

medical knowledge manifested in different understandings of the medical uses of 

opium, shattering the idea that “Indian” and “Western” medicine represented 

categories of confrontation. Ironically, however, this shared medical knowledge 

became the very grounds for articulating racial and bodily difference between 

“India” and the “West.” 

 The second argument I hope to make, building off of the collapse of 

categories, is that neat, concise arguments can be rickety structures. By studying 

the Royal Commission Report, I am writing a report on a report. The Commission 

was tasked with collecting evidence in order to make an argument about whether 

or not opium should be prohibited in India. Their conclusion was that “the 

movement in England in favour of active interference on the part of the Imperial 
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Parliament for the suppression of the opium habit in India, has proceeded from an 

exaggerated impression as to the nature and extent of the evil to be controlled.”4 

They argued that opium did not pose a significant threat to Indians, and was too 

embedded in the daily life of the subcontinent to prohibit anyway. Historians of 

opium including David Owen, Virginia Berridge and Griffith Edwards, Kathleen 

Lodwick, and Jasper Woodcock have all described the Commission and its results 

as biased.5 The contents of the source, independent of the conclusion of the 

Commission, are rich enough to be the subject of many historical studies, 

however. In a more recent analysis of the Commission report, John F. Richards 

has noted that “the printed report is one of the most valuable sources we possess 

for studying all aspects of opium in India in the latter decades of the nineteenth 

century.”6 

Carefully reading the interviews in the Commission’s report reveals how 

murky any single, decisive story of opium in South Asia at large is. Even while 

asking seemingly simple questions - like whether or not British doctors believed 

opium to be a treatment for malaria – the terms of the question slipped from 

beneath my feet. Even categories like “Indian” and “British” collapsed, and 

																																																								
4 Royal Commission on Opium, 7:94. 
5 David Edward Owen and Yale university, British Opium Policy in China and 
India, Yale historical publications. Studies 8 (New Haven, London: Yale 
University Press; H. Milford, Oxford University Press, 1934); Virginia Berridge 
and Griffith Edwards, Opium and the People: Opiate Use in Nineteenth-century 
England (London, New York: A. Lane: St Martin’s Press, 1981); Kathleen L. 
Lodwick, Crusaders against Opium: Protestant Missionaries in China, 1874–
1917; Jasper Woodcock, ‘Commissions (Royal and other) on drug misuse: who 
needs them?,’ Addiction 90 (1995): 1297–1308. 
6 John F. Richards, “Opium and the British Indian Empire: The Royal 
Commission of 1895,” Modern Asian Studies 36, no. 2 (May 2002): 375-420. 
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became qualified with new meanings. The categories that emerge from particular 

contexts, such as racial discourses on malaria that distinguished “Indian” from 

“British,” did not always land on the ground. Hearing the voices of so many 

individuals in the report completely cracked the categories I myself was trying to 

put these voices in as I searched for an “argument.” As I watched the categories 

encoded within my own arguments rise and fall, build and collapse, in the specific 

context of the Royal Commission report, I realized that this in itself was worthy 

of note. Building an argument on top of a body of colonial research that in 1895, 

was meant to lead to a single argument, makes one acutely aware of how an 

“argument” can be an act of exclusion and loss.  

In computer science, “lossy compression” is a form of data encoding in 

which information, say a photograph, is stripped of detail in order to simplify the 

information, and reduce it to a form that is easier to transmit or store. Not all 

algorithms for compression work for all kinds of information, and sometimes, if 

an effective form of compression for one data source is paired with a very 

different source, significant forms of information can be lost. I want to argue that 

a source as complex and rich and contradictory as the Royal Commission report 

requires a different form of argumentative “compression” so that we do not lose 

what the source has to offer. I have attempted to make meaning of the Royal 

Commission report, and to offer clear findings; but I am also trying to make 

visible how much chaotic detail is lost in the “lossy compression” of telling just 

one story about opium. A thesis about opium could easily be slotted into the box 

of a commodity history. Commodity histories, such as Sidney Mintz’s study of 
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sugar, Sven Beckert’s study of cotton, and Carl Trocki’s work on opium have all 

shown how transnational processes of empire can be traced through the 

movements of a single object.7 This is not a commodity history, however, and I 

have little to say on the production, exchange, and consumption of opium as a 

commodity. Rather, I treat my source as my site, and attempt to capture in as 

much texture as possible, how opium as a substance interacted with ideas and 

bodies within South Asia. 

Some sources are particularly cacophonous, some sites particularly 

chaotic, like the Royal Commission report for instance, and they should be 

appreciated for how they reveal our own facades of argumentative orderliness. 

My goal, has thus been to step away from critiquing the opium trade as an 

indictment of empire, and to instead engage with the chaos of empire by 

challenging categories and “lossy” arguments about opium. I have incorporated 

what I hope is a representative range of voices from the Royal Commission 

report, especially when those voices collide or contradict. When we observe what 

looks like a collision or contradiction, this can be an impetus to investigate our 

own categories, to understand what assumptions we have made about what non-

contradiction would look like, and to research where our assumptions come from. 

In this thesis, I have tried to probe, investigate, and make meaning of the spaces 

of contradiction where categories and arguments collapse. 

																																																								
7 Sven Beckert, Empire of Cotton: A Global History (Vintage Books, 2015). 
Sidney W. Mintz, Sweetness and Power: The Place of Sugar in Modern History 
(Penguin, 1986). Trocki, Opium, Empire, and the Global Political Economy. 
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 A close study of the actual interviews in the Royal Commission report 

reveals the many individual people who defied the Commission’s categories, 

often in amusing ways. In chapter 1, I briefly describe how my own positionality 

within a university is tied to the history of opium. In chapter 2, we meet 

Soonderbai Powar, who was called in to testify, was ill on the day of her 

interview, and whose statement was excluded from the report on the grounds that 

it was fallacious. If Powar had testified, she would have been the only Indian 

woman to give evidence before the Royal Commission. We can reconstruct her 

stance on opium, however, using a pamphlet she wrote on the subject. Powar was 

a Christian missionary who traveled to Britain and was an important voice in the 

anti-opium movement. John F. Richards’ conclusion from his study of the Royal 

Commission report was that “the anti-opium reformers made culturally biased 

judgments and accusations that could not be supported. Ironically, the colonial 

government of India found itself resisting a virulent form of cultural imperialism 

form Britain.”8 In other words, Richards argued it was the anti-opium reformers, 

not the representatives of the colonial state, who were attempting to paint India as 

needing saving, in this case from opium. Soonderbai Powar, as an Indian woman 

who was both vocal and widely-heard in anti-opium reform circles, challenges the 

idea of “cultural imperialism” as “foreign judgement that had its roots in 

European or western culture and society,” to use Richards’ words. Richards also 

writes that “Unlike the recent debates about raising the minimum age for women 

to marry, the most advanced Indian reformers were not deeply committed to the 

																																																								
8 Richards, 420. 



 10 

anti-opium cause.” Powar not only worked closely with widows, but she reversed 

and reframed dominant discourses of the “widow” to challenge the idea that 

Britain was protecting or saving Indian women. 

 In chapter 3, we meet Zabardast Khan, a retired police officer from the 

United Provinces who was practicing the “European method” of medicine - 

namely, homeopathy and allopathy - though he did mention he also practiced 

Unani “sometimes.” He had no formal medical training, and the Commission, 

clearly skeptical of Khan’s qualifications, implied that he was similar to a 

practitioner of “native” medicine like the hakim, who could just “set up” without 

a license and prescribe opium, even if the Government attempted to institute 

prohibition. The Commission also assumed that Khan was Muslim, but other 

sources, like directories and missionary reports, suggest that Khan may have been 

a Christian reverend who managed a medical dispensary. Hakims are generally 

associated with the practice of Unani medicine as “Muslim” medicine, but the 

hakim in the Royal Commission’s report was also a category of “evasion” that 

was associated with all practitioners who could “set up” without state approval 

and prescribe opium. Khan’s case shows us how the “native” hakim, as a category 

of evasion, could be associated with global forms of “evasive” or “alternative” 

medicine, like missionary medicine and homeopathy. 

 In chapter 4, we meet a range of characters who help us see what opium 

meant as a medicine in different contexts. Both British and Indian, colonial and 

“native” medical practitioners describe opium as a medicine for malaria, and 

“phlegmatic diseases.” These two afflictions are tied to two different yet 
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connected understandings of the “body,” the “climate,” and the relationship 

between body, climate, and disease. “Climate,” as a way of explaining the 

occurrence of both malaria and phlegm is the product of a shared history of 

humoral theory in colonial, Unani, and Ayurvedic medicine. In this chapter, I try 

to show how this “braided” history of humoral theory in colonial and “native” 

medicine becomes the grounds for establishing categories of difference between 

“Indian” and “European.” Malaria becomes associated with particularly Indian 

“tropical” climates, and opium is seen as a remedy particularly suited to the 

Indian body. “Phlegmatic” dispositions that lead to opium use are described as 

particularly Indian by both Indian and British medical practitioners. To conclude, 

I show how opium can be both an economic commodity and a material, medical, 

healing substance as a cure for “poverty.” The case of “poverty” shows how 

bodily experiences of opium as a substance of healing could extend beyond both 

“native” and “colonial” medicine. It also shows how healing can become 

ensconced within structural violence, and yet extend beyond it. 

 Ultimately, I am hesitant to say I am making “arguments” in these 

chapters. Instead, I am trying to make meaning in places of “collapse,” where 

arguments and categories and things as they ought to be can no longer be. Sites of 

collapse allow us to see where our own categories are fraught, and where our 

“lossy” methods for turning chaos into orderly arguments can obscure the story 

behind why a category collapses. Here lies an attempt to make order of the 

disorderly, by looking carefully at the places where opium collapses categories. 

These chapters offer different ways of thinking about opium as a global 
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substance, and as a medicine, while standing firmly within South Asia. They also, 

I hope, raise questions about how we can situate ourselves within histories of 

knowledge production and empire.  
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1 

Tufts University: Writing from a Place 

  

On September 15, 1893, the Royal Commission opened its fifth day of 

interviews at the House of Lords with Sir Thomas F. Wade. Wade had served for 

forty years in China, and towards the end of his career, he was the British 

Minister at Peking (Beijing). He was called in to comment on whether the opium 

trade between the Indian colony and China should be ceased, and argued strongly 

against efforts to end the opium trade. To make his argument, he quoted a speech 

by “a distinguished member of a distinguished political family in America,” John 

Quincey Adams. In his speech before the Massachusetts Historical Society in the 

year 1841, while the opium merchants of Boston were tiding through the first 

Opium War, Adams said that “the opium question is not the cause of the war… 

The cause of the war is the kotow!” Wade agreed with Adams that it was Chinese 

“arrogance,” not opium, that had caused the war.9 

 Reading Wade’s testimony is a reminder that writing about opium in 

Boston, across the river from the Massachusetts Historical Society, I am not so 

far-removed from the opium trade. One genealogy and history of the Cabot family 

states, “during the eighteenth century the merchants of Boston and Salem were, 

																																																								
9 Great Britain, Royal Commission on Opium. Minutes of Evidence taken before 
the Royal Commission on Opium, vol. 1 (London: Eyre and Spottiswoode, 1894), 
89. 
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almost without exception, engaged in the slave trade and later in the opium 

trade.”10 After the abolition of slavery, opium became the most profitable industry 

for Boston merchants. Many institutions throughout the area including the 

Massachusetts Historical Society, the Museum of Fine Arts, the Boston 

Symphony, the Peabody Essex Museum, WGBH, the Perkins Institute for the 

Blind, and Massachusetts General Hospital were built with money from slave-

trading and opium-trading “Boston Brahmins.”11 

 The Fletcher School of Law and Diplomacy at Tufts University is housed 

in a building called the Cabot Intercultural Center. The Cabot family was amongst 

the foremost opium trading and capitalist kin networks in Boston.12 In this short 

chapter, I want to position myself within the history I am writing. Reflexive 

scholarship acknowledges how the production of knowledge is refracted through 

the individual scholar. But the epistemological norms of universities, and 

universities themselves, are also a form of refractive positionality. What follows 

are two rough sketches of the ways in which Tufts University is bonded by 

kinship to opium, through two families: the Cabots and the Sacklers.  

 

 

																																																								
10 Lloyd Vernon Briggs, History and Genealogy of the Cabot Family, 1475-1927 
(Boston: C.E. Goodspeed & co., 1927), xii. 
11 Keith George Ross, “The Boston Brahmins: Their Influence on the Built Form 
of Boston, (1850–1900)” (M.A., California State University, Dominguez Hills, 
2008). 
12 Rachel Tamar Van, “Free Trade & Family Values: Kinship Networks and the 
Culture of Early American Capitalism” (Ann Arbor, MI: University of Michigan, 
2012). 
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Cabot Intercultural Center 

 Samuel Cabot (1784 - 1863), many of whose papers are stored at the 

Massachusetts Historical Society, was an opium merchant during that first Opium 

War, on which John Quincey Adams commented. Samuel Cabot’s son, Samuel 

Cabot III (1815 - 1885) was a prominent doctor in Boston. After graduating from 

Harvard Medical School in 1839, Cabot was convinced by his father to study 

homeopathy (a subject we will discuss briefly in chapter 3). One biography of him 

states that “he found much to criticize in the loose diagnostic methods in the 

Homeopathic Hospital, and was not converted to homeopathy as his father had 

hoped.”13 He was also a famous abolitionist in Boston, though his own family 

wealth was only two generations removed from the slave trade. In a letter to his 

wife, Hanna Lowell Jackson, Cabot discussed his views on the Dred Scott case, in 

which determined that no African American person could claim U.S. citizenship. 

Describing his “sorrow and humiliation,” Cabot wrote, “we are I should hope 

humbled enough to concede our guilt of complicity with slavery.” 14 He also 

suggested that pro-slavery factions, which he called “Barbarians,” would only “be 

convinced by the strong armed with the deadly weapon.” The “deadly weapon” he 

referred to was Sharp’s rifles.  

																																																								
13 Howard Atwood Kelly and Walter Lincoln Burrage, American Medical 
Biographies (Norman, Remington Company, 1920), 188. 
14 Correspondence from Samuel Cabot to Hannah Cabot, 15 March 1857, MC-
235, Box 1, Folder 5, Almy Family Papers (1835-1967), Schlesinger Library on 
the History of Women in America, Radcliffe Institute for Advanced Study, 
Cambridge, MA. 
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Cabot was the secretary of the New England Emigrant Aid Society, which 

was designed both in the interests of abolition, and in the interests of profit. The 

Society funded people from New England to move to Kansas and settle in the 

lands newly opened for white settlement.15 The goal was to counteract the inflow 

of pro-slavery immigrants from the nearby state of Missouri. Cabot was involved 

in arming the emigrants from New England with rifles “during the days of border 

warfare.”16 The Society also saw its work as an investment, and planned to make 

money off of the hotels, mills, and land that they bought for the settlers. 

 Cabot was also a chemist and businessmen. He developed a coal-tar 

distillery in Massachusetts, and later focused attention on the gas fields in 

Pennsylvania.17 He developed a carbon black plant in Pennsylvania that eventually 

developed into the Cabot Corporation, which was founded by Samuel Cabot III’s 

son, Godfrey Lowell Cabot (1861 - 1962). Much like his father, Godfrey Lowell 

Cabot was also interested in social issues. In the 1890s, around the time 

Soonderbai Powar was presenting about opium in evangelical anti-vice circles in 

Britain, Cabot was involved in the Boston Watch and Ward Society. The Watch 

and Ward Society described itself in an annual report as “a sort of Moral Board of 

Health.”18 Maintaining “moral health” included activities such as advocating for 

the prohibition of prostitution, the prohibition of gambling, and the banning of 

																																																								
15 Richard H. Abbott, Cotton & Capital: Boston Businessmen and Antislavery 
Reform, 1854-1868 (University of Massachusetts Press, 1991). 
16 Kelly and Burrage, American Medical Biographies, 189. 
17 Proceedings of the American Academy of Arts and Sciences (Metcalf and 
Company, 1908), 550. 
18 New England Watch and Ward Society, Annual Report, 1902-1903, (Boston, 
1903), 48. 
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books that were deemed “impure literature” in Boston.19 This included the works 

of writers such as Upton Sinclar, Bertrand Russell, Ernest Hemingway, and Walt 

Whitman. The Watch and Ward Society also concerned itself with “the deaths, the 

wretchedness, the ultimate poverty which the opium trade has produced.”20 The 

Society categorized the possession of opium as a “[crime] against public health,” 

and sought to contain both the consumption and sale of opium, including closing 

down opium dens.21 

 Godfrey L. Cabot, apart from being involved in the Watch and Ward 

Society, was also involved with educational institutions in Boston, like Tufts 

University. The administration at the Fletcher School maintained a regular 

correspondence with Godfrey L. Cabot, and pursued donations from the Cabot 

Corporation.22 The links between Fletcher and the Cabot family grew stronger 

with Godfrey Cabot’s son, John Moors Cabot (1901-1981). John Cabot was a 

career diplomat, and served as the American ambassador to China in 1947, during 

the Chinese Civil War. During his time as an ambassador in China, John Cabot 

made inquiries into his own family connections to China, and discovered a 

Thomas Cabot from Boston who was buried at the age of 21, in the year 1835 

																																																								
19 Paul S. Boyer, “Boston Book Censorship in the Twenties,” American Quarterly 
15, no. 1 (1963): 3–24, 4. 
20 New England Watch and Ward Society, Annual Report, 1905, (Boston, 1905), 
32. 
21 Ibid., 24; Neil Miller, Banned in Boston: The Watch and Ward Society’s 
Crusade against Books, Burlesque, and the Social Evil (Boston: Beacon Press, 
2010). 
22 Correspondence from Godfrey Lowell Cabot to the Dean’s Office of the 
Fletcher School of Law and Diplomacy, 1945-1963, UA-015-003, Box 11, Folder 
26, Dean's office correspondence, 1934 – 1981, Fletcher School Records, 1923 – 
2010, Tufts University Archives, Medford, MA. 
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near the great port of the opium trade, Canton.23 Apart from his family ties to the 

opium trade, John Moors Cabot also had cause to reflect on his ties to the Cabot 

Corporation while in China. The personal correspondence between John Moors 

Cabot and the Cabot Corporation reveals that he attempted to distance himself 

from the company in the interests of his image as a public servant, and to “feel 

free from all embarrassment, however remote, by reason of [his] connection with 

government service.”24 Cabot joined Fletcher as a lecturer in 1966, after retiring 

from government service.  

 In the second-half of the 1970s, the Fletcher School sought funding to 

build a “Model Intercultural Center” due to increasing constraints on space at 

Tufts. The building was called an “intercultural” center in order to communicate 

that the “integration of cultural studies with international relations… 

[distinguished] the Fletcher curriculum.”25 A proposal document for the 

“intercultural studies program” from 1977 stated that while Fletcher prided itself 

in its international student body, it was nonetheless “an institution designed to 

serve the national interest of the United States.”26 The Cabot Family was one of 

the target gifting prospects for the Fletcher School as it attempted to fund the 

																																																								
23 Correspondence from A. Hoffmeister, L.K. Little Esquire to John Moors Cabot, 
24 May 1948, MS-110-001, Box 2, Folder 11, China: Embassy/Personal 
Corespondence, January—May 1948, John Moors Cabot Papers, 1909—1981, 
Tufts University Archives, Medford, MA. 
24 Correspondence from Ralph Bradley to John Moors Cabot, 22 March 1948, 
Ibid. 
25 “A Model Intercultural Studies Program for Tufts University,” 16 September 
1977, UA-015-002, Box 10, Folder 1, Cabot Intercultural Center Planning, 
Fletcher School Records, 1923 – 2010, Tufts University Archives, Medford, MA. 
26 Ibid. 
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Intercultural Center that would house its program. In September 1980, the 

building was named the Cabot Intercultural Center after a $1.5 million gift from 

John Moors Cabot and his wife, Elizabeth L. Cabot. 

 Many students at Tufts, myself included, have walked through the halls of 

the Cabot Intercultural Center without wondering about the origins of the 

resources that house and frame our learning, work, and research. The distant ties 

between Tufts and the opium trade position the university as a character within a 

history of shifting morality. While Samuel Cabot III was fighting against slavery, 

and thus the results of a slave trade conducted two generations before his own, he 

did so in a way, with incentivized and monetized emigration, that seems 

questionable two generations later. Godfrey Lowell Cabot was involved in an 

anti-vice organization that sought to close opium dens, while his grandfather was 

an opium trader. He was at once involved in the banning of books and the funding 

of universities. John Moors Cabot was a diplomat in China who was both aware 

of his family’s previous ties to China, and was also aware of the importance of 

minimizing his own involvement in the Cabot Corporation to manage his public 

image. Ultimately, John Moors Cabot made one of his donations to Tufts a few 

decades later in the form of Cabot Corporation stocks. 

 There are many points in this story that one might deem contradictory, or 

even indicting. But the most interesting contradiction, to me, is that I could have 

written this history of the opium trade without considering my own structural 

positionality in it, from the place of the university. This very tiny, insular sphere 

of knowledge production that is American academia is only one of the many 



 20 

spheres in which knowledge is produced. But American academia, especially in 

Boston, is interconnected with imperial pasts in places like South Asia through 

opium. It is also interconnected with corporate presents through opioids. 

 

The Sackler School 

 In the last year, Tufts has been associated with the American opioid crisis. 

The Tufts Graduate School of Biomedical Sciences is named after the Sacklers, 

owners of Purdue Pharma L.P., which created the opioid, OxyContin. OxyContin, 

as a semi-synthetic opioid, contains extracts of the poppy plant. The Sacklers are 

credited with developing the aggressive marketing strategies that eventually 

encouraged the over-prescription of OxyContin. In January 2019, Massachusetts 

Attorney General Maura Healey released a 274-page memorandum that described, 

in detail, the “marketing benefits Purdue Pharma reaped from Tufts,” including 

influencing the curriculum of a Masters program in Pain Research, Education, and 

Policy at the Tufts University School of Medicine.27  

Tufts University School of Medicine is housed in a building called the 

Sackler Medical Education Building. In response to questions about the presence 

of the Sackler name at Tufts, the Executive Director of Public Relations has 

repeatedly stated that the Sackler donation was made “more than a decade before 
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OxyContin was introduced to the marketplace.”28 Former Tufts President and 

current Harvard University President, Lawrence Bacow, has similarly stated that 

it would be “inappropriate” to remove the Sackler name from buildings at 

Harvard because the donations were made before the development of 

OxyContin.29 Michael Malamy, Professor of Molecular Biology and Microbiology 

at the Sackler School was at Tufts in 1980 when both the Cabot Center and the 

Sackler School received their names. Sitting in his office at the Sackler School, he 

told me, “everybody thinks of OxyContin and the opioid epidemic, but our 

objection to the Sacklers went back to the donation that founded the [biomedical] 

school.”  

 Malamy noted that there were objections to the Sackler family’s conduct 

in the pharmaceutical industry long before OxyContin. In 1959, Senator Estes 

Kefauver began congressional hearings on ethical concerns with the 

pharmaceutical industry, particularly the high prices of prescription drugs.30 But as 

the hearings continued, a number of new concerns arose about aggressive 

marketing, deceptive advertising, and questionable testing methods being 

employed by the industry. In 1962, Arthur M. Sackler testified before Kefauver. 

Sackler was raised in a working-class family in Brooklyn, graduated with an MD 
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from the NYU School of Medicine, and then pursued his residency in psychiatry. 

By the time of his testimony, he had already become a prominent figure in the 

pharmaceutical industry as the head of the country’s largest pharmaceutical-

focused advertising firm, William Douglas McAdams. 

 Sackler edited the Journal of Clinical and Experimental Psychology, 

founded the Medical Tribune, a free bi-weekly newsletter sent directly to doctors, 

bought a pharmaceutical company with his brothers, and planted pro-opioid 

stories in newspapers. As one of Kefauver’s staff memos put it, “The Sackler 

empire [was] a completely integrated operation” that could develop drugs, create 

favorable testing results, ghostwrite scientific journal articles, and directly 

advertise to doctors and the public.31 Sackler managed to leave the 1962 hearing 

unscathed, but Kefauver had already noticed the concerns that would rise to the 

public eye years later, over the drug we now associate with the Sackler name: 

OxyContin. 

 Throughout the 1970s and ‘80s, Arthur Sackler made a number of large 

donations to art museums and medical institutions, including Tufts. In 1979, Tufts 

President Jean Mayer began seeking private funding to renovate research 

facilities. Mayer had an ambitious vision of what he called “one medicine,” which 

included a single graduate school that would coordinate research efforts in the 

biomedical sciences and across the medical, dental, and veterinary schools.32 In 
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1980, Arthur, along with his brothers Raymond and Mortimer, signed a contract 

to donate a total of $1.5 million to Tufts. In return, the contract stipulated that the 

University “agrees that the name, ‘The Sackler School of Graduate Biomedical 

Sciences,’ shall be displayed prominently on the building [housing the school]… 

in any official and scholarly publication, catalogue, invitation or announcement… 

[and] on all diplomas received by its graduate students.” Apart from delineating 

the terms of Sackler brand placement on buildings, publications, and diplomas, 

the naming contract also stated that this condition would be effective in 

perpetuity.33 

        On March 25, 2019, in response to the Massachusetts Attorney General’s 

memorandum, Tufts President Anthony Monaco announced an internal review of 

the possible influence of the Sacklers and Purdue Pharma on the research and 

training at Tufts. His university-wide message said that while many members of 

the Tufts community were calling for the removal of the Sackler name, the 

University “will await the results of the review… prior to making any final 

decisions.”34 But whatever the results of the review might be, according to the 

terms of the 1980 contract, the name cannot be legally changed without the 

written permission of the Sacklers. 
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 Professor Michael Malamy reminds us that the Sackler name was opposed 

even when that contract was first written. This forgotten history can be traced in 

the minutes from a faculty meeting on April 7, 1980, in which faculty members 

raised concerns pertaining to the formation of the Sackler School, including: 

“1) If it costs $1,000,000 to endow a professorship, how can the Trustees and 

administration consider developing a school on a $1,500,000 donation? 

2) How much of the total donation will actually go toward the Sackler School? 

3) Professors Shaffer and Slapikoff would like to have the question of ethics 

addressed in light of recent allegations as to how Sackler funds were amassed.”35 

 

Given what the Kefauver subcommittee had briefly revealed about the ethically-

questionable practices of the Sacklers, Malamy said that many faculty members 

felt that “taking the money was an issue, but naming it the Sackler School––we 

didn’t think the Sackler name should be associated with an academic institution 

doing biomedical research.” 

 Professor Malamy appears in the archive as well, in the minutes of a 

special faculty meeting on April 29, 1980 on the proposed Sackler School. The 

minutes summarized, “[Professor Malamy] urged the faculty in their deliberations 

to be cautious… to move slowly, to define the goals of graduate education, to see 

what is being proposed and then [to] do something positive about it.”36 President 

Mayer is then quoted as saying this was a “damned if you do and damned if you 

don’t situation.” Malamy said that discussions about the ethics of the Sackler 
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donation continued in medical school faculty discussions after this meeting, but 

due to a 75-year embargo on those documents, I was unable to corroborate the 

records. The few available documents alongside Professor Malamy’s oral history, 

nonetheless, clearly indicate that ethical concerns were raised about the Sackler 

funds in 1980, long before OxyContin even hit the market. 

 The cases of the Cabots and the Sacklers show how ethical norms can 

form a frame that predetermines the shape that arguments can take, and obscures 

what the arguments seek to protect. One history of the Cabots states that both the 

opium trade and the slave trade were “looked upon as perfectly respectable in 

those days.”37 Instead of taking for granted that the past cannot be judged by the 

standards of the present, we can ask how ethical claims about “past” and 

“present” are negotiated around the desire to obscure. At no point has a Tufts 

representative explicitly stated that there are legal, contractual concerns that 

prevent Tufts from changing the Sackler name. Instead, the notion that the Sackler 

donation was made in the “past,” before the development of OxyContin and the 

concerns of the “present,” contains an argument within an argument. The exterior 

argument is that Tufts is disconnected from the opioid crisis. The interior 

argument is that the distance between the motives of the “past” and the conditions 

of the “present” can justify Tufts’ disconnection. Ethical claims on the 

relationship between “past” and “present” are also making historical claims. It is 

in this ethically ambiguous history, in which the Kefauver Commission can be 

seemingly forgotten, that an ethical argument about Tufts and the Sacklers could 
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be staked. Michael Malamy described how the Sackler donation was protested in 

1980 on ethical grounds, and yet this historical moment, which was also an ethical 

moment, are hidden in the space between “past” and “present.” Instead of 

thinking about arguments as being built on solid foundations, this thesis is 

testament to the way that “ethical grounds” can be ever-shifting through the 

process of spinning ordered arguments that attempt to hide the chaos. But 

sometimes the chaos still seeps out, as in the Royal Commission report.  

 Tufts’ ties to opium and opioids reflects the ethical murkiness, the shifting 

moral positions, that we saw across four generations of the Cabot family. While 

the university itself was not directly implicated in the development of OxyContin 

or in the trade of opium, we can still acknowledge the ways in which the 

university, in its past and present, is historically intertwined with history of opium 

and its use as a medicine. As categories and arguments collapse in the chapters to 

come, I want to start by collapsing the notion that the American university is a site 

where history is studied, and not also a site intimately tied to the histories we 

study. Universities are not suspended above time and space, but are also sources 

and sites, where empire can be found. As university with a graduate school in 

“international relations” housed in a building named after the Cabots, Tufts is also 

a place through which other valences of the “global” can be historically traced. 

Behind the order of the university, there is historical chaos.  
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2 

Widows and Persuasion 

 
In the year 1892, an Indian Christian woman from Poona wrote a 

pamphlet titled, “An Indian Woman’s Impeachment of the Opium Crime of the 

British Government.”38 At the back of the pamphlet there was an unapologetically 

vengeful poem, set to the tune of a hymn. This song was called the “Cry of an 

Opium Victim’s Widow.”39 One stanza reads: 

 Cursed the Christian Sirkar’s Opium! 

  Cursed the murderers’ gain! 

 “Blood for blood,” I wail to heaven, 

  O’er my slain 

 

The “Christian Sirkar” and the murderer in question were the British Empire: 

 Anguish, death, and desolation, 

  Spread throughout the land; 

 Not to bless, but curse the nation: 

  Britain’s hand. 

 

The final stanza implied that Britain’s hand threatened human life, as well as 

familial life: 

 While the hapless children, hungry, 
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  Helpless, friendless, cry, 

 I another Sirkar’s victim, 

  Sinking, die. 

 

 The author of this verse, Soonderbai H. Powar, was one of the most 

indicting voices of the opium trade in the years leading up to the Royal 

Commission. When the Royal Commission called her to be examined in Bombay 

on February 19th, 1894, she reported she was still recovering from a severe case 

of influenza, and sent the Secretary of the Anti-Opium Association, Mr. Joseph G. 

Alexander, to deliver a statement on her behalf. The Commission refused to hear 

her statement. The interviewer Sir James Lyall said, “the statements she has made 

seem to me to be full of the greatest exaggeration and of false imputations, and I 

object to any evidence of hers being read, now that she is not present to be cross-

examined.” 40 The Chairman of the Commission suggested the statement be 

handed in so the members of the Commission could decide whether it ought to be 

printed in the Appendix. The statement wasn’t printed in the Appendix, and her 

voice is absent from the Commission record. If she had testified before the 

committee, or if the statement she sent had been included in the report, 

Soonderbai Powar would have been the only Indian woman to have her own 

words included in the Royal Commission’s report. Yet in spite of this archival 

exclusion, we can find Powar’s voice in fragments, and listen to it. 

Powar began her pamphlet on “the opium crime” with both a question and 

an answer: “Amidst the babel of voices which the attack upon the Opium Traffic 
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has called forth, will you listen to a plea for justice from the lips of an Indian 

woman? I believe you will.” 41 Powar wrote stories of Indian men, women, boys, 

and girls who had chanced upon opium in a non-medical context, and became 

“slaves of Opium.”42 These stories often ended with the death of the individual 

taking opium, the death of kin left “broken-hearted,” and the deprivation of their 

families.43 Powar was a high-caste Indian Christian who spent most of her life as a 

“zenana” missionary.44 She learned of the impact opium consumption had on 

women through her visits to high-class zenanas, her work at the Sharada Saran 

school for high-caste Hindu widows, and during gospel meetings with the Kunbi 

migrant workers in Bombay’s industrial factories.45 She also travelled to cities 

including Lucknow, Madras, and Calcutta, to do further research on the effects of 

opium on women across India.46 In 1889, Powar was invited by the Bombay 

Guardian to tour Britain and present on the effects of opium on the lives of Indian 

women. The Bombay Guardian had an office in London under Dyer Brothers 

publishers, which was owned by Alfred S. Dyer. Dyer became an important 

advocate for Powar’s work. Over the course of two tours, Powar held at least 116 
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meetings in Britain, including stops in London, Darlington, Bristol, Leeds, 

Birmingham, Dublin, Belfast, Preston, and Oxford.47  

Powar’s words seemed to have had a significant effect on her audiences, 

and gained recognition in transnational anti-vice and temperance movements. 

Wilbur F. Crafts, the head of the International Reform Bureau described “the most 

pathetic appeals” from Indian women on account of opium.48 Alfred S. Dyer 

published Powar’s pamphlet in 1893, and cited her in his own article titled, “What 

Indian Women Suffer Through British Greed.”49 Articles about her tour were 

published throughout India, Britain, and in other corners of the Empire, including 

South Africa.50 The editorial section of an American reformist journal published in 

Boston, on Beacon Street, praised Soonderbai Powar’s presentations in London 

on “her oppressed sisters.” 51 This was followed by a reflection on how Americans 

should respond to the British opium trade: “Christian America cannot regard this 

iniquity of Christian England with the spirit of superior sanctity… so long as we 
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poison the natives of the Dark Continent with our abominable Medford rum,” 

referring to the rum produced by the Lawrence families’ distilleries near the 

campus of Tufts University.52 The details of Powar’s ideas spread through 

transnational press networks, but what is more, her ideas themselves produced 

creative forms of spatial imagining about the ties between London and Boston, 

opium and Medford rum, India and China, and Empire and missionaries.  

During an Anti-Opium Convention held in Birmingham in March 1893, an 

attendee described the impact Powar’s presentation had made on him, saying, “it 

was a shameful circumstance for England that this country, which had thought 

herself entitled to send missionaries all over the world, should need the teaching 

of a lady from India in order to understand the principles of righteousness.”53 The 

idea of a spatial rearrangement of missionary work from a unified “Asia,” 

including both India and China, to Europe, appeared in many responses to 

Powar’s speeches. In her second tour, Powar travelled and presented alongside a 

Chinese missionary, Cheok Hong Cheong, who came from Melbourne to present 

on “the opinion of the Chinese.” 54 In a meeting in Leeds, one commentator said, 

“this was the first time missionaries from India and China had come to convert 

Englishmen, with success he hoped.”55 Powar’s speeches and writings self-
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consciously invoked multiple types of reversal. The Indian woman arriving “to 

convert Englishmen” was just one of those reversals.  

This chapter is about how reversals of knowledge relations were 

articulated in Soonderbai Powar’s pamphlet on opium. Powar’s primary demand 

in the pamphlet was stated in a single, simple sentence: "Let Opium be sold in 

India, like it is in Great Britain, for medicine."56 But this seemingly 

straightforward demand for equal medical regulation of opium sales in fact 

invoked an entire chain of dependent demands - for the equality of Indian subjects 

as British subjects, for the equality of Indian bodies as human bodies, for the 

equality of imperial bodies under God, and for the reform of the opium trade. 

Powar engaged discourses of womanhood, citizenship, medicine, and conversion, 

to turn stories of suffering into a scathing structural critique of Empire.  

The “Opium Victim’s Widow,” whose lament we heard above, was a 

recurring figure in Powar’s pamphlet representing the dissolution of the individual 

and the family caused by the death of a man due to opium. In popular Victorian 

imagination (and contemporary South Asian historiography) the Indian widow 

was generally associated with a range of social reforms, including the prohibition 

of sati, or widow-burning, the legalization of widow remarriage, and the care of 

child widows. In her pamphlet, Powar linked the suffering of the “opium widow” 

to unregulated sales of opium, which she further linked to the Empire’s 

investment in maintaining its opium revenue. She thus transformed a pre-existing 

symbol of the widow as a beneficiary of British social reform in India, into a 
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symbol of the need for structurally reforming the British Empire at large. This 

reversed symbol was also a challenge to the Empire to address its contradictions 

by prohibiting non-medical sales of opium in India as it was Britian. But “opium,” 

as a narcotic at the intersection between medicine and morality, was wrapped in 

imperial discourses of racial, moral, medical, and bodily difference. Powar’s 

stories of people affected by opium seriously challenged the idea of bodily 

difference in order to demand that Indian and British subjects be treated as equal 

imperial subjects. Like the opium widow, the idea of “conversion” gave Powar a 

language for reversing the moral claims of Empire, and exposing the unfulfilled 

equality promised by British liberal morality. “When your [British] missionaries 

go to preach to my country-people,” Powar wrote, “[my people] often reply: 'Go 

and convert your Christian Government first, and then come and tell us about 

your Christ.'"57 

 The cases described and the demands made in Powar’s pamphlet received 

significant attention, even with the Commission. The Collector of Opium in India, 

J. M. Campbell, wrote in a letter to the Commission that since “[Powar’s] 

statements [in her pamphlet] involved serious charges against the management of 

the opium revenue in Bombay my duty required me to examine into their truth. 

Inquiries made through the commissioner of police and the health officer of the 

municipality failed to reveal any foundation for them,” excepting one minor 

case.58 The Commission, too, revealed its anxieties about Powar through the guise 
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of condescension. When the Secretary of the Anti-Opium Association listed 

Powar as a witness three months before her interview date, the Comission 

members discredited her worth as a witness by asking questions like, “Do you put 

any serious weight upon her evidence?” and “is she not a young girl?”59 

I will not perpetuate the colonial constructions of “truth” or “evidence” or 

the “young girl” by questioning the veracity of Powar’s claims and reconstructing 

“what really happened” under the auspices of historical methods. But nor will I 

deny the persuasive intent of her words within the genre of missionary anti-vice 

pamphlets. Instead, I want to take her work seriously as a piece of self-

consciously argumentative writing, and explore the social and historical meanings 

her stories point to. The problem at hand is not whether Powar’s evidence was 

“true,” but rather, why she gave the kinds of evidence she did to make the kinds of 

arguments she could about opium as a material substance, opium as a moral and 

medical “habit,” and opium as a transnational commodity all at once. Ultimately, 

I think Powar’s pamphlet, and its exclusion from the Royal Commission Report, 

offers us a way of thinking about the relationship between the “argument,” 

morality, and the politics of persuasion. Thus, we follow Soonderbai Hannah 

Powar as she describes the fragility of life and the frailty of kinship beneath the 

mammoth structure of the opium trade, starting with the widow.  
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Figure 1. The cover of Soonderbai Powar’s pamphlet. 
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The Widow and Structural Reform 

 The front cover of Powar’s pamphlet contains an image of an emaciated 

woman kneeling beside two children, with a baby in her arms. She and her 

children are barely clad, baring skull-like faces, protruding ribs. Below the image 

is the caption, “An Opium Smoker’s Widow and Children (See pages 13-15).” If 

we turn to page 13, as the image prompts, we find the story of the unnamed 

widow in the image. This widow was once the wife of a wealthy young 

contractor, strong in mind and body, she said. But at some point, her husband “fell 

into the Opium habit,” and soon stopped working altogether. 60 He began giving 

opium to their children when they played around him as he smoked at home 

through the day. He sold all their belongings and took them to beg. Her husband 

died soon after, and she was left a widow, with three children still racked with 

opium cravings. Powar reported that a fellow onlooker sarcastically said, “Thank 

the Government… for money’s sake they are murdering our people.” 61 

 Why begin the pamphlet with the opium widow’s image, end it with her 

“cry,” and report her story in the very middle? What did it mean for the widow to 

be the centerpiece of Powar’s pamphlet? Earlier in the pamphlet Powar asked, 

“How can a Government mercilessly murder its own subjects? Women are 

becoming widows, and children fatherless…”62 Through her own narrative voice, 

and through characters like the onlooker, Powar repeatedly described the 

Government as “murdering” its Indian subjects in the interests of the opium 
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revenue. She called one government employee “the defender of the system of 

licensed degradation of women in India.”63 Powar was presenting the lack of 

opium regulation as a women’s issue and a widow’s issue by framing widows as 

the victims of British greed. In so doing, she was presenting a challenge to the 

stock figure of the Indian widow that had emerged in nationalist, colonialist, 

popular, and missionary writings over the course of the nineteenth century. 

 In 1829, the practice of sati, or widow burning, became illegal in British 

India after a long battle, particularly from Hindu social reformers like Rammohan 

Roy. Powar at no point in her pamphlet mentions sati, but to understand what was 

at stake in the “opium widow,” we must position this kind of widow within the 

context of social reform, and the widely circulated image of the Indian widow at 

the time. Powar’s use of the widow to articulate her stance on opium evidences 

how central the figure of the widow was to social reform work at large. For 

Powar, the widow was more than a figure. Much of Powar’s life was spent 

working closely with the Christian social reformer Pandita Ramabai, whose first 

institution, Sharada Sadan, was a school for high-caste widows. 64 Soonderbai 

Powar was a critical right hand to Ramabai in the development of Sharada Sadan, 

and she was known amongst the women who resided there as “Akka,” meaning 

elder sister. Powar and Ramabai worked closely with the widows at Sharada 

Saran to provide them with a high-quality education, and training that would 

allow the girls to provide for themselves financially, and be independent of 
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familial relations. For Powar, the “widow” was not just a discursive or 

argumentative category, but she was writing for audiences that would have 

encountered the Indian widow as a stock figure in evangelical writings.  

 Evangelical writings from the period frequently presented the Indian 

widow as a powerless woman to be saved by British intervention from the 

barbarism of Indian men. The 1823 Baptist text, Essays Relative to the Habits, 

Character and Moral Improvement of the Hindoos, stated that sati “falls only on 

one sex, while the deed is perpetrated by the other, whom it can never reach.” 65 

The text then urged its British readership to recognize the importance of 

abolishing widow burning, for “murder concealed from the public view, is murder 

still.”66 The essays in this collection were written by the missionaries of 

Serampore in Bengal. Other missionary texts, such as one titled The Suttees’ Cry 

to Britain which was written by a missionary from Cuttack, more explicitly 

positioned Britain as the savior of widows. As the title suggests, the woman who 

is jumping into the pyre is imagined as crying to Britain for justice.67 This is in 

stark contrast to Powar’s “Cry of the Opium Victim’s Widow,” in which the 

woman’s cry is instigated by the injustice caused by the British. Evangelical 

writings on the state of Indian women, and especially widows, proliferated 
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through the nineteenth century. Between the two major widow reforms - the 

abolition of sati and the Hindu Marriage Act of 1856 - widows became symbols 

of the emancipation of women through colonial law for the British, as well as the 

mostly high-caste, high-class Indian nationalists, particularly the Bengali 

badhralok.  

 Widows captured the Indian and the colonial imagination to the point of 

fantasy, and sometimes voyuerism. Widow-burning: a narrative, a text written by 

an East India Company Civil Servant and published in 1855, opened with the 

death of the Maharana of Oodypore (Udaipur). With a histrionic tone, the text 

described how “the palace gate was thronged with the expectant populace. 

Something, however, in the excitement of their voices and gestures, boded the 

approach of a spectacle more thrilling than mere pomp could render even a royal 

funeral. It was not the dead alone whom the eager crowd were waiting to see pass 

from among them.” 68 The crowd was waiting, in excited earnest, to see who of the 

living would burn with the Maharaja. They knew that some of his many wives 

and concubines had to burn that day. “The only question was how many?” The 

text is written clearly to entertain and enrage with shock.69 The drama of narrative, 

and the emotive modulations of anger and shock and voyeurism were features of 

the genre of British evangelical writings on Indian widows. Powar was reversing 

the gender and race positions of victim/victimizer and savior/saved in her 

narrative. The Indian woman victim who was victimized by Indian men, and 
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saved by British men, was transformed in a new order around opium, in which the 

Indian woman saved the Indian woman from the British man. Nevertheless, 

Powar’s pamphlet fit firmly into the genre of evangelical literature, and relied on 

the same kinds of emotional modulations produced by narratives about widow-

burning. 

Other texts like The Daughters of India (1860) and The Women of India 

and What Can be Done for Them (1891) proposed social “remedies” for 

improving the livelihood of widows, such as encouraging the prohibition of early 

marriage, and discouraging “loud wailings” at funerals – which, it was said, 

would “only increase grief, instead of assuaging it.”70 Fixing Indian widowhood 

was an obsession for many a social reformer and missionary. Lata Mani has made 

the argument that “although sati became an alibi for the colonial civilizing 

mission on the one hand, and on the other hand, a significant occasion for 

indigenous auto-critique, the women who burned were neither subjects nor even 

the primary objects of concern in the debate on its prohibition.”71 In Powar’s case, 

the widow was far from the object of “indigenous auto-critique.” Instead, the 

widow was transformed into the basis for a gendered critique of empire. Through 

the process of ignoring the material circumstances, and the experiences of grief 

that widows faced, let alone their voices, Mani suggests widows transformed into 
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“the widow,” a site for contesting ideas of tradition and modernity. While Powar 

was certainly deploying “the widow” as a discursive category, and while she was 

making the widow the center of a shocking evangelical narrative, this did not 

mean that Powar herself was distanced from the experiences of widows. Instead, I 

am suggesting, it says more about the terms through which Powar could make an 

argument in a space where a widely circulated symbol offered an opportunity to 

stake new kinds of ethical claims. Just as an academic argument builds on the 

ideas that come before it, just as I am citing Mani to express a different 

formulation of “the widow” in historiography, Powar too was building on “the 

widow” to make an ethical counterclaim. 

By constructing a coherent narrative, image, and monicker for the “Opium 

Victim’s Widow,” Powar was positioning the widow as, what I will call, a 

“category-pivot.” She was turning on the fixed category of the widow as a 

helpless dependent saved by the British Empire, to instead present a widow whose 

widowhood was produced by the Empire, and specifically the opium trade. The 

cause of the widow’s death was not fire but opium as a form of suicide, and 

opium as a cause of being “broken-hearted” by familial dissolution.72 Just as the 

1823 Baptist text we heard from earlier used the phrase “murder concealed from 

public view”73 to describe the death of a woman at their husband’s funeral pyre, 

Powar too used the language of murder to describe the death of husband at the 

hands of the “Government.” In the former case, murder by cremation ended the 
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widow, but in Powar’s case, murder by opium created the widow, and possibly 

ended the widow too. 

 As a legal precedent, the prohibition of sati may have also held meaning to 

those encountering the opium widow. In fact, the Royal Commission itself 

reflected on whether sati set a possible legal precedent for restricting opium 

consumption and the trade. The Commission report ultimately determined it did 

not, stating “the prohibition of suttee was based on broad ethical grounds.”74 The 

opium widow was potent, for she contained a past and, thus, future possibility of 

legal action. If the “sati widow” and the “child widow” could be saved from 

Indian men, Powar’s “opium widow” raised the challenge of whether British men 

would be willing to save Indian women from British men. The widow was thus 

not just a discursive category, but also set a legal precedent for issues far beyond 

women’s social reform. The “widow,” as a legal category with an associated and 

growing chain of laws, was the precedent for legal intervention on “ethical 

grounds,” even in the case of restricting opium to its medical use. In the context 

of 19th-century reform movements led by women in Maharashtra, Padma Anagol 

suggests that for some women reformers, like Tarabai Shinde, the “civilizing 

mission” that led to the abolition of sati was viewed as making the law an 

imaginative space.75 In Powar’s case, the “widow” was a category through which 
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new laws could be imaginatively claimed in order to claim an undelivered 

citizenship. 

 

Indian Subjects as British Subjects 

 We started the last section at the beginning of Powar’s pamphlet, with the 

image of the widow. We will now go to the very end of the pamphlet to examine a 

petition addressed to W. E. Gladstone, the Chief Minister of State, and the other 

Members of the Cabinet. The petition appeals to the British Parliament to 

intervene in the Indian Government by legally regulating opium as a medical drug 

in India. Given that opium sales were already regulated in Britain at this time, the 

petition’s demand is framed as an appeal for “equal justice” for “all who are under 

British rule.”76 This statement implies that both British and Indian subjects were 

“under British rule.” The pamphlet, which was primarily distributed in Britain, 

also contains the phrase, “our Indian fellow-subjects,” further implying that 

Britons and Indians were the same kind of subjects. 77 In the petition, the Indian is 

not represented as an oppressed other, but rather as possessing an equal status to 

white, British subjects. What did it mean for Powar to be seeking legal 

intervention from the British Parliament in the British Indian Government on the 

basis of equal, even sororal subjecthood?  

 Queen Victoria’s Proclamation of 1858 offered a precedent for claims to 

the status of equal subjecthood. After the uprising in 1857, India officially passed 
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from the East India Company to the control of the British Crown. In her 

proclamation in 1858, as the new Empress of India, Victoria declared, “We hold 

ourselves bound to the natives of our Indian territories by the same obligations of 

duty, which bind us to all our other subjects.” In 1893, around the time Powar’s 

pamphlet was published, Mohandas Karamchand Gandhi would quote this very 

passage of the Proclamation in a letter to The Natal Advertiser. Gandhi was 

writing on the retention of equal voting rights for Indians in South Africa as an 

important standard of imperial citizenship. His argument rested on Victoria’s 

Proclamation, which he said was “justly and rightly called the Magna Charta of 

the Indians.”78 Dadabhai Naoroji, an Indian member of the British Parliament, is 

most famous for describing the “drain” of Indian wealth at the hands of the British 

in his economic treatise, Poverty and Un-British Rule in India, published in 

1901.79 In 1893 during the Congress Presidential Address in Lahore, Naoroji said, 

“Our work for… obtaining all the rights and benefits of British citizenship will go 

on increasing.”80 In his Presidential address in 1906, after the Swadeshi movement 

had mobilized stronger articulations of anti-colonial sentiment, Naoroji made a 

detailed case for why Indians “are British citizens and are entitled to and claim all 

British citizen’s rights.”81 
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Soonderbai Powar was writing in a context in which equal citizenship was 

being demanded by a number of Indians. Powar herself doesn’t distinguish 

between the terms “subject” and “citizen,” but in claiming the rights of Indian 

subjects, she was also claiming citizenship, as a subject who was entitled to make 

appeals to the British government. From the frame of the present, it would be easy 

to interpret Powar’s writing as an early form of anti-colonial struggle or even 

resistance. But just like the opium widow, Powar’s demand for equal opium 

regulation in Britain and India was the grounds for both exposing imperial 

hypocrisies, that treated metropole and colony differently, and imagining a 

different formulation of empire, in which all subjects were equal. “Imperial 

citizenship,” for Gandhi, Naraoji, and Powar, was not penned in law, nor in 

precedent, but was contextually created and negotiated through the specificities of 

their argument. Mark R. Frost describes Gandhi’s work on voting issues in South 

Africa as a “test of imperial citizenship” through the process of public rights-

claiming.82 This negotiation, or “test,” was a process of imagining and enacting 

what imperial citizenship could mean, even in the absence of actual legal 

responses. So what exactly did imperial citizenship mean for Powar within the 

context of anti-opium agitation?  

 In seeking equal subjecthood, Powar was not just demanding equal opium 

regulation. She was also demanding the equal preservation of British and Indian 

life, in spite of the fact that the Indian opium revenue made, in Powar’s view, the 

opiated Indian life more profitable. When put in these terms, Powar appears to be 
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theorizing something akin to “biopower.” In History of Sexuality, Foucault wrote, 

“One might say that the ancient right to take life or let live was replaced by a 

power to foster life or disallow it to the point of death.”83 Powar was claiming that 

the difference in the laws controlling opium sales allowed for British life to be 

fostered, while Indian life was disallowed - to the point of death. For Foucault, 

“bio-power was… an indispensable element in the development of capitalism,” 

which he wrote “would not have been possible without the controlled insertion of 

bodies into the machinery of production and the adjustment of the phenomena of 

population to economic processes.”84 Yet Powar was less concerned with how 

opium controlled populations in the interests of capitalist production, and instead 

was concerned with how the consumption of opium by colonial populations, to 

the point of death, worked in the interests of imperial revenue. 

 The central tragedy in Powar’s narratives of the opium “habit” was never 

just death. It was the dissolution of family. In one case, Powar described a young 

girl who was coaxed into smoking opium by the men who frequented the opium 

den near her house. Shamed by their daughter’s “habit,” her family moved from 

the city.85 In another case, a young man who took to opium found that his father 

had died from grief, his wife’s in-laws took her away, leaving both his wife and 

his mother with dissolved marital bonds.86 Death and displacement were not just 

matters of bodies, but also the bodies of kin. For Foucault, the family is an 
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institution through which techniques of power were deployed - but for Powar, the 

family was an extended body through which grief and shame and loss could 

move. While Powar was both articulating and petitioning the administrative and 

legal means by which opium could subjugate certain bodies and certain 

populations, she was rooting her argument in narratives of familial suffering, 

including the suffering of the widow.  

 “Equal justice” was an appeal for equal legal regulation of opium as a 

medicine, equal treatment of British and Indian subjects, equal value for British 

and Indian lives - but also for the treatment of British and Indian subjects as the 

same kinds of populations, equally more valuable than the opium revenue. 

Powar’s plea for equal justice was on behalf of the population she claimed to 

represent. Whether that population was “Asiatic womanhood” or Chinese-and-

Indians or Indians under British rule, Powar was doing creative work in 

conceptualizing Asia as a single “population,” and articulating how its bodies 

were harmed by lax medical regulation. But in seeking rights on the behalf of a 

“population” through tighter control of opium sales, Powar relied on broad, 

totalizing, universal claims about how opium was used in India. It was widely 

believed in Britain that opium was used as a treatment for malaria and fever. This 

is an issue we will return to in greater detail in chapter 4. For now, it is worth 

noting that Powar countered this claim by stating that it was not used for malaria, 

and that “my people do not require this English poison for fever. We have our 

own medicine.”87 Amongst these, she listed a plant root named kadoo kirrat, that 
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she herself took for fever. While Powar was making a claim to equal citizenship, 

she was still distinguishing Indian medicine from “English poison,” thus 

describing opium as distinctly “English.” The irony of this will appear in chapter 

4, when we encounter how opium was treated as a distinctly “Indian” medicine 

for malaria. Her argument for equal citizenship involved distinguishing “my 

people,” that is, Indian people, from British “fellow-subjects.” It is to this 

contradiction that I now turn, to explore how racial or spatial distinctions between 

India and Britain could be “category-pivots” for reversing moral claims about 

opium consumption.  

 

Medicine for Moral Bodies 

 One of the characters we meet in Powar’s pamphlet is a boy named 

Nazaralli, who came from Hyderabad to Bombay in search of employment. He 

stopped at a hotel to take a drink of tea or coffee.88 It was common, Powar said, 

for those preparing the drink to mix in a little Opium, perhaps to deepen the color 

of the drink, or perhaps to “create a recurrent craving.” Either way, Nazaralli soon 

developed a “craving.” Powar reports, “he began to smoke freely, as his parents 

were not there to check him.” 89 Because he failed to write, his family began to 

worry, and his father came to Bombay in search of him, only to find him in an 

Opium den. He began weeping, thinking he had raised “a clever and wise son.” 

The father made an earnest effort to help the son release himself of the craving, 
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but he failed, and the boy soon ran away. Nazaralli’s mother died of grief on 

account of her son, his father had sold his two houses and become blind with 

weeping, and his wife went to live in her parents’ house and likely would not live 

for long “through the anxiety.” Nazaralli was so sorrowful he began eating Opium 

even more, “because he [wanted] to die soon.” 

 This narrative contains the key elements that repeat in each of Powar’s 

stories. Of course, there is the absolute familial dissolution we have already seen: 

the mother has died, the father has sold property, and his wife has left her marital 

home. The opium consumer is racked with guilt for the harm caused to his family 

because of the “craving,” and the protagonist of the tale implies a desire for 

suicide, with opium being the poison. But most importantly, the “craving” itself 

began because of a non-medical and involuntary intake of opium. While it might 

seem reasonable to map Nazaralli’s “craving” for opium onto a familiar term like 

“addiction,” our task at hand is to historicize the idea of the opium “craving.” 

Addiction itself was a contested subject in Victorian medicine, literature, and 

morality. Regular opium use was often explained as a “bad habit,” a moral failing, 

and a “vice.” The proclivity for vice was believed to be gendered, classed and 

raced. Even as a disease theory of addiction emerged in Victorian medical circles 

in the second-half of the nineteenth century, it was not entirely removed from the 

moral associations of vice.90  
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 The questions in the 1894 Royal Commission Report reveal imperial 

anxieties and ambiguities on whether those who took opium were already 

immoral characters, or whether opium led to immoral activity. For instance, the 

Commission asked an Indian High Court pleader in Bombay, G. S. Khaparde, 

“Do you think that some young men who are respectable begin to smoke and 

through the association of smoking become disreputable characters?”91 Khaparde 

responded in the negative, suggesting that they were “bad characters” before they 

began consuming opium. Opium was also frequently associated with “prostitutes 

and other menials” who were “much addicted to the vice,” in the words of the 

Assistant Surgeon, Mul Chand, who directed the Civil Hospital at Delhi.92 In one 

telling example, a medical practitioner interviewed in Lucknow, Dr. Manohar 

Prasad Tewarie, stated, “of opium consumers… males [are] 97 percent and 

prostitutes 3 percent.”93 This breakdown by gender, is not between males and 

females, but males and prostitutes. 

 These gendered observations were accompanied by questions about how 

different races were affected by opium. The term “race” in this context was used 

as a broad category for people of different religious, caste, and regional categories 

within the Indian subcontinent. It was also used to distinguish “Orientals” from 

Europeans. Thomas De Quincey’s famous text, The Confessions of an English 

Opium Eater, originally published in 1821 in the London Magazine, offers an 

example of how Orientalism was associated with opium. He offered himself as an 
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example of a European who struggled against the “marvelous agency of opium” 

to break his opium habit - multiple times.94 Yet even as De Quincey attempted to 

humanize experiences of dependence through his memoir, he relied heavily on 

tropes of the degenerate, lazy Oriental. He wrote, “Turkish opium-eaters, it seems, 

are absurd enough to sit, like so many equestrian statues, on logs of wood as 

stupid as themselves. But that the reader may judge of the degree in which opium 

is likely to stupify the faculties of an Englishman.”95 The opium-smoking Oriental 

makes appearances in writings during the late nineteenth century as well. In one 

1891 issue of The Strand Magazine, an anonymously published article titled “A 

Night in an Opium Den” reported that the Chinese owner of the den had an “evil 

look” and “small and cunning eyes.”96 

 Such biases also appeared in the medical literature on opium. In 1842, G. 

H. Smith, a surgeon in Penang, wrote an abstract published in the Lancet that 

detailed the physical effects of opium - but which also stated that Chinese parents 

offered their children opium to “prevent them from running into other vices still 

more detestable ... to which the Chinese are more prone than, perhaps, any people 

on earth.”97 Even later medical writings that challenged moral theories of the 

opium habit made arguments about race. In 1881, a former medical student, Sir 

George Birdwood, claimed that the habit was “merely a question of geography 

																																																								
94 Thomas De Quincey, Confessions of an English Opium-Eater (Peterborough, 
Canada: Broadview Press, 2009), 129. 
95 De Quincey, 95. 
96 Quoted in Louise Foxcroft, The Making of Addiction: The “Use and Abuse” of 
Opium in Nineteenth-Century Britain (Routledge, 2016), 71. 
97Foxcroft, 72. 



 52 

and race, and not of morality in the least.”98 The historian of drug consumption in 

Britain, Victoria Berridge writes, “What emerged by the end of the century was 

the hybrid ‘disease of the will’ concept, in which the eugenic bias of scientific 

thinking emphasized the importance of race and constitutional inheritance in 

predisposition to addiction. It was a ‘form of moral insanity’ or ‘moral 

bankruptcy.’”99 In other words, those with the habit possessed an inability to self-

regulate, or a diseased will. Such descriptions of racial proclivities towards the 

opium habit appear throughout the Royal Commission report, and are largely the 

subject of chapter 4. 

 Soonderbai Powar’s story of Nazaralli reflects a very different etiology of 

the opium habit from the dominant Victorian ideas of failed morality and racial 

proclivities. Powar’s protagonists begin consuming opium against their own 

volition. She even offers an opposite parallel to the stock figure of the morally 

depraved prostitute in the tale of a girl named Jurinbai who was coaxed into 

consuming opium while playing outside of a den next to her parents’ house. The 

girl was then abandoned by her family, and left to leading “a bad life,” a 

euphemism for prostitution.100 In this case, the prostitute is not a figure of 

immorality, but rather a victim of unregulated access to opium.  

 Powar’s characters also develop their opium habit gradually, and cannot 

be removed from it even after intervention from their families. For instance, 

Nazaralli began smoking opium only after having opium-laced tea or coffee over 
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a number of days. Both Nazaralli and Jurinbai’s parents made extreme efforts to 

draw their children away from opium, but failed. The opium habit was not caused 

by a failure of the will, but opium did cause the failure of care and control through 

bonds of kinship. Powar was responding to an environment in which opium use 

was associated with gendered, raced, Orientalist ideas of failed morality. She was 

redirecting this notion of failed morality from the individual, the prostitute, or the 

Indian race as a population, towards the structures that controlled the production 

and sale of opium. In the last section, we saw how Powar demanded equality of 

life. But here, I want to show that in demanding recognition of the equality of 

Indian bodies, she was also blaming the British Empire for the damaged bodies 

and damaged families of a “population” within the economic machinery of the 

opium trade.  

 I will use the term “biomoral citizenship” to describe the kinds of claims 

Powar was making.101 In making a claim about damaged bodies, Powar was also 

making a claim against the racialized moral associations that were at the very 

core of imperial justifications for treating Indian and British subjects differently, 

particularly in matters of “habit,” such as opium. Powar was critiquing the moral 

associations that were indistinguishable from the treatment of the body through 

the law. The grounds of her citizenship claims were the damaged biomorality of a 
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population. In the anthropological literature describing “biomorality” in South 

Asia, the term is frequently used to describe the ways in which the moral status of 

bodies can be transformed by material substances, or the ways in which the moral 

value of the body can be transformed by the transformation of substances. Thus, 

for instance, Jospeh Alter’s work on masculinity in contemporary Varanasi 

illustrates how the retention and control of semen was an articulation of a moral 

masculinity as a moral materiality.102  

 The dominant narrative of an Indian body that was more susceptible to an 

amoral opium habit, was also an argument about the inherent moral quality of the 

“Indian” versus the “European” body. Opium, in this European understanding of 

the raced body, was indistinguishable for the moral capacities and constitution of 

the body. The opium-eater in Britain, like the one who eats meats and sweets 

excessively in Joseph Alter’s site of contemporary Varanasi, was not just altering 

the moral status of the body, but was simultaneously evidencing the hidden, 

innate moral deprivation of the body from birth. The biomoral status of the 

opium-eater was tied up with liberal ideas of “freedom” that valued the individual 

exercise of the “will” as a moral quality. Powar, by suggesting that the opium 

habit was not produced by a failure of the individual will but by a failure of the 

social/political structures that made a revenue on opium, was countering a 

hegemonic European narrative of the raced body. She repeatedly used the 

metaphor of “blood” being spilt to describe the “murder” of the British state. The 
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dissolution of the body, and as an extension, the family, was evidence of the 

moral failures of the colonial state. 

 Lawrence Cohen writes, “hegemonic constructions such as the 

naturalization of hierarchy as organic difference - pollution - simultaneously 

determine the position and experience of bodies and are fundamentally reworked 

by them.”103 In other words, the very hegemonic ideas of biomorality that position 

bodies, in this case within hierarchies of caste, can be reformulated from this 

bodily position to contest the hegemony. The individual can serve as an embodied 

“category-pivot” in the way the “widow” was a discursive or legal one. Cohen 

describes how the inhabitants of a low-caste Nagwa basti in Varanasi use the idea 

of kamzori, or weakness, or the “depletion of bodily substance” to explain the 

structural forms of oppression that led to physical weakness. “Difference was 

embodied as weakness, not pollution: caste was a medical condition.” I want to 

apply the ideas of “pollution” and “weakness” to explain exactly what I mean 

when I say Powar is claiming a damaged biomorality. 

Powar is challenging the condition of Indian bodies within hegemonic 

imperial structures produced by hegemonic moral frameworks of the raced body. 

Kamzori blames the bodily condition of caste on the structural manifestation of 

the logic of pollution. Powar, instead of attributing the issues of the opium “habit” 

to the hegemonic logic of race, is attributing it to a condition produced by the 

structural manifestation of imperial logics of difference - such as in opium 
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regulation. If kamzori implies that damaged bodies are caused by the damaged 

morality of caste-based pollution logics, Powar too is suggesting that opium-

damaged bodies are caused by the damaged morality of race-based imperial 

logics. 

 The imperial state’s failed morality may have been the grounds for 

Powar’s citizenship claims, but social membership and citizenship claims were 

also the grounds for drawing attention to damaged biomorality. Powar, Gandhi, 

and Naoroji were all triggered by particular events, but as I mentioned, they were 

also contextually negotiating their unfulfilled or “damaged” citizenship. Powar 

was claiming her status as an Indian subject already promised equality as a 

British subject, as a Christian already equal under God, to justify her demands for 

equal citizenship. Damaged biomorality was the manifestation of damaged 

citizenship. 

 

Christian Subjects and Imperial Conversion 

 To explore the problem of damaged citizenship further, we will follow 

Soonderbai Powar to the visitors’ lobby of the House of Commons, where, she 

reported, the words Dieu et mon Droit are painted onto the windows at least forty 

times. “For a nation which carries on the wicked Opium traffic, to claim the motto 

of ‘God and my right’ is blasphemy,” she says, for “God is not the God of 

unrighteousness.”104 Quoting a “justice-loving editor in India,” Powar continues, 

“The chivalry which is kept for home use, while brutality is exercised towards the 
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weak and defenseless abroad, is not worth much in the eyes of the righteous 

God.”105 Here, Indians are described as “weak” (or perhaps, kamzori). Powar is 

drawing attention to the way in which the British promise of rights and equality is 

tied to the idea of equality under God. The unequal application of these rights and 

equality, particularly to those with the least power, was not just an ordinary 

contradiction, but an affront to God. Where, then, did God fit as a governmental 

body within Powar’s vision of equal imperial citizenship? 

 I included a short quote from Victoria’s Proclamation earlier, but I now 

want to put that quote in its extended context:  

"We hold ourselves bound to the natives of our Indian territories by the same 

obligations of duty which bind us to all our other subjects, and those obligations, 

by the blessings of Almighty God, we shall faithfully and conscientiously fulfill. 

Firmly relying ourselves on the truth of Christianity, and acknowledging with 

gratitude the solace of religion, we disclaim alike the right and desire to impose 

our convictions on any of our subjects.”106 

 

 The Almighty God is the entity above the British state whose “blessings” 

are sought so the delivery of equal subjecthood may be completed “faithfully and 

conscientiously.” And while Christianity is cited in the promise that “all alike 

shall enjoy the equal and impartial protection of the law” on the basis of religion 

specifically, it is not Christianity itself that requires the delivery of “equal and 

impartial protection.” Powar, on the other hand is describing God as judging the 

actions of the British state in India. We don’t need to delve into the theological 
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aspects of this idea to see the place Powar is carving for God as a sort of 

governmental body keeping in check the power of the Empire over “the weak and 

defenseless abroad.”107 Powar ended her pamphlet by returning to this image of 

the House of Commons with the following words:  

To ask justice of British officials in India is like a man asking it of a robber who 

demands his money while holding a pistol to his brain. We turn from the Indian 

government to the British nation. To One above, Indian hands are stretched forth 

also, crying, “GOD AND MY RIGHT!”108 

 

 Powar denies the validity of British officials as arbiters of justice by 

analogizing them to robbers extorting money (through the opium trade.) She 

redirects the statement “God and my right” from the House of Commons to the 

“One above.” In so doing, she is suggesting that the British government could not 

deliver the imperial equality it promised. The damaged biomorality of the Indian 

body politic, dying to opium and held at gunpoint for its opium revenue, is thus 

inextricably intertwined with its damaged citizenship. Powar is not making 

citizenship claims to the British state directly, but by “[turning] from the Indian 

government to the British nation,” she is invoking a claim of joint affective 

citizenship to the “One above.” While such rights could only effectively be 

realized through the British state, Powar is also identifying the structural 

constraints, like the opium revenue, that prevent her demands for effective 

citizenship, like equal medical regulation of opium, from actually coming into 

effect. Affective citizenship, then, is not just an emotional social membership 
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based on a shared Christianity, but is the terms on which an Indian could produce 

effective citizenship through the British people. 

 At a number of points in Powar’s pamphlet, she explicitly and implicitly 

distinguishes between the British people and the state. For instance, she states, 

“the Christians of Great Britain send the Gospel and the Bible to save my people 

from sin; the official representatives of Great Britain manufacture and sell Opium 

to entice them deeper into it."109 Considering that Powar’s audiences primarily 

belonged to evangelical societies, these statements seemed to compel her listeners 

to act, or to face the hypocrisy of not acting. But they also positioned the state as a 

barrier that counteracted missionary work because of their joint associations with 

Britain - and because of their joint whiteness, as suggested in this excerpt:  

When your missionaries go to preach to my country-people, they often reply: 

“Go and convert your Christian Government first, and then come and tell us 

about your Christ.” These poor people do not understand the difference between 

missionaries and the Government. They think all white people are Christians. 

Dear friends, you spend thousands of pounds a year for India. You send the 

missionaries…  You pray for India, Burmah, China. But unless you help to 

remove the great hindrance of Opium these nations will never be Christian.110 

 

 The idea that a “Christian Government” needs conversion redirected the 

missionary project, just as the “opium widow” redirected the social reform project 

associated with the “sati widow.” But at the same time, this redirection was 

presented as a prerequisite for the success of conversion within India – since, 

according to Powar, even when money, missionaries, and prayers were sent, the 
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different kinds of “white people” were indistinguishable to Indians. Powar 

presents this contradiction as a fissure in citizenship between the British state and 

God as a superior governing body. While damaged biomorality was a condition 

experienced by the Indian body politic on account of the opium trade, damaged 

citizenship was a condition of the Empire suffered by both British and Indian 

subjects. The problem was not just that the unequal manifestation of medical 

regulation was a manifestation of unequal citizenship. It was a fracture at the very 

center of the governmental relationship between India, Britain, and God. 

 Opium was at once a “revenue” collected by the British government in 

India, a “poison” regulated by Great Britain, and a “habit” associated with 

individuated vice in moral-medical terms. Powar argued against such 

individuating explanations of human suffering by foregrounding the structural 

conditions of empire through the “category-pivots” of the “opium widow,” the 

“fellow-subject” or imperial citizen, the “habit,” and “conversion.” As I have 

described how Powar used the term “habit” as a “category-pivot,” I have also 

been using the term “biomoral” as a “category-pivot” within academic discourse. 

By taking theory that emerged in the South Asian context in order to reverse 

Eurocentric ideas of the body, and then applying that theory to the British idea of 

the opium habit, I am reversing an order in which theory is taken from Europe and 

applied to South Asia. I am making an argumentative move in academic writing 

that is similar to the one Powar was making through the genre of evangelical 

writing. 
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 To conclude this chapter, and make way for the Hakims, Vaids, and 

Doctors we will meet next, I want to think briefly about how categories become 

fixed in the service of making an “argument.” A great deal of South Asian 

historiography has attended to how the colonial state produced categories through 

imperial systems of knowledge, and reified these categories in the law, education, 

and medicine (foreshadowed here by our Hakims, Vaids, and Doctors.) Powar’s 

pamphlet shows us, however, how these hegemonic categories could be 

reformulated and responded to, as Lawrence Cohen suggested with the idea of 

kamzori in the Nagwa basti. In Cohen’s discussion of kamzori, the idea of 

“weakness” was a response to “pollution” that reformulated caste as a biomoral 

condition into caste as a medical condition that evidenced the failed morality of 

society beyond the Nagwa basti. Kamzori was a reformulation of biomorality 

itself, that included the moral condition of social structure within the material and 

biological condition of the body. Kamzori reformulated the idea of “pollution” 

itself to turn the “biomoral," in which the body embodied a moral status, into the 

“moral-biological,” in which the body embodied the failures of a social 

hegemony. The “opium widow” in a similar way reformulated the condition of 

helpless dependence of the “sati widow” to the Empire, to present the condition of 

helpless dependence of the “opium widow” because of the Empire. The 

“category-pivot,” as I have called this argumentative move, did not displace 

categories, but in fact relied on pivoting on a stable category, digging it deeper 

into the ground. The widow was still a woman in need of saving, opium was still 
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necessarily habit-producing (this will be challenged in the following chapters), 

and someone still needed to be converted.  

 Powar’s pamphlet shows us how even while critiquing colonialism, the 

work of persuasion, of conversion, of making an “argument,” often relies on 

affixing the very moral categories being contested. The widow could not be 

presented in Powar’s argument as a laborer who relied on opium to help keep her 

infants calm while she went to work, which was a common practice amongst low-

class women in both India and Britain. Opium, too, became affixed as a symbol of 

imperial injustice, just shifting in Powar’s argument from a “vice” of an 

individual to a “vice” of the Empire. Hakim Abdul Razak, a hakim in service of 

Junagadh State, whom we will meet again later, described opium as an essential 

ingredient in a drink offered to those who attended the court of the chiefs of 

Kathiawar. In Powar’s argument, opium couldn’t be a common home remedy, a 

substance used in rituals, or an ingredient used in tiny amounts in food. While 

writing persuasive work, mine included, involves many acts of exclusion in order 

to hone, simplify, and make arguments, it is humbling to acknowledge that a 

similar logic of argumentative exclusion left Soonderbai Powar’s voice entirely 

missing from the Royal Commission Report. 

 The next chapter is about medical categories that failed to affix to a single 

object or idea. The missionary anti-opium pamphlet represented a particular genre 

of writing that was self-consciously engaged in argument with the colonial state. 

We will now explore the ways opium was used in the spaces of daily life that 

perplexed, elided, and evaded the colonial state. The next chapter moves away 
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from the art of argumentation that produced the category of the “widow,” and 

towards the art of evasion that silently dislocated the category of “the hakim.” 
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3 

Hakims and Evasion 
 

Zabardast Khan worked as a police officer in Cawnpore (Kanpur) and 

Fatehgarh for twenty-five years before becoming a man of medicine.111 When the 

Royal Commission met him, ten years after his retirement from the police, Khan 

stated that he was now practicing “both the homeopathic and allopathic 

systems.”112 But sometimes, Khan said, he also practiced “the Yunani system." 

The Commission was clearly skeptical about Khan’s qualifications. They asked 

him at the beginning of his testimony if he had a medical degree. He didn’t. A few 

questions later, they asked him again. He still didn’t. Khan, nonetheless, was 

confident in his ability to prescribe opium. He felt he understood its capacities to 

heal and to harm. He reported that while opium was an important medicine, 

particularly for diarrhea and rheumatism, it also produced a habit that was 

difficult for any human to resist. Even a moderate eater was bound to use it 

excessively, and “he cannot help it,” he said. Khan’s stance on prohibition was 

clear: opium should only be obtainable with a medical prescription.  

 But as the following excerpt from Khan’s testimony shows, the 

Commission was confounded by how to define a qualified opium prescriber. 

Sir James Lyall: You have learnt [medical knowledge] from books I suppose? 

ZK: Yes and by attending at the dispensaries and consulting the medical 

officers. 
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SJL: Ought the power of giving prescriptions be confined to official doctors, or 

ought all practitioners to be allowed to give prescriptions? 

ZK: Those who are not well up on their knowledge might make a 

mistake in prescribing opium for any disease, but I would not.  

 SJL: You would ask for the privilege yourself, I suppose?  

  ZK: Yes 

 SJL: Would you restrict it in the case of Vaids and Hakims in the villages? 

  ZK: If I had the power to restrict I would certainly do. 

 SJL: Would you let them prescribe opium? 

  ZK: I have no power over them… 

SJL: Anybody can set up as Hakims and Vaids in the same way as you have 

done? 

  ZK: Yes, but they should be allowed by Government.113 

 

 This last question is revealing. For Sir James Lyall, Zabardast Khan was 

equivalent to the “Hakims and Vaids” who “set up” without a formal medical 

degree. For Khan, however, he was distinct from “Hakims and Vaids” because he 

practiced the “European method” of homeopathy and allopathy.114 At first, Khan’s 

responses on restricting non-European practitioners might seem contradictory. He 

first said that he would restrict the ability of hakims and vaids to prescribe, but 

then later said they should be allowed by the Government to prescribe. But when 

Khan said “I have no power over [Hakims and Vaids]” and then later, “they 

should be allowed by the Government,” he seems to have been implying that it 

was the Government, not him, that had no “power” over medical practitioners at 

large – including practitioners of allopathy like himself. 
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 Why was it that to the Commission, Zabardast Khan was like a “Hakim” 

or a “Vaid,” but to Khan he was neither? Why was the Government concerned 

that if Khan could prescribe, anyone could, when Khan suggested that the 

Government had no control either way? The Commission’s questions reveal that 

they were conscious of the fact that prohibiting opium use except by medical 

prescription required defining who could be a prescriber, including a “native” 

prescriber, in legal terms. While there were different systems of family law by 

“community” or religion that dealt with issues such as marriage, divorce, and 

succession, there was no legal definition of a medical “community.” Could opium 

use in the “Hindu system” or “Muslim system” or “European system” of medicine 

be different? How could “professional” doctors be identified across these 

systems? To prohibit opium would require defining, firstly, what constituted a 

medical community, secondly, who could represent these communities, and 

perhaps also, what that community’s stance on opium would be. There was no 

Hindu, Muslim, or Christian medical law. Family law in India relied heavily on 

the interpretation of canonical religious texts, and texts made canonical through 

the law. The law was critical in reproducing and ossifying boundaries.  

 The Royal Commission accepted the notion that medical practice in India 

was defined by three “systems”: the Hindu, Muslim, and European systems, 

practiced by vaids, hakims, and doctors respectively. The Commission Report 

consistently presented the notion of three distinct, non-overlapping “systems,” 

though all three, European included, were often overlapping, porous to, and 

connected to other forms of healing and care. The Commission interviewed a 
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number of vaids and hakims, including the Superintendent Hakim at the King’s 

Yunani Hospital in Lucknow, to research how opium was used in “traditional” 

medical texts. The Commission stated that it was “not interested in the 

controversy whether [opium] was introduced by the Arabs or whether it was 

discovered by the natives themselves.”115 But they still sought to establish that for 

a long time, opium held an “important place in the Pharmacopoeia of India.” The 

Commission found that while opium was not mentioned “in the most ancient 

medical works Charak and Susruta,” it nonetheless appeared in a number of other 

Sanskrit texts from the 8th century onwards.116 The Commission also noted that 

opium was consumed as a food, for it was also mentioned in the Ain-i-Akbari that 

Emperor Akbar ate opium alongside fruits. 

 Apart from establishing that the two “native” systems had used opium 

long before the advent of colonialism, the Commission also sought to understand 

what qualified practitioners of these systems would look like. Were they 

hereditary practitioners with knowledge of old texts, like Hakim Nazir Husain 

Khan of the King’s Yunani Hospital in Lucknow?117 Were they graduates of 

particular colleges? Babu Hem Chandra Sanyal, a medical practitioner and 

teacher of anatomy at Madrassa Tibbiya in Delhi, said that the “local authority” 

such as the Deputy Commissioner should determine who was qualified. 118 The 

Commission sarcastically responded, “You would allow the Deputy Commission 
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to grant a special degree in medicine: that is what it comes to?” Sanyal retorted, 

“Doctors licensed by a medical college, of course, have the full authority, but 

there are no colleges and schools from which Hakims and Vaids can obtain 

authority. There are famous Hakims and Vaids here, and they should have the 

power [to prescribe opium].”119  

 Sanyal, as a medical practitioner himself, and a teacher of anatomy at a 

Madrassa, was not saying that formal structures of medical education for Hakims 

and Vaids did not exist. Rather, he suggested that there was no education that 

could grant hakims and vaids “authority” before the eyes of the Commission. He 

was observing the imbalance of power that left hakims and vaids, in this moment, 

with no path to being formally recognized as credible medical practitioners 

capable of responsibly prescribing opium. On the one hand, for the Commission, 

hakims and vaids were distinct practitioners of two distinct “systems,” in which 

opium as a medicine was legitimated by ancient texts and hereditary lineages. But 

they were also presented together as a single category of “quacks.” This was 

especially true for the term “hakim.” Powar maintained that the cause of the 

opium habit was structural, and the culprit was the British government in India. 

Others suggested that it was caused by the poor medical advice given by 

“hakims,” who were often equated with friends. In Rustomji Jehangir’s pro-opium 

text, “A Short History of the Lives of Bombay Smokers,” many of the people 

whose lives he documents began taking opium after being “advised by a friend” 
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or a “hakim.”120 British sources as well, such as a report on the princely state of 

Hyderabad, stated that “the opium habit is generally contracted on the advice of 

friends or of Hakims.”121 

 Though the Commission used the knowledge of hakims and vaids to 

validate the claim that opium was an important medical substance in India, the 

Commission also presented the ubiquity and lack of qualification of such 

practitioners as an obstacle to implementing the medical regulation of opium. 

Surgeon-Colonel Robert Harvey, Inspector-General of Civil Hospitals in Bengal, 

gave a concise statement that was representative of how many colonial officials 

saw the problem of hakims and vaids: 

“The great bulk of the people practically have no medical advice to go to, unless 

they go to those baids and hakims who have no real qualifications, who are not 

registered… As far as I see, there is nothing to prevent any man being his own 

hakim and prescribing opium for himself… [Prohibition] would not decrease the 

consumption of opium in the least… but you would seriously embarrass the 

Government… less than one-fifteenth [of Bengal] can come under proper 

medical arrangements, which could be safeguarded; and you must throw it open 

practically to any man who calls himself a baid or hakim.”122 
 

 Harvey seems to have been suggesting that the problem with prohibition 

was that it would reduce access to a home remedy for those who “practically have 

no medical advice.” At the level of colonial discourse, this statement could easily 

be interpreted as simply a condescending dismissal of the “baids and hakims” 
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who had no “real qualifications” and who were “not registered.” But beyond 

discourse, it also reveals the physical, spatial limits of colonial medicine. Far from 

being a hegemonic system, colonial medicine was self-admittedly bounded in its 

spatial grasp of the subcontinent. After all, Harvey stated, “less then one-fifteenth 

[of Bengal]” could even be medically “safeguarded.” The vaid and the hakim 

came to represent the places and bodies that the colonial medical apparatus 

tenuously held - from rural Bengal, to tribal hill tracts along the Coromandel 

Coast, to zenanas in Ludhiana. Harvey stated that “as far as [he] could see,” 

anyone could become their own “hakim" and prescribe their own opium. But how 

far could Harvey actually “see”? The “hakim” was thus more than a medical 

practitioner representing the category of Unani or “Mahomedan” medicine, who 

prescribed opium as a “Mahomedan intoxicant.”123 The “hakim” also represented 

the many spaces in which opium might be used as a medicine beyond colonial 

sight. 

 The Royal Commission Report illustrates how the colonial state had a 

vested financial interest in keeping its grasp over hakims and vaids weak, given 

the importance of the opium revenue. But it is also clear that many medical 

practitioners - not just hakims and vaids, and not just Indians – could reach places 

that the colonial state stepped around, sometimes timidly. The vaid and the hakim, 

in this particular regulatory moment, were defined in terms of their capacity for 

evasion, as ever-present edges of the colonial state. The “hakim” was, like the 

“pirate” on the open waters or the “thug” in a dense forest, a stock figure defined 
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by evasion, or more precisely, the colonial anxiety about the latent possibility of 

evasion. Hakims were neither running nor hiding, but the opium could move and 

hide through their hands. They represented the spaces of daily life where the 

state’s grasp was uncomfortably tenuous. Unlike a pirate or a thug, however, 

every single person in British India, from the cities to the villages, from the 

capital to the borders, was a possible “hakim.”  

Surgeon-Lieutenant-Colonel Mayne, who was stationed in Bangalore, said 

that opium was “inculcated to the millions of India through many sources, by the 

ever-present Hakims, Vaids, and native doctors.”124 He also added that when he 

traveled in the districts of the Central Provinces as a Civil Surgeon, he was 

“impressed with the universal use of opium by both the official and non-official 

classes.”125 Opium, like “native” doctors, could reach people and permeate spaces 

where the engagement of official state medicine was limited to the occasional 

visit by the likes of Mayne. When Surgeon-Colonel Harvey said, “there [was] 

nothing to prevent any man being his own hakim,” that “nothing” included the 

law. 126 When Zabardast Khan was likened to “Vaids and Hakims,” it was because 

he was beyond the “power” of the Government, to use Khan’s own word. When 

Harvey said that attempting to regulate opium sales would only “seriously 

embarrass the Government,” the embarrassment would come not from legally 

legitimizing “native” medicine, but from attempting to control something that 

could not be controlled. 
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 This chapter explores how opium and the “hakim” revealed and scrambled 

spatial categories of control - between “East” and “West,” between public and 

zenana, and between colonial dispensaries and imperial coffers. I first will to 

address the East/West binary by illustrating how the “native quack” was tied to 

European forms of unlicensed medical practice in India. I then want to show how 

these forms of medical practice accessed spaces often perceived as beyond the 

colonial gaze. Finally, I will discuss how though the “native” hakim as a figure of 

evasion was not entirely “native,” the idea of the “native quack” served an 

important purpose in actually mitigating the possible financial “embarrassment” 

that would result if the opium revenue were curtailed. In other words, the hakim 

could evade control, but in the context of opium, colonial officers also did not 

want to control the hakim. In this chapter, we spend almost no time with medical 

practitioners who identify themselves as hakims. I leave that for the next chapter. 

For now, we will meet people whose ways of using opium associated them with 

the “hakim” as a category of evasion in the Royal Commission Report, like 

Zabardast Khan. 

 

European Hakims 
 Zabardast Khan was a challenge to the idea of the “hakim” as a Muslim 

practicing the Unani system. Many of the self-identifying hakims who appear in 

the Commission Report had significant forms of training and legitimacy in the 

eyes of the Commissioners. They were hereditary practitioners, longtime students 

of famous hakims, could cite old texts within their “system,” and practiced in 

royal courts or in large cities like Delhi or Bombay. Hakim-like former-policeman 
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Zabardast Khan, comparatively, had just “set up.” That too, he had set up as a 

practitioner not of Unani, but of allopathy and homeopathy. Another Indian 

practitioner of allopathy and homeopathy, Mr. Charu Chandra Ghose of 

Lucknow, said these systems fell under “the European method.”127 Ghose’s 

interview followed along very similar terms to Khan’s. He too said that opium 

should only be allowed with a medical prescription. He too had no formal medical 

training. And after Ghose clarified for the second time that he practiced allopathy, 

a Commissioner asked a chemist who had accompanied Ghose, “What 

prescriptions do you generally make up. Are they the prescriptions of Vaids and 

Hakims?”128 The reply was simply, “No.” The chemist was asked if Ghose was a 

“doctor,” which he confirmed - but he also stated that “the profession of a doctor 

in India is one that anybody can adopt.” Even if Ghose said he practiced the 

“European method,” his uncertain medical education still made him a “native” 

doctor for the Commission.  

 For the Commission, the space of medicine was fissured along the binaries 

between the “native” and “European,” and between the “quack” and the licensed 

doctor. Many of the Indians they were interviewing, like Zabardast Khan and 

Ghose, were also invested in those binaries, if in slightly different ways. While for 

Khan and Ghose, the practice of allopathy and homeopathy might have 

distinguished them from “native doctors” as particularly credible opium 

prescribers, they did not seem to believe that practicing the European method 
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without a professional degree qualified as quackery. The creation of categories 

that distinguished the “native” doctor as distinct from the “professional” doctor fit 

within a historical process that extended far beyond South Asia, and far beyond 

colonial knowledge production. During the nineteenth-century, both Britain and 

America underwent dramatic changes in the professionalization of medicine.  

At the beginning of the nineteenth-century in Britain, most illness was 

dealt with in the home, was strongly based in “naturalistic practices,” and was 

managed by women. 129 Many texts of home remedies written during the period 

used simple language to increase accessibility, and were positioned in direct 

opposition to the professionalization of medicine. As medical communities of 

doctors emerged in Britain, there was increasing pressure to professionalize 

medicine. This was often contested by those who ascribed to liberal economic 

theories of competition, and suggested that the professionalization of medicine 

would create a hegemonic monopoly in the medical marketplace. But by the mid-

nineteenth century a number of institutional and legal changes set the stage for a 

regulated medical practice, including the consolidation of teaching hospitals, the 

increasing number of practitioners that sought the prestige associated with 

membership to the Royal College of Surgeons, and the passing of the 

Apothecaries Act in 1815. 130 The Apothecaries Act made prescribing medicine 

without a license illegal in Britain. Acquiring a license involved a number of 
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educational requirements, including a five-year apprenticeship. The license was 

used to distinguish between “regular” practitioners and “druggists,” but it was 

also used to protect those with a license from competition. The Medical Act of 

1858 established the General Council of Medical Registration and Education, and 

further ossified the boundary between “qualified” and “quack” practitioners. By 

1894, medical organizations in both Britain and the United States had done 

significant work to curtail the practice of “quacks” who did not meet the legal 

requirements for practice.131 The colonial encounter with “British” medicine that 

distinguished the “doctor” from the “hakim” along a binary of professional/quack 

was thus embedded within broader, global encounters with modernity.  

The discomforts of professionalization in Britain were critical to the 

historical trajectory of the “hakim” as a category of evasion. Khan said he 

“sometimes” practiced according to the Unani system, but only after he was asked 

about his relationship to Unani by a Commissioner. Considering that the 

Commission never asked Khan if he practiced according to the “Hindu system,” 

they seem to have assumed, as his name suggested, that he was Muslim. But that 

may not have been the case. In 1883, about ten years before the Commission 

interviewed Khan, a report of the Methodist Episcopal Church printed in New 

York City mentioned a local preacher from Cawnpore named “Brother Zabardast 

Khan, who had just retired from government service on a pension.”132 The 
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Zabardast Khan who testified before the Royal Commission stated that he had 

retired from the police about ten years prior and was taking a pension. In 1893, 

the year before Zabardast Khan’s Commission interview, another report of the 

Methodist Episcopal Church mentioned that the Christian Reverend Zabardast 

Khan managed a dispensary in Cawnpore.133 In 1900, a Zabardast Khan doing 

medical work in Cawnpore was also mentioned in the Directory of Protestant 

Indian Christians.134 

 These reports seem to suggest that the Zabardast Khan who appeared 

before the Royal Commission on Opium, who practiced homeopathy and 

allopathy, and whom the Commission associated with hakims and vaids, was a 

Christian reverend. Khan’s case raises a number of important questions about the 

category of the “hakim.” For instance, could the supposedly “native quacks,” as 

colonial sources called them, actually be embedded in European and American 

strains of healing practice, such as missionary medicine and homeopathy, that 

were transforming in the Indian context? Could they be quacks not because they 

were hakim-like native practitioners, not because anyone could “set up” as a 

doctor in India, but because they were engaged in transnational Euroamerican 

networks that were placed ambivalently in relation to the professionalization of 

medicine in the “West”? Khan, identified himself as a practitioner of homeopathy, 

allopathy, and “sometimes” Unani. Mark Weatherall has argued that medicine 
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was “made scientific” in the second-half of the nineteenth-century in Britain in 

order to distinguish licensed practitioners from their “quack” competitors, 

especially practitioners of homeopathy. Homeopathy was developed by the 

physician Samuel Hahnemann towards the end of the eighteenth and beginning of 

the nineteenth-century on the principle of similia similibus curentur, or “like cures 

like.” It spread in Britain starting in the 1830s, and by the 1860s, represented a 

significant voice in opposition to the professionalization of “allopathy.”135 

Homeopathic practitioners in Britain criticized the violent therapeutics and lack of 

empirical rigor on the part of allopathic practitioners. In response, a number of 

allopathic practitioners attempted to define homeopathy as a form of unscientific 

“quackery.” For instance, the British medical press widely publicized a 

commencement speech given by the President of the Homeopathic College of 

New York in 1861, in which he said, “You need not stick alone at Homeopathy; if 

that will not cure, try Allopathy; if Allopathy fails, try Hydropathy; and if you are 

not then successful, adopt Spiritualism, or any other curative means that may be at 

hand.”136 Denouncing medical pluralism was one of the marketing techniques used 

by professional medical bodies and journals to disparage homeopathy, and protect 

the interests of doctors trained in medical schools within “the highly competitive 

medical marketplace of mid-Victorian Britain.”137 Making medical pluralism seem 

atypical and affixing it to “quackery” was an effort to curtail practices like 
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homeopathy, mesmerism, and spiritualism that evaded professionalized 

definitions of what “medicine” could be.  

 When Khan stated that he practiced homeopathy, allopathy, “sometimes” 

Unani, and also had no medical degree, he was like a “hakim,” but not just 

because he fit within a colonial category of the “native” practitioner who could 

“set up.” He fit squarely within the tension between the categories of “quack” and 

“professional” that had become entrenched within the British medical 

marketplace by the end of the nineteenth-century. Moreover, his willingness to 

practice multiple “systems” was not evidence of a plural medical landscape in 

South Asia alone, but of experimental, fluid forms of healing that were being 

isolated and exotified in Britain and America as well. Atool Krishna Datta, a 

practitioner of homeopathy and allopathy in Calcutta, and an honorary member of 

the Homeopathic Medical Society in Philadelphia, described his own experiments 

with opium. 138 He said that in homeopathy, opium was prescribed in “infinitesimal 

doses” in cases of typhoid fever, cholera, habitual constipation, and “mania.” But 

he also said that he himself had suffered from an opium habit that resulted from 

trying to take a large dose of opium as a medicine. The Commission was confused 

by why a practitioner of homeopathy, who used “infinitesimal doses,” would take 

a large dose. Datta said that he had “only experimented it by making provings.” 139   
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 Studies of homeopathy in India have shown how an originally European 

body of knowledge was made “vernacular.”140 I am suggesting that the vernacular 

category of the “hakim,” as a “native quack,” was actually built on categories of 

the “quack” versus the “professional” within Europe that first formed outside the 

colonial encounter. In other words, the “hakim” can be seen as a “vernacular” 

category, not just a colonial category. To the Commission, Zabardast Khan may 

have been like a “hakim” who could “set up,” but as a practitioner of homeopathy, 

he was like a European or American quack/hakim, who evaded professionalizing 

laws and groups that attempted to define “medicine” on exclusionary terms. The 

“hakim” and the “vaid” were categories that represented the “quack,” but the 

category of the “quack” itself first became loaded with meaning in the 

competitive medical marketplace in Britain. Practitioners like Zabardast Khan, 

located in South Asia, were situated in global networks of non-professionalized 

healing that extended beyond the colonial state. The global nature of those 

networks was obscured in South Asia behind colonial categories that located 

quackery in the native “hakim.” 

 

 

Missionary Medicine, Zenanas, and Sites of Evasion 

The “hakim” as a category was also associated with particular sites that 

were perceived to be beyond the reach of the colonial state. Zabardast Khan was a 
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Christian missionary worker in Cawnpore, and if hakims permeated spaces that 

were inaccessible to the colonial state, this was true for medical missionaries as 

well. From the early nineteenth century, missionaries saw medicine as “one of the 

very few forms of help which the Hindu is at liberty to receive.”141 During the First 

International Convention for student volunteers in foreign missions held in 1891 

in Cleveland, Ohio, a certain Dr. Graham described his experience near 

Cawnpore, where Zabardast Khan was located: 

“I never studied medicine, but when I went to my last field of labor, which was 

some thirty miles from Cawnpore, the natives came to me and asked me to give 

them medicine… I had to tell them I had received no training as a physician. That 

made no difference… It is in this way that the missionary goes everywhere into 

the families and homes of the natives; otherwise it would be impossible to enter 

the homes.”142 

 

 Dr. Graham, repeatedly noted his own lack of medical qualification, but he 

also described medical help, whether qualified or not, as a key for missionaries to 

access the personal and intimate spaces of Indians. He also described missionaries 

in opposition to the colonial state: 

“While the government dispensaries will give [Indians] medicine freely, yet the 

natives are afraid of them… but they will gladly go to a missionary, because he 

does this good work for affection, and the government servants take 

compensation for this business from the government. So the government work 

does not touch ours.”143 
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Graham described medical missionaries as different from the colonial state, 

firstly, because they were able to access spaces theoretically closed to the 

government, and secondly, because their motivation was not “compensation.” 

What also distinguished missionaries was that many of them, like Dr. Graham, 

did not meet the colonial state’s standards for the qualification necessary to 

practice medicine. In this section, I first want to briefly show how medical 

missionaries, like practitioners of homeopathy, were positioned ambivalently with 

regard to the professionalization of medicine. I then want to show how medical 

missionaries, who themselves were attempting to penetrate the intimate spaces of 

India, described the way hakims prescribed opium in these space - particularly in 

the zenana. 

 We thus shift sites with Miss M. Rose Greenfield, the Superintendent of 

the Zenana Mission and the Charlotte Hospital and Dispensary for Women in 

Ludhiana.144 Greenfield had held her position in Ludhiana for eighteen years 

before the Commission met her, and based on her experience in the zenanas of 

Punjab, she was in favor of the complete prohibition of opium, except for medical 

purposes. Her time in the women’s hospital gave Greenfield a voice of authority 

before the Commission on the use of opium by women. She described how opium 

was used by young Indian women to commit suicide, but more importantly, to kill 

their babies, or “to keep them quiet” when they went to work.145  Unlike Khan, or 

even Soonderbai Powar, who suggested that anyone who took opium had a strong 
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chance of falling to the habit, Greenfield felt that Indians were particularly at risk 

on account of having “so little self-restraint, so little moral courage.”146 But she 

also felt that opium was not entirely at fault for the state of Indians, particularly 

women. “The mental development of the women of India is so neglected,” she 

reported, “that an abnormal stupidity on the part of the opium-eater might be 

accounted for on other grounds.”147 

 Just as the Commission assumed Zabardast Khan was Muslim, they also 

seem to have assumed that Greenfield had a formal medical education. It took a 

total of fifty-five questions and answers for the Commission to realize, against 

their expectations, that just like Zabardast Khan, Miss Greenfield in fact had no 

medical degree. In contrast, it took the Commission just three questions to ask 

Khan, “You have not had a regular medical education?”148 Perhaps this 

discrepancy is because Greenfield was the superintendent of a missionary 

hospital. Greenfield said she was “forced into doing medical work by the great 

necessity which we had for it.”149 Even as she engaged in defining difference along 

the European/native binary in terms of the mental underdevelopment of Indian 

women, a lack of “self-restraint,” and mothers who administered opium, she 

herself defied the professional/quack binary. Greenfield was one of many medical 

missionaries working in India without formal medical qualification.  
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Medical missionaries from Britain, America, and Canada were critical 

sources on how opium was used in intimate spaces for the Royal Commission. 

Domestic womanhood, and the zenana in particular, has been described in 

historiographical writing in terms of a public/domestic boundary, as an area 

hidden from the colonial gaze, as an “uncolonized space” beyond the veil.150 

Indian zenanas, and their inaccessibility to male doctors, created new 

opportunities for both professional and non-professional female medical 

practitioners who were disallowed from practicing medicine in Britain on account 

of their gender. Some even suggested that India was an important receptacle for 

British women who sought to enter professional spaces like medicine. Maud 

Diver, an English housewife to a colonial official in Punjab, said that “in this age 

of restless, nervous energy, a brave woman in search of work worth doing might 

do worse than devote her power to the service of India's stricken millions."151 

 British women associated with “zenana missions” set up women’s 

hospitals throughout India. While many of these women, like Greenfield, lacked 

formal medical education, quite a few also had M.D. degrees. Take for instance, 

Dr. Elizabeth Bielby, M.D., who studied medicine at the University of Berne in 
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Switzerland.152 She first worked for six years in Lucknow as a medical missionary 

before returning to Europe to obtain her degree in medicine. She then came back 

to India and founded the Lady Aitchison’s Hospital for Women in Lahore. Bielby 

told the Commission that roughly half the women she treated in Lahore took a 

small daily dose of opium. She also said that while she thought that more women 

gave opium to their infants in Lucknow than Lahore, she couldn’t be sure, as she 

had “been making more careful observations since I was qualified than before - I 

have been in a better position to make observations.”153 Bielby articulated the 

difference between formal medical qualification and missionary practice in terms 

of her own observations of opium use.  

Medical missions could thus act as a gateway between the non-

professional medical practice of American and European women, and 

professional medical practice. Some missionary lady doctors, as they were called, 

also distinguished themselves form hakims in a way that Soonderbai Powar did 

not. The Commission was keen to learn from missionary women about how 

opium was used in the zenana, particularly as a poison for infanticide. Miss 

Carlton, M. D., who had obtained her degree from the Women’s Medical College 

of Philadelphia, and was a medical missionary in Umballa, said that one mother 

procured a medicine other than opium for infanticide from “some Hakim.”154 

Concerns about infanticide, especially female infanticide, permeate the Royal 
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Commission report.155 The Commission was also curious about if women gave 

opium to their children in cases of malaria. Elizabeth Bielby said that they 

acquired opium for this purpose from “native doctors.”156 

But female doctors also resisted the colonial discourses around 

irresponsible hakims and heartless Indian motherhood. Lillian Hamilton, M.D., a 

doctor at the Lady Dufferin Dispensary for Women in Calcutta, was asked if 

infants were given opium. She replied, “I think it is only done among the lower 

classes here, but I think it is also done in England. Syrups of various kinds are 

given by mothers to keep their children quiet while they are at work, that is all.”157 

When asked if she knew of any European children who had been given opium by 

their ayah, Hamilton replied that she knew of one child who had been given 

opium - but by a European nurse, not an ayah. Contrary to Greenfield’s 

description of the intellectual failings of Indian women, Hamilton said, “I have 

seen women who have taken opium for ten years, and they have been quite as 

intelligent as anybody else.”158 

Women doctors and medical missionaries, whether or not they had a 

formal medical degree, were able to access sites that were generally inaccessible 

to the colonial state. Unlike the practitioners of homeopathy whom we met in the 

last section, the Commission did not question the legitimacy of missionary 

medical practitioners by suggesting they “set up” in the manner of hakims. 
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Women medical practitioners were questioned by the Royal Commission as 

authorities on the way that women took opium, and gave it to their children. They 

also sought to understand if medicines such as opium for children were prescribed 

by “native doctors” like hakims. Missionary medical practitioners, and women 

doctors in particular, were thus positioned as practitioners who, though not always 

qualified with a formal medical education, could make spaces that were usually 

within the purview of “native” practitioners visible to the Commission. They were 

counter-hakims. As European and American practitioners who sometimes did not 

have medical degrees, they fractured the European-professional/native-quack 

binary. But at the same time, they could also make opium use in private, gendered 

spaces, knowable. The “widow” was a stable category on which Powar’s 

argument could “pivot.” The “hakim,” as I have tried to show, was a moving 

shifting category, associated with evasion – but not inclusive of all evasion. In 

fact, certain forms of unlicensed medicine could bring the “hakim,” as an 

unlicensed practitioner, into sharper view. 

 

Medicine and Money 

 To conclude, I want to suggest that the category of the hakim as a category 

of evasion offered a convenient loophole for those who actually did not want to 

control the prescription of opium. Surgeon-Colonel Harvey, whom we met at the 

beginning of this chapter, said that restricting opium sales would “seriously 

embarrass the Government,” because it would require writing into law that the 

power of opium prescription was available to “any man who calls himself a baid 
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or hakim.”159 But what about the likes of Zabardast Khan or Charu Chandra Ghose 

who quite explicitly did not identify as, and even distanced themselves from vaids 

and hakims? Khan and Ghose, had no medical degree, the power to evade, and 

thus the power to “embarrass.” 

 I want to pause on the word “embarrass” for a moment, because it appears 

in multiple places in the Royal Commission Report. In a letter to the British 

Resident at Hyderabad, the Minister to the Nizam stated that if the production and 

sale of opium for non-medical purposes were prohibited in both British India and 

the Native States, “interference with the normal consumption of opium would be 

resented… and in the city of Hyderabad would be likely to engender a feeling the 

results of which might be most embarrassing to the Government.”160 This 

statement implied that prohibiting opium would lead to civil dissent, and this 

dissent would be “embarrassing.” Phrases like “financial embarrassment” were 

also used to describe the expected effects of opium prohibition on the 

Government of India revenue.161 

 This pervasive language of shame, embarrassment, and in the case of 

Hyderabad, a loss of control, seems to suggest not a controlling state, but a 

vulnerable state. On the one hand, as we have seen, hakims and vaids could 

access the hinterlands and zenanas, and spaces where the colonial grip was 

limited. But “embarrassment” also described the large loss to the already shaky 

revenues of the Government in India that could result from prohibiting the sale 
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and trade of opium. At one point, in a discussion of the financial costs of ending 

the opium trade, the Commission even asked a witness if ending the opium trade 

would require ensuring that opium traders were compensated “as we compensated 

the West India planters on the suppression of the slave trade,” which would be a 

“formidable question.”162  

In this chapter, I have explored the limits of colonial medicine through 

medical practitioners who could evade regulation, and those who could make sites 

of evasion legible. But I want to conclude by suggesting that even though the 

Commission seemed anxious about the inability to determine who a legitimate 

practitioner was, ultimately, this was not a particularly South Asian problem. A 

similar problem had faced professional medical groups in Britain in the early 

nineteenth-century. In the particular context of regulating opium, however, 

controlling the bounds of professional medicine, and thus the flow of opium, 

could have been the cause of many kinds of “embarrassment” – including 

financial. The “hakim,” which I have described as a category associated with the 

“quack,” certainly spotlighted the ways that the professionalization of medicine 

was not total – in both Britain and in India. Then again, at a moment in which the 

loss of opium revenues could have been a source of “embarrassment,” control 

didn’t need to be total. 
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4 

Climate and Convergence 
 

 Hakim Abdul Razak had been living in the princely state of Junagadh for 

twenty years by the time he presented himself before the Royal Commission in 

the city of Ahmedabad, in the year 1894.163 Junagadh was located on the shores of 

the Kathiawar Peninsula in modern-day Gujarat. It was embraced on one side by 

the warm waters and moist air of the Arabian sea, and on the other, by the Girnar 

Hills. When the monsoon arrived through the Gulf of Cambay, it drenched 

Junagadh in an ever-present dampness. Razak was employed by the court of 

Nawab Saheb Rasulkhanji to provide medical service to the people of Junagadh 

within the Unani system, which gave Razak cause to notice that opium pervaded 

daily life in Junagadh.164  

As a sign of hospitality, Razak observed, the chiefs of Kathi gave opium 

as a drink called kasumbha to all guests who arrived, even before offering them 

food. There was a story to go with this ritual. It was said that the Kathis were once 

a belligerent group, whose little chiefdoms fought battles at the slightest 

provocation. They took up arms against one another, drenching the earth of the 

plains and the water of the ocean in hot blood. Thus, one day, a bhagat, or priest, 

introduced a rule to stop the violence. He ordered that all meetings amongst the 
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chiefs should begin with drinking kasumbha, to pacify the blood and bring 

harmony. Kasumbha was consumed at funerals, marriages, betrothals, to welcome 

guests, to reconcile after a disagreement, to seal a verbal agreement – and to deny 

the gift of kasumbha was a grave offence.165 Such a “gift” of opium was not 

simply altruistic but, in the words of Marcel Mauss, was filled with “agonism.”166 

The “habit” of opium, that was to be taken over and over again amongst one’s 

neighbors, was perpetuated by the demands of reciprocity. It was the “habit” of 

reciprocity that controlled and contained the combustive power of violence. 

Hakim Abdul Razak also observed that opium was eaten to make difficult 

labor more bearable. For those who took it in moderation, opium “enabled [them] 

to keep up their spirits and work harder with less fatigue.” Those who took it 

excessively however, would find that opium could be a “poison.” Nonetheless, it 

was prescribed as medicine for pain, and for diseases produced by the particular 

climate of Junagadh where the evaporated water of the Arabian Sea filled the air. 

Razak explained that “in this country, which is near the sea, and the air is moist, 

and where colds and coughs prevail, we give [opium] pills to the children… to 

cure or moderate various diseases.”167 Razak was not unique in linking opium to 

geography and climate. This chapter is a picture of some of the therapeutic uses of 

opium within the chaos of the Commission report. In particular, I will focus on 

etiologies of opium use that centered on the “climate” and the body, on the 
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coldness of the air and the hotness of blood. We will see how older global 

encounters of Indo-Islamic and Greco-Roman medical knowledge manifested in 

1894 through two afflictions that were treated with opium: malaria and phlegm. 

Malaria, before the mosquito was found to be the vector in 1897, was believed to 

be caused by a damp “climate.” The colonial field of “medical topography” 

attempted to locate malaria within particular climates and geographies. Both 

Indian and British medical practitioners also associated opium use with conditions 

of “phlegm” that emerged from cold, damp climates. I briefly trace the histories 

of medical topography and humoral theory to argue that these two “braided 

sciences,” to use Projit Mukharji’s term, both built on a shared knowledge of 

“climate” to establish bodily difference between tropical/phlegmatic Indian bodies 

and temperate/sanguine British bodies.168  

Many of the testimonies in the Royal Commission Report, like that of 

Hakim Abdul Razak, attend to how opium as a drink or a food or a pill could 

mediate the space between the environmental conditions of the “climate” and the 

material conditions of the body. Such testimonies that knotted opium, the climate, 

and the body, came from throughout the subcontinent. Far away from Hakim 

Abdul Razak, on the other side of India, a certain Mr. B. V. Ramanarasu Pantulu, 

a tahsildar or collector in Ellamanchili, also had thoughts on the role of climate in 

determining opium use. 169 With Pantulu, we shift momentarily from the 

northwest to the southeast, from the Kathiawar Peninsula to the Coromandel 
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Coast, from the Arabian Sea to the Bay of Bengal, and from the Nawabs of 

Junagadh to the tribals of the Gudem hills. Amongst the tribes in Ellamachili, 

Pantulu reported, opium was a sign of hospitality, which the headman of the hills 

provided to guests before food. Men took it before going to the fields for the day’s 

work. And like in Junagadh, opium was a medicine, frequently given to infants, 

against the climate. 

 Like Razak and Pantulu, many others described opium as a food of 

hospitality and ritual, as a stimulant for labor, as a substance given to children, 

and as a remedy for the climate. “Climate,” moistness and dryness, cold and heat, 

was also discussed by British civil service officers, in explanations of why opium 

was used and how it affected the body. Even British infrastructural projects were 

linked to opium through climatic explanations. One member of the Indian Civil 

Service, Mr. T. Gordon Walker, claimed that the building of extensive canal 

systems for irrigation in Punjab were turning “a dry climate to what you would 

call a damp one,” leading to malarial conditions.170 Many British officials 

believed that opium was a common home remedy for malaria. Walker and others 

who testified before the Commission raised the concern that state infrastructural 

projects to improve agricultural yield with canal irrigation were actually changing 

the climate of India itself, thus changing the topography of disease and the 

prevalence of opium use. 

 “Climate” thus offers us a lens into multiple understandings of how opium 

organized bodily relations. Marx observed that the fetishism of commodities 
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“conceals, instead of [discloses], the social character of private labor, and the 

social relations between the individual producers.”171 The historiography of the 

opium trade has largely treated opium as a commodity – that is, as an economic 

substance and as a political substance. In the last two chapters, I have treated 

opium as a political substance around which arguments about citizenship, law, 

and medical categories were articulated. But opium was also a drink, a food, and a 

medicine. Opium as a material substance contains within it a history of social 

relations, but it also contains a history of bodily relations. It filled, structured, 

disintegrated the space between the “body” and the “climate” through various 

formulations of interior and exterior, “culture” and “environment,” as well as 

production and consumption (which I will discuss in the conclusion). David 

Arnold writes that colonial medicine “represented direct intervention in, and 

interaction with, the social, cultural and material lives of the Indian people” 

through the “dual engagement” between “environment” and “culture.”172 I would 

like to reposition colonial medical intervention, and its preoccupation with the 

“culture” and “environment,” within a longer history of engagement with South 

Asia. I do so by treating opium as a material substance that mediated the space 

between the “body” and “climate.” 

This chapter is structured around two formulations of the body. The first is 

the “raced body,” in which opium, as a particularly non-European substance, was 
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thought to prevent or cure malaria, a particularly non-European disease, which 

was produced by a particularly non-European climate. Opium, it was widely 

believed, affected European and “Oriental” bodies differently. The Commission 

attempted to show how opium was a necessary treatment for malaria in India 

along racial lines that determined bodily difference in terms of climatic 

difference.173 The second formulation of the body is the “fluid body,” in which 

opium interacted with climatically-informed substances within the body. While 

moisture was frequently associated with malaria, it was also associated with 

“phlegmatic diseases.” Opium, which could cool Kathi blood and warm bodies in 

moist, chilly Ellamanchili, was often described as a medicine within humoral 

descriptions of the body by both British and Indian medical practitioners. 

“Climate,” as an object of study, was not just a means within colonial discourse of 

establishing bodily difference, but it was also a pre-colonial historical artifact of 

medical similarity. Humoral theory, as a shared medical strain, was used to 

explain racial bodily difference within the specific context of the colonial 

encounter around opium. But exploring the many ways in which opium was 

discussed in relation to bodily fluids also shows how “braided sciences” could 

diverge and split at their ends.  

Through these two formulations of the body and climate, I hope to 

illustrate how opium articulated individual bodily positions within structures of 

colonial discourse and medical knowledge at the same time. The historiographical 
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attention given to the political economy of opium has obscured the many lives, 

the many meanings, and the many bodies through which opium moved. I will 

argue that a raced body could sometimes be a fluid body – but not always. Hence, 

we observe opium through bodies in climates. 

 

Malaria and the Raced Body 

 “Climate” was as important for colonial officers as it was for Hakim 

Abdul Razak in Junagadh and Mr. B. V. Ramanarasu Pantulu in Ellamanchili, but 

in a different way. Razak and Pantulu described opium use in geographies that 

were located by water bodies, making them moist and chilly – but that could 

describe Junagadh, Ellamanchili and England. The Commission rarely discussed 

climate as tied to particular geographic spaces. Instead, the Commission was 

interested in establishing the climatic differences between colonial spaces, like 

“Europe” and “India.” Individual constitution and infectious disease were seen as 

correlates of climatic difference. The Commission asked Sir John Tyler, the 

Inspector General of Prisons for the North-Western Provinces and Oudh, if he 

believed “the difference either of constitution or climate” between Indians and 

Europeans led to different “reaction[s] towards opium.” 174 Tyler replied in the 

affirmative, that both the constitution of Indians and their climate changed how 

opium affected them. Many colonial doctors, however, established more complex 

links between opium, climate, and disease, particularly malaria. For instance, the 

Chief Medical Officer of Rajputana said Indians “use [opium] both to cure and 

																																																								
174 Royal Commission on Opium, 3:110. 



 96 

prevent malarial fever, and it is a great prophylactic against many of the diseases 

common in tropical climates.”175 

 The Royal Commission gave significant attention to establishing the role 

of opium, as a distinctly Indian medicine, for curing malaria, as a distinctly Indian 

disease. As David Arnold writes in The Tropics and the Traveling Gaze: India, 

Landscape, and Science, 1800-1856, malaria, dysentery, and late the 1817 cholera 

epidemic, were seen as “deadly confirmation of the peculiarly pestilential nature 

of the country and the climate.”176 The Commission attempted to show that opium 

was necessary in India as a home remedy for “tropical” diseases. It was stated 

repeatedly that opium had fewer negative effects on Indians than on Europeans, 

and that this could be due to differences in “climate, race, [and] malarial 

cachexia.”177 Indian bodies and European bodies were often distinguished by the 

effects of a malaria-producing Indian “climate” and the Indian medicine that was 

suitable to treating Indian bodies of an Indian disease. Racial difference was thus 

established in terms of climate (tropical), disease (malaria), and the “native” 

medicine (opium) used to manage climate and treat disease.178 
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 The Royal Commission was intent on showing how opium use was linked 

to medical treatments for malaria. They asked almost every witness whether they 

lived in a malarial district, including the collector from Ellamanchili, Mr. B. V. 

Ramanarasu Pantulu.179 They included detailed quantitative studies in their report 

to prove that opium consumption was highest in areas with a high prevalence of 

malaria cases.180 The effectiveness of opium to treat malaria was a much-debated 

subject, even amongst the witnesses who presented before the Royal Commission. 

Some British doctors, and Indian doctors trained at colonial medical colleges, 

stated that they treated malaria with quinine as opposed to opium. On the other 

hand, other doctors suggested that the chemical, narcotine, that could be found in 

opium might be a suitable substitute for quinine.181 Doctors, hakims and vaids had 

a range of views on the effectiveness of opium as a treatment for malaria. Most 
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stated that opium could treat dysentery and prevent fever caused by cold and 

damp weather, but few said opium was a treatment for malaria.182  

 In the nineteenth-century, British medical writings about the West Indies 

and India extensively detailed the effects of climate on health. One significant text 

in this genre was James Johnson’s 1813 treatise, The Influence of Tropical 

Climate, More Especially the Climate of India, on European Constitutions. 

Johnson’s text was influential in the development of “medical topography” as a 

field of inquiry in British India. It was followed by texts about particular areas of 

India, such as Notes on the Medical Topography of Calcutta (1837) and Notes on 

the Medical Topography of the District of Sarun (1839). These texts were 

concerned in great part with how to lower the morbidity rates amongst European 

troops in India by identifying areas free of disease like malaria. Far from being a 

land under tight colonial management, India represented a climate that posed a 

constant threat to British health, and British control.183  

 British revenue-seeking interests might have managed and moved some 

Indian bodies as inputs of economic production, but the Indian climate, at least as 
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it was imagined, had the capacity to manage and move British bodies as inputs of 

colonial management. The Indian hill stations, to which British families would 

retreat during the summer, were manifestations of the colonial obsession with 

identifying pockets of India that would be safe for the European “constitution.”184 

India under a British gaze was a mottled landscape of enclaves, from hill stations 

to army cantonments, intended to keep away and reduce the infectious potential of 

the “tropical climate” and its diseases, like malaria. Anxieties about the Indian 

climate’s control of British bodies also manifested in discussions about how 

canal-building was changing the climate in certain regions of India, and 

increasing the prevalence of malaria. In the early 1850s, T. E. Dempster showed a 

correlation between canal irrigation and malaria incidence.185 In the Royal 

Commission Report, a number of witnesses expressed concern that the canals 

were introducing a “damp” climate in otherwise dry areas. British attempts to 

control Indian land for agricultural production and revenue produced the very 

climatic conditions for malaria that controlled British movements through the 

land. The climate could push against the colonial state’s interests by determining 

the topography of disease. The climate could change the relationship between the 

colonial state and the land itself. The colonial state sought to control land through 

canal infrastructure, but thus made the land uncontrollable by creating a malarial 

climate.  
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 It was only in 1897, three years after the Royal Commission, that Ronald 

Ross published his discovery of how malaria transmission occurred through 

mosquitoes in the British Medical Journal. Ross would go on to win a Nobel 

Prize in Medicine for his discovery. But in 1894, malaria was still understood to 

emerge from thick forests which had not been settled and cleared, stagnant water, 

and damp climates, like the areas around canals.186 Malaria may have been the 

cause for shifting some people (British officers, their families, and the army) to 

areas where it was believed that the disease was less prevalent, but it also offered 

a justification in the early nineteenth-century for fixing other people (tribals, 

nomadic groups, agriculturalists) through the clearing of forests and the 

settlement of agricultural land.187 The settlement of land and the creation of 

laboring bodies was a critical project for colonial revenue in the first-half of the 

nineteenth-century. Malaria and opium, at the level of discourse, defined raced 

bodies along the spatial lines of India and Britain. But as the term “medical 

topography” suggests, and as the problems with canal irrigation revealed, malaria 

was a spatial, topographical problem that challenged British efforts to fix and 

mobilize bodies. When we consider how raced bodies at a discursive level were 

motile bodies at a disease level, it allows us to think about opium a little 

differently. Opium, discursively, was a substance that affected British and Indian 

bodies in different ways as a treatment for malaria, evidencing inherent bodily 
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difference. But opium as a treatment for malaria was an indicator of the public 

health failure of colonial canal-building, evidencing how a disease that had 

justified infrastructural intervention, had been reinforced through that very 

intervention. “Climate” was a means of articulating bodily difference through 

“tropical” and “temperate” colonial categories of space, but the climate was also 

changed with colonial interventions that made the body vulnerable to the diseases 

of canals. 

In her analysis of two eighteenth-century British plays about creole lovers 

in the West Indies, Jennifer Donahue argues that race in the British West Indies 

came to be articulated through metaphors from humoral theory and climatic 

theory, as opposed to differences in skin color or place of origin.188 Her work 

offers a reminder that the process of distinguishing bodies based on climate was 

not happening just between the Indian colony and the British metropole, but 

through the British colonies at large. Opium, nonetheless, illustrates how the 

justification for domination, in this instance, relied on particularizing place. India 

was not just the land of malaria, but the land where Indian bodies infected with 

malaria could be treated by the Indian medicine of opium. Opium was particularly 

suited to the Indian body over the European body. The case of canal irrigation, 

which worked against colonial interests, offers a humorous reminder of how 

climatic difference as racial difference at the level of discourse, could also 

translate into anxieties about the supremacy of the climate. 
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Malaria was not the only disease associated with canals. Chaudhari Ghasi 

Ram, the Zemindar of Muzaffarnagar in the United Provinces, said, “As the 

climate of this country has recently become damp by construction of many canals, 

[opium] consumption is a protective measure for certain head diseases - catarrh, 

etc; for it keeps an old man nervous, preserves him from phlegmatic diseases.”189 

Ram, like the civil servant, Mr. T. Gordon Walker, observed that canals had 

changed the climate, but instead of causally linking this climatic change to 

malaria, he said it caused “head diseases” like catarrh involving excess mucus. To 

Ram, the increase in opium use was caused by phlegm, not malaria. When the 

Royal Commission pursued a narrative of opium as a “native” Indian medicine 

that suited Indian bodies and that cured malaria as an Indian disease, opium was a 

political substance concentrated in racial explanations for the differences between 

Indian and British bodies. Chaudhari Ghasi Ram’s statement pushes us to look 

beyond colonial discourses of race that pivoted on malaria to understand the 

bodily relations of opium that were produced by “phlegmatic diseases.” I now 

want to decenter, even decolonize, opium as a medicine for malaria, by shifting 

our attention to opium as a medicine for phlegm. This shift also involves engaging 

with a historically connected, but still different understanding of the body. 

 

Phlegm and the Fluid Body 

 The British interest in India’s climate did not arise organically from the 

moment of colonial encounter, but rather drew on older strains of medical 
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knowledge about how the physical environment affected human health. 

Environmental determinism featured in medical writings as far back as 

Hippocrates in the sixth-century BC. In eighteenth and nineteenth-century 

Europe, neo-Hippocratic writings popularized ideas about how the environment 

affected health. Greco-Roman medical knowledge, including humoral theory, was 

still popular into the early nineteenth-century, but it was slowly being transformed 

and ostensibly rooted out as new understandings of disease such as germ theory 

emerged. Still, in the early nineteenth-century, neo-Hippocratic ideas manifested 

in the field of medical topography, which sought to map how environments 

produced disease. 190 

Hippocratic and neo-Hippocratic understandings of disease often included 

humoral theory, which explained disease in terms of the imbalance of the four 

humors: phlegm, blood, yellow bile, and black bile.191 These humors were 

associated with particular climatic conditions, seasons of the year, periods of the 

life-cycle, and personality temperaments. Thus, phlegm was a condition of a cold, 

moist climate, winter, old age, and lethargy. Humoral references appeared 

throughout the Royal Commission Report. A prominent ophthalmic surgeon, 

Brigade-Surgeon Lieutenant-Colonel J. A. Maconachie, told the Commission, 

“the energetic Europeans and Americans, as a whole, prefer tobacco as a 

stimulant and sedative, while phlegmatic Orientals prefer opium.”192 Maconachie 
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was distinguishing Occidental and Oriental bodies on the basis of tobacco versus 

opium use, and the cause for this difference was an “energetic” versus 

“phlegmatic” temperament. In another interview with an Indian surgeon in 

Bombay, the Commission asked, “according to indigenous systems of medicine, 

opium is thought to be suited to persons of cold or phlegmatic temperament and 

not to persons of hot-blooded temperament; is it not the general opinion that 

Europeans are more hot-blooded in constitution than natives of India are?” The 

surgeon replied in the affirmative.193 The Commission’s question was based on 

the idea that humors, apart from mapping onto climate and temperament, also 

mapped onto race. While the Commission claimed that this racialized humoral 

theory was prevalent in “indigenous systems of medicine,” it was actually 

presented just as much by British doctors like Maconachie.  

 One hakim told the Commission, “India is hot and the people phlegmatic, 

but opium is cool, hence it does not hurt them as it would the inhabitants of cold 

countries.”194 Both a British doctor and a hakim converged upon a humoral theory 

of racial difference for explaining differences in the use and effects of opium. 

These racial differences determined by “phlegm” and “blood” were, more 

importantly, provided as etiological explanations by two practitioners that 

theoretically represented two different “systems” of medicine, namely the 

European and Unani systems. Without making any causal argument about the 

historical reasons for this convergence, I want to probe into why and how both a 
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doctor and a hakim might use humoral theory to explain opium use. Humoral 

theory took many twists in the history of European medical thought leading up to 

the practice of British medical topography in India, as I briefly noted. But it also 

took many twists in the history of Indian medical thought leading up to the 

colonial encounter.  

 In her history of Unani medicine in South Asia, Seema Alavi 

reconstructed a story of what she called “archaic globalization,” in which 

“universal religion and the humoral understanding of body and mind offered 

space for the accommodation of new ideas.”195 From the eighth to the thirteenth 

centuries, India was located within networks of knowledge and trade that spanned 

the Middle East, Central Asia and China, and the Indian Ocean. Places like 

Junagadh, for instance, where Hakim Abdul Razak practiced on the coast of the 

Arabian Sea in the year 1894, had long been centers of exchange. Medical ideas 

appropriated from the Greco-Roman tradition including Hippocrates and Galen 

were absorbed into Islamic knowledge. Humoral theory, as Alavi shows, was 

staunchly protected and perpetuated through Unani even as Islamic medical 

knowledge shifted, moved, and adapted to new places. Humoral theory was 

important not just as a theory of bodily health, but also of the health of the polity. 

Mughal political culture thus invoked humoral theory as a theory of kingship.  

Sanskrit medical texts also presented a three-humor system of fire, water, 

and breath. Dominik Wujastyk has suggested that this three-humor system was 
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first a two-humor system between fire and water (agni and soma) that shares close 

resemblances with the Greek hot and cold polarity in humoral theory. 196 Dominik 

Wujastyk has argued that the “agni/soma polarity… can be traced backwards to 

the very earliest layer of Indian thought in the Vedas, and forward to the present 

in the widespread contemporary custom of classifying foods and medicines as 

expressing heating or cooling powers.” 197 Wujastyk further suggests, that “Indian 

and Greek two-humour theories may have a common origin, either Indo-European 

or possibly Indo-Iranian.” Whether or not such a link can be established, the point 

is that humoral ideas of heating and cooling substances even pre-dated the Indian 

tradition of Unani medicine on the subcontinent.  

The fields of knowledge we now call Ayurveda and Unani both contained 

global strains of humoral theory that connected with Europe long before the 

advent of colonialism. In an ironic twist, European neo-Hippocratic writings, like 

those that informed medical topography, were deeply indebted to the networks of 

Islamic knowledge that preserved and enhanced the Greco-Roman texts that were 

translated and re-appropriated into the pre-modern European medical canon. 

When we consider the movements of humoral theory, this particular moment in 

1894, when “phlegm” was used by an Unani and a European practitioner to 

explain opium use, appears to be a moment in which “archaic globalization” 

ruptured into colonial globalization. Though I am not making a causal argument 

about the relationship between “archaic globalization” and the discussion of 
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climate in the Commission report, I do want to point out that phlegmy and bloody 

racial differences were articulated in terms that point us to a shared history of 

humoral medical knowledge. At the same time as British writings on the medical 

topography of India were emerging to explain the relationship between health and 

climate, the likes of Inayat Husain used Unani humoral theory to both explain the 

relationship between the healthy body and its environment, and to challenge 

British medical knowledge.198 The nineteenth-century interest in understanding 

where the body fit in a climate was both British and Indian, and the historical 

trajectories of this interest were intimately intertwined. 

Thus far, the theories of climate and opium use we have seen from the 

Royal Commission report, whether by way of malaria or phlegm, have been 

primarily concerned with raced bodies. I have thus tried to show how a shared 

medical history, and even a shared understanding of the body, could be the basis 

for establishing racial bodily difference within the colonial encounter. But I also 

want to show how this shared history could dramatically diverge. It is now time to 

search for fluid, phlegmy, humoral bodies in the Royal Commission Report that 

were not just racially phlegmatic. The moist climates that colonial officials 

associated with malaria were, as I have already shown, frequently linked to what 

Chaudhuri Ghasi Ram from Muzaffarnagar called “phlegmatic diseases.” This 

was particularly so when the climate was both moist and cold. In humoral theory 

phlegm was a condition of moisture and cold associated with liquid water, like the 

substance flowing in the canals. Moisture and cold could affect the body through 
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a watery environment, but it could also enter through the liquid substances taken 

into the body. Bulaka Singh, a Civil Judge in Lahore, said that breast milk could 

produce “phlegmatic tendencies” since it was “cold.”199 Opium could be given to 

infants while suckling to counteract the cold, wet milk. Most witnesses agreed 

that opium was given to infants to keep them safe from cough and cold, as Hakim 

Abdul Razak mentioned, but few described infants as particularly vulnerable to 

the vagaries of “phlegm.” 

In the Commission report, phlegmatic propensity was associated with 

those in old age. One hakim, for instance, said that opium was used by “old men 

as a preventative of cough and cold and diseases due to phlegm.”200 It is worth 

noting, again, that old age is associated with phlegm in humoral theory. Phlegm 

was also connected to a phlegmatic “temperament,” which was said to be 

particularly suited to opium. Mehr Singh, a furniture shop owner in Punjab thus 

said opium was good for “a person who is of phlegmatic disposition, but a man 

who is bilious and has a hot-blooded temperament does not derive any benefit 

from it.”201 Opium was seen as harmful not just to bilious and hot-blooded 

temperaments, but also to bilious and sanguine bodily conditions. Maulvi Hidayat 

Ulla Saheb, a hakim, said that “eating opium is good in cases of… headache from 

biliousness… In cases of melancholia its proper use will generally prevent the 

influx of diseased thoughts.”202 Hakim Mukarrab Hussain Khan from Meerut, 
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who was a third-generation hakim and studied under the physician to the King of 

Delhi, said that because opium dried the body, “the dryness of the heart renders 

impossible for the blood veins to circulate the blood properly.”203 One vaid, 

Pandit Kanhiya Lal Dikshit, told the Commission that “opium dries the entire 

system - the blood, semen, muscles, and the bones,” thus weakening the 

body.204 Opium, as a hot substance that could warm and dry the cool, wet phlegm 

of old age, could also weaken the body by drying other fluids associated with 

strength, like blood and semen. 

For both Khan and Dikshit, opium was dangerous and made the consumer 

“weak” because of its capacity to dry various parts of the body. Though phlegm, 

blood, and bile were frequently used in explaining the relationship between opium 

and the body, there were also other fluids moving through the body that opium 

could affect, especially semen. Many said that opium was an aphrodisiac that 

could improve “vigor and semen.”205 Returning to Junagadh, where Hakim Abdul 

Razak practiced Unani, the Chief Medical Officer, Assistant-Surgeon 

Tribhovandas Motichand Shah, said that opium was not necessarily an 

aphrodisiac but it had the power to defer “the discharge of all bodily secretions,” 

which included the delayed “emission of semen.” 206 Hakim Mohamed Salim 

Khan, the Chief Unani physician of Jeypore (Jaipur), similarly said that opium 

could be used “to prevent emission and when the semen is thin.”207 While Pandit 
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Kanhiya Lal Dikshit said that opium dried the semen leading to weakness, Hakim 

Mohamed Salim Khan suggested that it could be used as an aphrodisiac to 

strengthen weak semen, and control its release. The movements of fluid within 

and outside the body, particularly semen, were associated with different notions 

of strength, including wealth. While opium was considered an aphrodisiac that 

was taken by young men “for sexual purposes,” it was also taken by “rich men to 

delay emission.”208 

The other fluid that was repeatedly mentioned in conjunction with rich 

men is milk. Hakim Mohamed Salim Khan of Jaipur said that opium could lead to 

“idleness and poverty” if it was taken regularly without “milk.”209 In Sanskrit 

medical writings, ghee and milk are often described as an aphrodisiac that could 

purify, strengthen, and increase the production of semen.210 A range of 

respondents stated that opium could only be beneficial to one’s health if taken 

with milk and ghee. Some witnesses told the Commission that opium could help 

an infant digest milk that would otherwise produce ailments of the stomach.211 

Many described milk as a substance that was only available to the wealthy in 

large quantities. The court bard to the Thakur of Malia State, Mavalji Jijibhai, 

came before the Commission with a message from his employer. He said, “Those 

who are rich and can afford to take nourishing articles of food, such as ghee and 

milk, do not suffer at once from the harmful effects of opium, and they do not 
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once become dull and heavy, but by and by it weakens their digestive powers, 

their blood is spoilt, and they lose their strength.”212  

Mavalji Jijibhai observed that the effects of opium were different when 

taken by “those who are rich,” and those who could not afford “nourishing articles 

of food.” The drying of one’s blood and semen was a socioeconomic condition of 

bodily weakness in the absence of ghee and milk. The raced body may have been 

described in terms of medical theories of a fluid body, but the fluid body was also 

a material body full of phlegm, blood, bile, semen, sometimes opium, and 

hopefully milk. Fluid bodies were not just equivalent clones of the humoral body, 

as Mavalji Jijibhai reminds us. Rather each body was fluidly different depending 

on the resources available to nourish the body.  

The humors offered a way of understanding opium and illness. They 

mapped onto climate, age, temperament, and perhaps even onto the poppy plant 

itself. In researching the “Pharmacopoeia of the Hindus,” the Commission 

consulted Sanskrit medical texts, and translated a passage on opium from the 

fourteenth-century Sanskrit text, Rajanighantu, as follows:  

“There are four kinds of opium, namely, white, black, yellow, and grey (in 
accordance with the… different colors of the poppy flower). The white is a 
digestive, the black is a deadly poison, the yellow acts as an astringent, and the 
grey is a laxative. The first helps digestion; the second destroys animal life; the 
third keeps up vigor; and the fourth removes constipation.”213 

 

The yellow flower was an astringent that could improve “vigor.” Phlegm, 

associated with lethargy, was treated with astringents to dry away the cold and the 
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moist. But the effects of a cold, moist climate, or the use of opium in such a 

climate, was also a material condition beyond the fluid constitution of the body. 

Thus far, we have delved into two medical understandings of opium use with the 

cases of malaria and phlegm. The role of “climate” in medical topography and 

humoral etiologies reflected an intertwined intellectual history. Yet the testimony 

of the poet, Mavalji Jijibhai, reminds us that the daily circumstances of one’s life, 

the availability of nourishing food for instance, were also determinants of the 

composition of the fluid body.  

 

 In this chapter, we have explored two relationships between “climate,” the 

“body,” and opium that appeared in the minutes of the Royal Commission on 

Opium. In the case of malaria, climate was the cause of difference between raced 

bodies located in “temperate” and “tropical” climates. The bifurcation of 

“climate” formed the basis for distinguishing European and Indian bodies along 

lines of opium use. Climate also was the source of tropical disease, specifically 

malaria, that came to be associated through medical topography with particular 

geographies, such as the uncultivated forests of Bengal. Climate could map 

colonial spatialities, such as East/West or Orient/Occident or India/Britain. 

Climate within humoral theory could also be the cause of “phlegmatic diseases.” 

Opium was described as a vector of narcotine for treating malaria, and as a drying 

and warming medicine for treating phlegm. These two different ways of thinking 

about climate, from medical topography and humoral theory, form “braided 

sciences.” Despite representing a long, shared history that challenged colonial 
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spatial binaries, “climate” was used to establish racial difference. Humoral theory 

also offers us a way to understand what opium might have meant as a medicine 

beyond the raced body. It allowed us to think about how opium, as a sometimes 

liquid sometimes solid substance, moved through a fluid body. The fluid body 

shared a history with the malarial, raced body – but the fluid body was not always 

the raced body. 

 These two uses of “climate” allow us to see how racial discourse (via 

malaria) and the material body (via the humors) were interconnected, but not the 

same, and not just colonial. I want to return to where this chapter began, in the 

courts of Junagadh and the hill tribes of Ellamanchili. In the cold, damp climate of 

the mountains, the village headmen provided opium as soon as guests arrived, 

warming them as a form of welcoming them. In Junagadh, the Kathiawar chiefs 

treated their visitors to the opium-based drink of kusambha as a gift that might 

pacify hot blood, and warm cold bodies. Opium, which could produce heat, 

remove tiredness, and quell hunger, could be seen as a form of care in the year 

1894. 

 In previous chapters, I attempted to show how opium as a political 

substance was also a material substance. Opium was political as it moved through 

transnational commercial networks that included the Cabots, as the object of 

persuasive arguments like Powar’s, and as it sharpened evasive ideas of the 

hakim. Opium had the power to enrich some spaces by extracting from some 

bodies, to determine how claims of equal citizenship could be made through 

claims about equal bodies, and to reach bodies where the grip of the colonial state 
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was tenuous. In this chapter, I have started with opium as a material substance, 

interacting with different kinds of bodies, to see if we can shift how we treat 

opium was a political substance. Opium was a fossil of older networks of medical 

knowledge. Opium treated medical conditions that entrenched racial categories, 

but it also treated conditions that cannot be packaged within the frame of colonial 

knowledge. And opium could be a substance of healing and care. 
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Conclusion 
 

When I first told one of my cousins I was writing about opium, she 

suggested I ask our grandmother for the recipe for one of our favorite paysams 

made from ground poppy seeds. Gusgus paysam, which is made in certain regions 

of Karnataka, would put us into deep afternoon slumbers and languorous stupors 

on hot, humid days. Like neem and haldi pastes for infections, poppy pastes were 

used as topical balm for pain. Perhaps it was that reminder of the pastes and 

payasams that we still use for rituals and remedies in South Asia that made me 

wonder if opium as a form of healing and care, can be included in a history of 

opium as a commodity. When we use colonial sources, like the Royal 

Commission Report, it is all too easy to write stories about colonial exploitation 

and structural violence without even seeing, or caring to see, the humans who live 

lives in the midst of exploitation, oppression, loss, and lack. To conclude this 

thesis, I want to show how opium as a commodity, as a political and economic 

substance, looks different after we have understood what opium meant as a 

material, medical substance to citizens and bodies. 

In the last chapter, we met the collector of Ellamanchili, B. V. 

Ramanarasu Pantulu, who told us about how opium was used as form of 

hospitality and healing amongst the hill tribes in the cold, mountainous Northern 

Circars. In his testimony, Pantulu said: 
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“The climate of the hills is very damp, and the only clothing the hill-man 

has is a thin cotton sheet which is utterly insufficient to protect him from 

chill, which is the first symptom of fever, and keep him warm. It is 

believed that opium produces heat in the system and keeps the eater warm. 

It forms part of their food.”214  

 

Pantulu observed that the lack of clothing could leave a person susceptible to the 

cold, and could thus lead to fever. In the absence of protective garments, however, 

opium provided a cheap means of counteracting the chill. Opium had the power to 

“[produce] heat in the system” when the body was defenseless in the face of the 

environment. Opium was a “part of their food,” its ability to heat a body and quell 

hunger made it a gift of hospitality, but it was also a treatment for material 

vulnerability.  

  Uses of opium “to dull the sensation of cold” for those who were “thinly 

clad” were described in testimonies throughout the subcontinent. This was 

particularly the case for people whose labor required them to be exposed to the 

cold for long stretches of time - like the hillmen Pantulu described, members of 

the army, and camel drivers in the desert of Rajputana.215 Opium was also a salve 

for hunger as a chronic condition. One member of the Indian Medical Service in 

																																																								
214 Royal Commission on Opium, 4:249. 
215 Ibid., 4:39; Surgeon-Major A. Adams, M.D., who served as the Chief Medical 
Officer of Rajputana said that opium was used “to keep off miasmatic influences 
when people have to remain in their fields all night to protect their crops or watch 
their cattle. Camel drivers who are exposed on long night marches resort to opium 
to keep them warm and to keep off malarial fever, and they perform long and 
fatiguing journeys under its influence. These people are thinly clad, and would 
suffer terribly in the cold nights if they had not opium.” Ibid., 3:194; Colonel D. 
M. Strong described opium use amongst Sikh regiments to “keep off the cold.” 
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North Arcot who described himself as “the doctor of the poor man” stated that the 

low cost of opium allowed those who could not afford nourishing food to “stave 

off hunger.”216 S. C. Kangana Ratnam, who was the assistant master of London 

Missionary High School in Belgaum, said that “the poorer class of people live on 

a starvation diet, and when such people take opium, the temporary relief from 

hunger they seem to experience is more than counter-balanced by the injurious 

effects afterwards.”217 In other words, Ratnam suggested that though opium-

eating could have negative effects, it was sometimes a critical medium of relief 

given that nourishing food was not always affordable. Cold and hunger were 

forms of pain that opium alleviated. 

 Particular stages of life, such as old age and widowhood, were also 

presented as making one more susceptible to poverty, and thus hunger. Rao Kesri 

Singh, who grew sixteen acres of poppy in his estate in Ajmer, said, “only 

widows and old men use [opium] as a rule.”218 Many suggested that opium was 

used by widows and those who were of old age “because it puts them in 

spirits.”219 Opium was thus associated with a stage of life when kinship or the 

body might by ailing. But others also noted that old age was a time when a person 

might “under certain circumstances live on one meal,” and thus require opium to 

“avoid pangs of hunger.”220 Old age was more than a phlegmatic condition of 

lethargy. It was a phase of life that, like widowhood, involved a realignment of 
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worldly bonds, including the means by which one could support oneself and 

acquire food.  

 Opium was thus a salve for conditions of lack - either of clothing or food - 

that made one particularly susceptible to the cold and hunger, and generally both 

together. These conditions, like phlegm, were influenced by the climate and a 

person’s stage of life; but unlike phlegm, they were also affected by one’s 

socioeconomic position. Opium was presented by some medical practitioners as a 

medicine for the ailment of “poverty.” A senior member of the Indian Medical 

Service stationed in Bangalore stated, “I have autopsied many reputed opium 

eaters. They had died from other causes, mostly from poverty and chronic 

starvation.”221 While opium was a form of “food” that could ease hunger, it could 

not nutritionally supplement food. Opium could relieve the symptoms of 

“poverty,” but poverty would still be the cause of death. One list of the medical 

uses of opium compiled through surveys with indigenous practitioners in Jaipur 

stated that opium was a treatment for, amongst other ailments, diseases of the 

lung, diseases of the eye, gonorrhea, grief, and “in poverty.”222 Terms like “poor” 

and “poverty” were rarely adopted by those who used them to describe 

themselves in the Royal Commission Report. While these terms offer a way to 

refer to people for whom material resources were frequently lacking, they were 

																																																								
221 Ibid., 4:240; Surgeon-Lieutenant-Colonel Mayne noted that opium did not 
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(and still are) often used as an unqualified causal explanation for experiences of 

hunger or cold or material vulnerability. Hunger was a seasonal experience for a 

subsistence farmer, and cold was part of the job for camel-drivers. Instead of 

taking the term “poverty” for granted, we can attend to the details of why and how 

and where someone might have felt hunger. 

When Soonderbai Powar, whom we met in chapter 2, argued for the 

medical regulation of opium in India, she was making a demand for Indian bodies 

to be legally treated as equal to British bodies, and thus for Indian citizens to be 

treated as equal to British citizens. But Powar did not specify the particular 

medical conditions in India that would be suitable for acquiring opium. Could 

insufficient food and clothing count as a medical condition? Could hunger or 

“poverty” count as a medical condition? Could certain types of labor count as a 

medical condition? Unreservedly denouncing the cultivation and sale of opium 

involved (and still involves) denying the painful experience of chronic deprivation 

that opium alleviated. Opium was used as a form of relief throughout South Asia, 

and well beyond the subcontinent as well. While the practice of eating opium 

amidst “hunger” and “cold” was prevalent even in Britain, the particularities of 

“hunger” and “cold” as bodily and structural experiences were contextually 

specific.  

 In North India, where winters could be particularly chilly, and where 

opium cultivation was common, hunger and cold were sometimes embedded 

within the labor of opium production itself. Government agents would provide an 

advance to cultivators to grow opium. In theory, the choice to grow opium was 
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voluntary, but in practice, zilladar officials who were hired by the Government to 

inspect the fields would uproot the crops of cultivators who refused to grow 

poppy.223 Many of the farmer ryot witnesses who came before the Commission 

described zilladars who uprooted their own fields and fields of close friends. A 

group of cultivators from Patna district told the Royal Commission that even 

when they preferred to grow other crops such as wheat or sugarcane, both for 

profit and sustenance, they were forced by the zilladars to grow poppy. Once 

poppy had been cultivated on an advance, it would then be purchased at cost by 

government agents, leaving the cultivators with little profit, and caught in a cycle 

of debt. The Commission asked a man named Tilangi, one of the ryot cultivators 

from Patna district, “Why do you grow [opium] if it is not profitable?” Tilangi 

replied, “Because we are poor people, and it is the order of the Government that 

we should cultivate poppy.”224 To be a person who was “poor” was not just to be 

hungry, but as Tilangi suggested, it was also to be voiceless about changing the 

cause of hunger.  

A missionary named Prem Chand who was born and raised in the nearby 

area of Gya (Gaya) also stated that cultivators who grew opium only did so out of 

compulsion from the government. Prem Chand said that “opium cultivation is one 

of the chief causes of the poverty of this province, the high prices of food-grains, 

and famine.” Apart from producing the conditions of hunger, he accused the 

Government of participating in the deforestation of the mango forests by buying 
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cheap mango wood for making the chests that opium was packed in at the opium 

factories in Patna and Ghazipore. He claimed that the fruit from the trees and the 

flour made from the kernel of the mango were critical to the nutrition of many, 

including the opium cultivators. “In times of scarcity and famine,” he said, “many 

poor people kept their body and soul together by eating this kernel.”225 Opium, 

according to Prem Chand, had impoverished the region, stripped away subsistence 

farming, contributed to famine, and was destroying one of the cheapest forms of 

nutrition available in the form of the mango tree. In other words, opium 

production produced the circumstances of hunger that opium cultivators could 

relieve with opium consumption. Prem Chand was also concerned that those who 

cultivated opium were more likely to begin consuming opium habitually. For the 

cultivator, opium was both a crop and a medicine to make the cultivation of the 

crop bearable. 

 To illustrate how hunger was contextually specific, we shift to a site where 

opium was used to manage human hunger as an input of economic production. In 

the plantations of Assam and the docks of Burma, when railways were being laid 

and forests cleared and tea leaves plucked, “coolies” were being shipped in from 

North India, Bengal, and Madras Presidency. The locals in Assam and Burma 

were seen as inadequate workers because they could too easily quit and return to 

their own agricultural land and homes. They were frequently described as 

“indolent” because they preferred subsistence farming on their own land to 
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working on a plantation.226 Migrant labor was thus necessary - not simply because 

of a lack of local labor - but because displacement from one’s own land and 

distance from one’s own kin made hard labor, sometimes brutal labor, possible. 

Deprivation was a necessary condition of the indentured labor systems in Assam 

and Burma, and this included the deprivation of food.  

 In the Royal Commission Reports, the tea planters of Assam unanimously 

stated that almost all the coolies they employed consumed opium, and that opium 

was critical to the productivity of their laborers.227 In Burma, M. D. Madooray 

Pillay, a Municipal Commissioner in Rangoon, said he had employed around 

1,500 coolies per day to lay railway tracks, to carry rice bags weighing over two-

hundred pounds, and to load and unload cargo at the port. Madooray Pillay, who 

himself hailed from Madras Presidency, sourced most of his labor from the 

Ganjam and Godavery districts of Southern India. 228 He reported that ninety-

percent of these men were opium-eaters. If they did get opium, “they [were] 

cheerful and run very fast and work.”229 Without opium, he found it was 

impossible to make coolies work. Pillay stood strongly against prohibition, for he 

said, “You can get more work done from those who eat opium than from those 

who do not eat it.” 
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 Opium was important for combatting tiredness, but also for keeping 

hunger at bay. Pillay said that his coolies, who worked from 6 AM to 6 PM, were 

sustained during the day by two pills of opium “as big as a peppercorn or a little 

larger.” One was taken during their mid-day break in the place of a meal, and 

another was taken at the end of the day. In the case of coolie labor, opium was 

important for maximizing production by managing hunger as an economic cost. 

The irony here is important: hunger led to profit by triggering the use of opium. 

The opium that was used to quell hunger in the place of a mid-day meal led to 

higher labor output. In other words, hunger was not just a cost that was controlled 

by opium. Hunger led to the use of opium as a stimulant for productivity and 

profit. The body was being simultaneously controlled and altered and altered-as-

control. A tea-planter in Assam, Munshi Rahmat Ali, noted that many of the 

coolies who worked in his plantation acquired the opium habit due to some form 

of illness which had been treated with opium. He also said that “the opium-eaters 

do better work and more work than those who do not consume opium.”230 Illness, 

like hunger, could thus be productive and profitable. 

 The management and manipulation of illness and hunger as economic 

costs were features of both imperial and industrial capitalism. Just as opium was 

used in tea plantations in Assam to manage tiredness and hunger, that very 

Assamese tea grown under opium-induced labor would be used in British 

factories as a stimulant for industrial labor. Sidney Mintz has shown how tea 

mixed with sugar was used as a nutritional supplement and stimulant by working-
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class labor in nineteenth-century Britain.231 Habit-forming stimulants as food 

were used to control laboring bodies throughout the empire. Deprivation, 

displacement, and illness were not just products of late capitalism, but conditions 

for it. At this point, we could draw the conclusion that opium as a treatment for 

“hunger” was fixed in the structural violence of empire. Material deprivation and 

hunger were interlocked with colonial labor management in the poppy fields of 

North India and the ports of Burma. Munshi Rahmat Ali, the tea-planter in Assam 

we met recently, said that opium habit was generally acquired on account of some 

illness. But the opium “habit” cannot be distinguished from the habits of 

capitalism - the daily routine of the workday that included a mid-day meal or dose 

of opium, the annual displacement of South Indian indentured laborers from kin 

to perform hard labor, and the years of famine and seasons of low-profit in poppy-

cultivating areas. Even if opium was taken to keep away the cold, or to treat 

rheumatism, or phlegmatic diseases, or even malaria, the “habit” was nestled in 

place within structures that supported and profited from opium use. Opium could 

be a form of healing and structural violence, healing that led to structural 

violence, and healing within structural violence. And neither the healing nor the 

structural violence was singularly “colonial.”  

At the end of chapter 2, I discussed Lawrence Cohen’s analysis of 

kamzori. Cohen shows how low-caste individuals in contemporary Varanasi 

described themselves as “weak” as a way of pushing against the hegemonic caste 
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logics that disenfranchised them. Instead of caste being a condition of inherent 

“pollution” produced by the biomoral defilement of a fluid body, caste was a 

“medical condition” produced by the moral inadequacy of a society that had failed 

to provide the conditions for material well-being, including adequate chapatis as 

food. Hunger or “weakness” was a structural position of violence. But it was also 

an argumentative position that denounced the moral failings of pollution logics.232 

When we discussed “weakness” in the context of Soonderbai Powar’s pamphlet, I 

was attempting to show how an argument could reverse a biomoral category. The 

opium “habit” was associated with a racial hierarchy that differentiated Indian and 

British bodies based on the strength of the individual “will.” Powar instead argued 

the “habit” was the result of the failed morality of a British state that encouraged 

the consumption of opium.  

Right now, I want to return to “weakness” in a different way. “Weakness,” 

hunger, a shortage of chapatis, is an argumentative position that exposes structure 

as it is, and thus implies what structure should be. “Hunger” that was softened 

with opium in Bihar, Burma, and Assam, can also guide us towards “hunger” as it 

should have been. A Nawab in the service of the Nizam of Hyderabad told the 

Commission that the Unani text, Magzanul Adwiyah, listed some of the uses of 

opium as follows:  

“In pains of a most severe nature no other medicine than opium has a more 

soothing effect, and none intervene so successfully between ailment and death. In 

diseases resulting form cold, diseases of the eye and the ear… and when a patient 
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is subject to grief and sorrow, and in cases of weakness of the heart, thirst and 

hunger, during a famine, in severe cold seasons, on occasions of removing one’s 

teeth…”233 

 

This text suggests that grief, sorrow, loss of courage, thirst, hunger, and cold 

could be “pains of a most severe nature,” but they were part of the seasonal 

variation of life. Hunger and cold and sorrow could be medical conditions, and at 

the same time, cyclical experiences. Yet, as I have tried to show, sometimes and 

for some people, these cycles were pushed asymptotically towards the point 

where they ceased to be cycles. Opium as curative ceased where the cycle ceased 

to close.  

Ultimately, the Royal Commission recommended that no action be taken 

to suppress the opium trade. In his final memorandum in the report, one of the 

commissioners stated that local governments should be responsible for applying 

restrictions to the non-medical use of opium if it “becomes an abuse,” given that 

the “non-medical use of opium has not been proved an unmixed evil.”234 The 

Royal Commission’s decision and report were widely discussed in newspapers, 

and in pamphlets. For instance, Joshua Rowntree, a Gladstonian Liberal in 

Parliament, wrote an 1895 analysis of the Royal Commission report titled Opium 

Habit in the East, in which he stated, “the past history of Royal Commissions 

does not warrant the placing of any high sanction on the conclusions they finally 

express. Their chief service to the nation has rather been in the materials they 
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have collected, and the thoughts that have been elicited thereby.”235 Rowntree 

ultimately came to the conclusion that while opium was “a famous and valuable 

medicine,” opium’s non-medical use in India should be restricted, and the opium 

trade should be suppressed. 236 

In this thesis, I have attempted, like Rowntree, to reconstruct a few of the 

key issues around the prohibition of opium in British India using the Royal 

Commission’s evidence. With Soonderbai Powar, in chapter 2, opium became the 

argumentative grounds for making claims to the equality of Indian and British 

bodies. The “widow” was a “category-pivot” through which an earlier notion of 

the “sati widow” could be reversed to show the British failure to protect the 

Indian woman from the British opium trade. Powar articulated a powerful critique 

of the opium trade. But below the transnational scale of the opium trade, within 

South Asia itself, opium could move through space and be used by Indian medical 

practitioners as a medical substance. Thus, in chapter 3, we saw how the “hakim” 

as a category of “evasion,” and as a practitioner who could prescribe opium 

without “professional” qualification, represented the anxieties of the colonial state 

regarding non-professionalized medicine both in India and in Britain. The 

“quack” was a global category, that in the context of opium use in India, landed 

on the vaid and the hakim. But the hakim became an easy justification for the 

Commission’s decision to not regulate the opium trade. The Commission stated 

that it would be difficult to regulate opium as a medical substance given that 
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opium was a widely used home remedy, and that “the mass of the population is 

beyond the reach of European medical aid, or even of the district dispensary 

system.”237 The narrative of opium as a substance beyond the control of the 

colonial state, allowed the colonial state to continue collecting revenues. Finally, 

opium was a remedy for “climate.” As a set of categories that mapped heat and 

moisture onto disease, the “climate” was a feature of colonial studies on malaria, 

and both British and Indian understandings of “phlegm.” Opium as a medicine 

made visible a shared history of medical knowledge, that also became the basis 

for differentiating racial categories. At the same time, opium was understood as a 

medical substance in South Asia that moved through fluid, humoral bodies, in 

ways that contrasted to colonial medicine’s engagement with opium. Opium was a 

commodity that was traded and produced structural violence, and yet it could also 

cure.  

What is at stake in telling a history of opium as curative, given that opium 

was simultaneously an exploitative substance of empire? In his book, The Social 

Life of Opium in China, Zheng Yangwen argues that the paradigm of empire 

cannot singularly, or even significantly, explain the widespread use of opium in 

China.238 Zheng studies the use of opium as a medicine and aphrodisiac in China 

from 1483 to 1999, concluding, “Chinese people of different classes, times and 

regions all contributed to the opium culture of consumption and to the institution 

that opium became.” While European and American opium traders brought a 
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heavy supply of opium to the coasts, Zheng argues that the supply of opium in 

itself cannot explain how and why opium moved through China, deep into its 

interiors, and was used in multiple ways, until it became entrenched in Chinese 

life. If we grasp tightly upon narratives of imperial evil that revolve around the 

British Empire, we ignore the fact that the opium trade was situated within social, 

medical, and sexual worlds – in both China and India – that were often 

impenetrable to imperial knowledge. Zheng’s detailed history of opium in China 

challenges empire-centric narratives of opium that assume that China was a 

victim of the British Empire. 

In this thesis, I have moved both up and down, but certainly away, from 

the imperial paradigm. The first mode of movement is up towards the 

institutional. The second mode of movement is down towards the curative. 

Through the institutional mode, I moved up from empire to the institutions in 

which opium wealth has embedded itself. I started with the institution I am 

situated within in the present, Tufts University. In chapter 1, we saw how opium 

was a source of wealth that linked global spaces, including universities like Tufts, 

to corporate profits across time and space from the Cabots to the Sacklers. The 

Cabot connection to the opium trade reveals the forgotten ties between Tufts 

University and histories of empire in Asia. The role of opium in creating 

institutions throughout Boston, and other American cities on the Eastern seaboard, 

draws our attention to the long history that ties the nineteenth-century British 

Empire to forms of privilege in our present. This thesis is motivated by the 

observation that we sit in institutions where academics may critique empire, even 
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when such critiques are financially sustained by donations of wealth accumulated 

through empire. Moreover, Professor Michael Malamy’s memory of the faculty 

protests around the time of the Sackler donation in 1980 is a reminder that 

institutions are often aware of the questionable sources of these donations. The 

Sackler and Cabot donations, both made around the year 1980, represent 

accumulations of wealth derived from opium as a substance that could be curative 

and profoundly harmful at the same time. In fact, they show how care could 

obscure harm. 

In this particular moment, as the lethal effects of OxyContin are all around 

us, what is the purpose of writing a history of opium that attends both to the 

institutional and the curative?  In focusing on different stories of opium as 

curative in South Asia, I have tried to reconstruct the complexity of how 

institutions, moral arguments, evasion, medical knowledge, and profits could be 

intertwined. J. F. Richards, in his analysis of the Royal Commission on Opium, 

argued that reformers who attacked Indian opium use, and viewed opium 

consumption “as disgusting and degrading,” were actually adopting a form of 

“cultural imperialism.”239 Richards’ argument is controversial, for he is 

suggesting that the reformers who were against the actions of empire were 

perpetuating another form of discursive imperialism. Richards builds this 

argument on the fact that alcohol was perceived as a far more widespread and 

harmful problem by Indians, and yet opium received inordinate British attention 

because it was perceived as a particularly Indian and Chinese problem. In other 
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words, why did opium, as a problem of empire particular to India and China, 

receive attention that other issues like alcohol have not?  

Soonderbai Powar relied on a different form of exceptionalism, arguing 

that widespread opium consumption was entirely the product of the British 

Empire’s unholy interests in maximizing profit. Powar’s argument is remarkably 

similar to empire-centric historiographical approaches to opium that situate opium 

use in Asia squarely within the frame of empire. How do we form a balanced 

picture of the relationship between opium use and British Empire in South Asia, 

between the two poles of exceptionalism? These two poles, between Asia and 

Empire, were co-constituted around the idea that opium was at once a morally 

depraved substance particular to Asia, and that this substance was circulated 

through structures particular to the British Empire. By recuperating the curative 

and the social, much like Zheng did for China, we can see that opium was used as 

a medical substance in South Asia. But its uses in daily life in the subcontinent 

also became a means for justifying imperial ideologies and revenues. The Royal 

Commission relied on the curative uses of opium in India to differentiate “native 

medicine” from European medicine. The claim that non-European medicine was a 

form of omnipresent quackery beyond the control of the colonial state justified 

non-intervention by the state in opium sales and the opium trade, even though 

opium was restricted as a medical substance in Britain. In the case of opium, the 

curative became the argumentative grounds for perpetuating harm.  

Throughout the Royal Commission report, Indian witnesses distinguished 

between opium eating, which was perceived as a widespread curative and social 
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practice, and opium smoking, which was perceived as producing a harmful habit. 

The Royal Commission, by focusing on opium as a single substance, instead of 

multiple modes of ingestion and social practice, could present opium as primarily 

curative. Historical writings treat opium as a single substance that was primarily 

exploitative, perpetuate the same error. On the one hand, I have used the curative 

mode to nuance our understanding of opium as a “mood-altering drug,” to use a 

contemporary term. At no point have I used the term “addictive” in my 

descriptions of opium because applying contemporary ideas of narcotic 

“addiction” to opium in the nineteenth-century would be anachronistic. The 

curative mode offers us a textured view into how opium was used in the 

nineteenth-century in South Asia, but it also shows us how the curative became 

embedded in colonial discourses of difference, and colonial practices of 

exploitation in the interests of revenue. The institutional mode drew us from the 

past to the present, the there to the here, the Royal Commission on Opium to 

Tufts Medical School, opium to Oxycontin, and the Cabots to the Sacklers. The 

institutional mode, which puts the wealth accumulated from the nineteenth-

century opium trade and the contemporary opioid crisis in the same frame, shows 

us how the curative continues to be a means for hiding exploitation. By looking 

beyond the imperial, up to the institution and down to the curative, we can see the 

places where empire hides, including in sites of scholarship. Medicine and the 

University, as moral sites of care and knowledge, can obscure the fact that the 

moral can sanitize and veil violence.  
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In Death Without Weeping: The Violence of Everyday Life in Brazil, 

Nancy Scheper-Hughes describes how medicine can become “a technical practice 

for ‘rationalizing’ human misery and for containing it to safe quarters, keeping it 

‘in its place,’ and so cutting off its potential for generating an active critique.”240 

What is the role of the moral in rationalizing exploitation, and keeping it in its 

place – within medicine and the university? Opium or OxyContin as curative 

substances could hide the exploitative practices of wealth accumulation that make 

universities financially viable. As I showed in chapter 1, Tufts actively sought 

both the Cabot and the Sackler donation. Universities, reciprocally, can justify 

and hide exploitation. In response to concerns about the Sackler name at Tufts, 

the university has simply stated that the Sackler donation was made before the 

development of OxyContin. Yet oral history and archival records revealed that the 

ethics of the Sackler donation were questioned at the time that donation was 

made. Medicine and universities as moral sites can isolate and contain violence 

and exploitation by redefining them as care and knowledge. This thesis is a 

reminder that the curative and the institutional, care and harm, painkillers and 

structural pain, can be intertwined and situated at the very site from which 

academic critique is formed. 

  

																																																								
240	Nancy	Scheper-Hughes,	Death	Without	Weeping:	The	Violence	of	Everyday	
Life	in	Brazil	(Berkeley:	University	of	California	Press,	1992),	199.	
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