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Lord Byron: Parry, what do you think is the matter 
with me; the doctors don’t know my complaints? 

What will do me good, Parry? 
Major Parry: Brandy my Lord! Nothing but brandy 
will save you! You have only got a chill on an empty 
stomach. Let me mix you a stiff glass of grog and you 
will be all right tomorrow! [1].

Medical and literary sources concerning Byron’s 
illness 
The British politician and poet, Lord George Noel 
Gordon Byron, was born on 22nd January 1788 in 
London and died during the Greek Independence 
War against the Ottoman Empire, in Messolonghi 
on 19 April 1824 (Figure 1). The Greek revolution 
of 1821 gained the sympathy of the European in-
tellectuals and soon this sympathy transformed 
into the movement of “Philellines” (i.e. “friends of 
the Greeks”) [2]. In 1823, Lord Byron was involved 
in the Revolution of Carbonari in Italy. During his 
presence in Italy, Lord Byron was informed that 
the members of London Greek Committee had 
nominated him as their representative in Greece. 
Lord Byron and his “International” Brigade with 
volunteers from all around Europe landed in 
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Figure 1 - Lord George Noel Gordon Byron (1788-1824). 
(Courtesy by the Museum of Messolonghi).
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Messolonghi, in the Western Greek mainland, in 
February 1824 (Figure 2) [2].
The data about Lord Byron’s death were collected 
from Byron’s letters, the memoirs of his friends 
(Conte Pietro Gamba and Edward Trelawny) 
and the reports of his physicians. Byron’s physi-
cians were Dr. Francesco Bruno (graduated from 
the Medical School of Genova) and Dr. Julius 
Millingen (graduated from the Royal College of 
Surgeons of Edinburgh). We have collected infor-
mation on the presence of Dr. Lucas Vayas from 
Greece, during the last days of Byron’s fatal ill-
ness. Regarding the autopsy of Lord Byron, our 
information confirms the participation of the fol-
lowing physicians: Dr. Bruno, Dr. Millingen, Dr. 
Vayas and Dr. Treiber. Independent sources in 
the frame of espionage, consist of the reports by 
the French Consul in the Ionian Islands, Vincent 
Reinaud.

Lord Byron’s medical profile 
Lord Byron had an active life (horse-riding, fenc-
ing, long-distance swimming), in spite of a con-
genital deformity of his right foot [3, 4]. As he 
informs us in his letter to Augusta Leigh (Cepha-
lonia, 12th October 1823): “I had dreadful and almost 
periodical headaches till I was fourteen”. As a result 
of his sexual life, venereal diseases were held re-
sponsible for his poor health [5]. 
One of the proposed causes of Byron’s death is a 
form of neurosyphilis [6]. 
In early 1818 his physicians, alarmed by the signs 
of consumption he was showing encouraged him 
to move to Italy, where the climate would be of 
benefit to him [7]. After the funeral of his best 
friend in Italy, the famous romantic poet Shel-
ley, Byron swam three-miles in the Bay of Pisa on 
16th August 1822. A few hours later Byron was ill 
and his mistress, Teresa Guiccioli, claimed that his 

Figure 2 - Lord Byron’s arrival in Messolonghi. (Courtesy by the Museum of Messolonghi).
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striking loss of weight had started with this epi-
sode [7].

Lord Byron’s fevers: a never ending story
The case of Byron’s fevers are probably the most 
interesting part of his medical profile. The first re-
port on fever dates back to 1810, when Byron vis-
ited Greece for the first time, and it is this incident 
that probably affected his health for the rest of his 
life [8]. In three letters from Patras, addressed to 
John Cam Hobhouse and Francis Hodgson, Byron 
describes an asynchronous fever in the time-frame 
of twelve days with rigor and chills [9]. A possible 
diagnosis of malaria includes few candidates of  
Plasmodium spp. A mixed infection of Plasmodium 
spp, no unusual phenomenon in highly endemic 
areas, seems like another possibility [10]. On the 
3rd of June 1811, he set sail with the frigate Volage 
for England, having suffered a severe attack of 
tertian fever during his short stay in Malta (letter 
to Hodgson, 29th June 1811) [11].
Fever episodes occurred in March 1812 and No-
vember 1813 [11]. During 1814, in Newstead Ab-
bey, Byron gave Murray a description of his fe-
vers (4th February) and obviously of his agony: 
“I feel much as I did at Patras on recovering from a 
fever-weak but in health, and only afraid of a relapse. 
I do most fervently hope I never shall” [11]. Byron 
faced the most serious relapse or re-infection in 
Venice during 1817. In his letters, he speaks of “a 
week of half-delirium, burning skin, thirst, hot head-
ache, horrible pulsation, and no sleep …” [11]. As he 
noted, “the fever became similar to one when I caught 
some years ago in the marshes of Elis, in the Morea” 
(Greece) [11]. During May 1817, he explained to 
Moore how he suffered from “a kind of slow and 
low fever, which fixes upon me at night, and goes off 
in the morning” [11]. On 8th November 1819 he de-
scribed another fever attack in Venice [11]. By the 
end of 1819 he was ready to return to England, 
but his departure was delayed by another attack 
of fever in Ravenna [7].

Lord Byron’s final months and fatal illness 
On 15th February 1824, Lord Byron had an episode 
of generalized convulsive seizures lasting about 
three minutes each. As he wrote in his diary, “This 
is the first attack that I have had of this kind to the 
best of my belief. I never heard that any of my fam-
ily were liable to the same” [5]. This may have been 
post-traumatic following the blow to the head he 

had suffered when crossing the island of Ithaca. 
On 20th February Byron had a slight recurrence of 
convulsions. On 15th March, the French Consul in 
the Ionian Islands, Vincent Reinaud, informed the 
French Ministry of Foreign Affairs that Byron suf-
fered from epilepsy: “Byron a été frappe d’apoplexie 
à Messolongi, mais d’autres dissent que c’était une at-
taque épileptique, affection don’t il aurait été atteint” 
[12]. 
During his return on April 9th, and having pro-
longed his ride further than usual, he was caught 
in a rainstorm and remained exposed to the ele-
ments for more than an hour. Two hours later, By-
ron developed an illness whose major symptoms 
were fluctuating fever, headaches and dizziness. 
Dr. Bruno administered a purgative and kept up 
its effects by a solution of cream of tartar, which 
the Italians call “Imperial lemonade”. Dr. Bruno 
told Dr. Millingen that this was a mild attack of 
rheumatic fever and that his treatment of choice 
was sudorifics. On 15th, 16th and 17th April the 
physicians bled him repeatedly. During the night 
of 17th April he was delirious. The next morning 
his physicians were worried by the appearance of 
inflammation of the brain and proposed another 
bleeding to which Lord Byron consented. On 18th 
April at 15:30 p.m., even more troubled, Dr. Bruno 
and Dr. Millingen requested the help of two other 
physicians, Dr. Treiber and Dr. Vaya. After this 
consultation, Dr. Vaya and Dr. Bruno proposed a 
course of antispasmodics, considering the symp-
toms the result of “metastasis of rheumatic inflam-
mation”. Lord Byron died on the next day, April 
the 19th and Dr. Bruno, Dr. Millingen, Dr. Vayas 
and Dr. Treiber carried out an autopsy [13-15].

The place of Lord Byron’s death: Messolonghi 
and malaria
Located in Western Greece, the town of Mess-
olonghi is surrounded by a lagoon (Figure 3). Data 
regarding the topography of Messolonghi and the 
negative health consequences of the lagoon are 
derived from the narrations of the Italian paint-
er Simone Pomardi (1806), British archeologists 
Richard Chandler (1766) and Edward Dodwell 
(1801), the British officer Captain William Leake 
(1805), the French travelers Fauvel & Fouch-
erot (1788-1789) and Maxime Raybaud (1821), 
the Consuls of France in Greece, Félix Beaujour 
(1797) and François Pouqueville (1806), Lord By-
ron’s friend John Hobhouse (1809) and finally, the 
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Italian physician of the Turkish Army during the 
siege of Messolonghi, Mauro Nuzzo (1826). 
Except for the information about the topography 
of Messolonghi, we do not possess other accurate 
sources or sound epidemiologic data about the 
morbidity and mortality rates from malaria dur-
ing the 19th century. Malaria was a serious prob-
lem in Greece, with extremely high morbidity and 
mortality rates until the 20th century, according to 
Sir Roland Ross’s work [16]. 

The most interesting fact about Messolonghi is 
the report of the Greek Society for Malaria Re-
striction in 1925. 
The report informs us about the three “types” of 
marshes: within the town, around the town and 
at the interface of the lagoon with the sea. Accord-

ing to the report of 1925, the town was infested 
by “innumerable squadrons of mosquitoes” with the 
most common species being Culex pipiens, Culex 
nemorosus, Culex elegans (Aedes aegypti). Actually, 
there must not have been a significant difference 
in the location of the marshes between Byron’s era 
and 1925, since the draining works in the lagoon 
began after 1960. 

The morbidity rate of malaria was 30% within the 
town and 80% in the villages around Messolonghi 
[17]. Moreover, it is interesting that a new report 
of the Greek Ministry of Health almost ten years 
later (1933) suggests an increase in the estimated 
malaria mortality in the area: 5.98% (1925), 5.59% 
(1926), 8.57% (1927), 10.14% (1928) and 10.48% 
(1929) [18].

Figure 3 - Map of the lagoon of Messolonghi. Hydrographic Service of Greek Army Navy, 1919. In: Bakadima-Xourgia 
M., Tsatsa-Patsouraki S. Public, Community and Private Works in the Town and the Province of Messolonghi (1894-
1903). Historical Archive - General State Archives of Messolonghi, 1997. (Courtesy by General State Archives of 
Messolonghi).
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The issue of Byron’s malaria
Several possible causes have been proposed for 
Byron’s death. There are numerous possible di-
agnoses to account for the febrile illness he suc-
cumbed to, such as pneumonia, influenza, viral 
encephalitis, aseptic meningitis, meningococcal 
meningitis and malaria. Another source suggests 
Tick-borne Mediterranean fever (Rickettsia conorii) 
as a possible cause of death, taking into account 
the fact that Byron had a dog, the Newfoundland 
“Lion” [19].
In favor of a diagnosis of malaria are the intermit-
tent bouts of fever, chills, delirium, vomiting and 
sweating [4]. Essentially, there is only indirect evi-
dence supporting the diagnosis of malaria, such 
as the relapsing fevers he suffered from, follow-
ing the first incident in Greece in 1811 and malaria 
morbidity rates in Messolonghi. Relapse is a term 
used widely in medicine to connote the reappear-
ance of the clinical symptoms of a disease after 
their apparent cessation. When applied to ma-
laria, however, the term is somewhat more spe-
cific in that it does not denote simple recurrence 
[20]. Malaria is caused by a protozoan parasite, 
belonging to the genus Plasmodium of the phylum 
Apicomplexa. Four species of Plasmodium cause 
disease in humans: falciparum, vivax, malariae and 
ovale. Mixed infections are possible and frequent. 
Malaria parasites have a complex life cycle. After 
injection into the human host from anopheline 
mosquitoes, sporozoites, the infective forms of 
the parasite, invade liver cells where they un-
dergo asexual reproduction and develop into 
exoerythrocytic schizonts. These mature in a few 
days and rupture, releasing thousands of mero-
zoites into the blood stream. Merozoites subse-
quently invade red blood cells and undergo a sec-
ond round of asexual reproduction, developing 
into erythrocytic schizonts. Once the schizonts 
mature the infected erythrocytes are destroyed, 
releasing more merozoites into the circulation. 
Clinical symptoms, including high fever, occur 
with the rupture of the erythrocytic schizonts. The 
erythrocytic cycle can persist for weeks to years, 
depending on the species involved [21].
The most outstanding feature in the biology of 
Plasmodium vivax and Plasmodium ovale is their 
ability to form dormant forms, called hypnozoites 
in the liver which, when reactivated, cause true 
relapses of clinical disease, weeks or months after 
the initial infection [22, 23]. Relapse resulting from 

reactivation of persistent hypnozoites in the liver 
must be distinguished from recrudescence of the 
primary infection, due to inadequate treatment 
or infection with a drug resistant strain [24]. The 
intervals between relapses vary between the vari-
ous P. vivax strains and their patterns are largely 
dependent upon the geographic origin of individ-
ual strains. Subtropical strains tend to have long 
gaps between relapses, whereas tropical strains 
have short. P. vivax and P. ovale cause very similar 
illness with bouts of fever, periodically though ir-
regularly, over a period of up to 5 years or longer 
[25, 26]. The activation of hypnozoites is influ-
enced by climatic factors, and occasionally exhibit 
seasonality in accordance with local geographic 
vector phenology [27].
Our study of Byron’s letters during the period 
1810-1823, identified the keywords such as fever 
(43 times), malaria (3 times), patient (32 times), 
tertian fever (7 times) and swamps (6 times). 
Based on these findings and the chronologies of 
the letters, it is estimated that new fever attacks 
occurred at intervals of 18 months (540 days) on 
average. According to current medical knowl-
edge, the vivax malaria relapses occur within 
a time frame of 110-777 days [28]. Byron’s post-
mortem findings are not specific enough to allow 
a definitive diagnosis. Nevertheless, there are 
four interesting findings, namely:
1)	 generalized cerebral oedema;
2)	 normal condition of the lungs;
3)	 absence of hepatosplenomegaly;
4)	 post-mortem descriptions of the bones of the 

skull and meninges. 
Of course, generalized cerebral oedema is a non-
specific finding. Acute bacterial or viral meningi-
tis, tuberculosis or even neurosyphilis can result 
in inflammation of the brain and its membranes. 
Similar inflammation occurs in falciparum malar-
ia. However the clear lungs rule out pneumonia, 
influenza and disseminated tuberculosis. Accord-
ing to the post-mortem report, “the liver was be-
ginning to undergo the alterations observed in persons 
who have indulged in the abuse of alcoholic liquors. Its 
bulk was smaller, its texture harder, its colour much 
lighter than in its healthy condition. The stomach and 
intestines presented no remarkable phenomena. The 
intestines were of a deep bilious hue and distended 
with air” [13-15]. The most interesting finding is 
that hepatosplenomegaly, a common finding in 
malaria is not mentioned in Byron’s case. Finally, 
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although enlargement of the spleen is not men-
tioned in his autopsy, Byron’s poem “Farewell to 
Malta”, which was written during his stay in the 
Lazzaretto of Valletta, contains a rather interest-
ing verse: “Adieu, thou damndest quarantine, that 
gave me fever and the spleen” [29]. Actually, his stay 
in the Lazzaretto corresponds to the period of se-
vere attack of tertian fever in Malta (1811), almost 
one year after his first illness in Greece. 
The description of the cranial bones and menin-
ges is equally interesting. According to the post-
mortem report, “the adhesion of the dura mater to 
the interior of the skull-cap was extraordinarily strong. 
Its vessels were large, highly injected, and it had ac-
quired at least twice its thickness. Each of its surfaces 
was covered with strong organized bands, uniting them 
powerfully to the adjacent parts. Its prolongation, the 
falciparum process, was perhaps even more inflamed, 
and adhered firmly to the hemispheres; the tentorium 
cerebelli, though in a lesser degree, was also strongly 
injected” [13-15]. It is obvious that, inside the brain, 
an acute inflammatory process was taking place. 
This process was probably an exacerbation of a 
chronic one, with adhesions to the skull and brain 
sufficient to account for the symptoms of head-
aches, vertigo and the convulsions which were not 
epileptic, but a result of meningeal irritation [3].

n	CONC LUSION

Lord Byron was a 19th century superstar, a notori-
ous romantic hero, fated to live too fast and to die 
young. The cause of Lord Byron’s death remains 
a medical mystery and an ex-post facto diagnosis 
is always under debate. The suspected diseases 
are many and one of them is malaria. Malaria 
seems like a possible diagnosis, largely due to the 
proven existence of the disease in the area for cen-
turies, and Byron’s medical history. The sudden 
occasional bouts of fever that are mentioned in 
Byron’s medical history could be considered the 
result of his first contact with malaria in Greece, 
in 1810. Of course, fever is only one symptom in-
dicative of malaria, and a non-specific one, as it 

may be caused by a variety of viral, bacterial and 
parasitic infections, infections including pneumo-
nia, influenza, viral encephalitis, aseptic or bac-
terial meningitis. In fact, a definitive diagnosis 
of malaria cannot be made on clinical grounds; 
rather, it requires demonstration of the parasite or 
its products in the blood by laboratory methods. 
Evidence from Byron’s autopsy, specifically the 
absence of hepatosplenomegaly does not support 
a hypothetical diagnosis of malaria. Nonetheless, 
the relapsing bouts of fever in Byron’s history 
cannot be ignored and the same applies to the 
possibility of malaria re-infection - in line with its 
endemic character in Messolonghi. 
Obviously, a hypothetic diagnosis of Byron’s 
malaria along with relapses of fever underlines 
a current medical challenge, i.e. the diagnosis 
of imported malaria from travelers, migrants or 
war-refugees. The importation of malaria to non-
endemic countries remains a major cause of trav-
el-associated morbidity and a leading cause of 
travel-associated hospitalizations. This fact raises 
the need for a detailed travel or immigration his-
tory, especially in cases of unexplained fever, tak-
ing malaria into consideration in the differential 
diagnosis. 
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