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PREFACE 

While studying post-graduation at the University of North Bengal in the years 1997-

1998, I became interested in the history of healthcare and medicine of India.fiom the 

1980s) the history of healthcare and medicine in India is a popular area of research. A 

good number of scholars are working in this field. But the medicinal history of North 

Bengal has been avoided by the historians. There is no book-length account of public 

health in North Bengal, and it is that historiographical gap that this study endeavours to 

fill. This study is a narrative account of the medical and healthcare systems of North 

Bengal focussing different aspects. 

In the course of my research many individuals and institutions have contributed. My 

first debt is to my supervisor, Prof. Ananda Gopal Ghosh. He has inspired and helped me 

greatly from the very first day of my research. I have been very much benefited by 

discussing with him the various issues of the medicinal history of North Bengal. I have 

enriched my ideas on the subject by interacting with Prof. Deepak Kumar of J.N.U and 

Prof. Biswamoy Pati of Delhi University. Dr. Nandini Bhattacharya of University of 

Leicester, UK has also provided me invaluable help in writing the thesis. 

I owe a similar debt to my friends and colleagues who have inspired me a lot. I am 

particularly greatful to Dr. Amab Sen, Dr. Dilip Kr. Roy, Dr. Sailen Debnath, Somesh 

Roy, Aditi Chatterjee, Jayanta Chakraborty, Gangotri Ghosh, Mausumi Kumar, Manik 

Seal etc. My friends like Madhupama Guha of Nahata College, Papia Dutta of Shyam 

Sundar College Burdwan and Dalia Bhattacharya of University of North Bengal were 

always great sources of inspiration for me. 

A number of individuals generously shared ideas and materials with me. Prof. Usha 

Kanta Dutta of Cooch Behar, Brajagopal Ghosh of Mogulkata tea estate, Dr.Pradip Kr. 

Roy of Mogulkata tea estate, Late Bhupesh Sharmadhikary of Cooch Behar, Dr. 

Bimalendu Bikash Dutta of Alipurduar Junction, Dr. Dilip Lahiri of Madarihat, Bina Dey 

of Cooch Behar, Dr. Ashutosh Chakraborty of Jalpaiguri have helped me in many ways. 



My former student Deepanwita Dasgupta of Cooch Behar Girls' college has given 

valuable books and articles to enrich my work. 

I am also indebted to the stnff of the following libraries for their kind service: West 

Bengal State Archives, Kolkata (Bhawani Dutta Lane and Writers' Building section), 

Bangiyo Sahitya Parishad Library, National Library, Asiatic Society, North Bengal 

University Library, Cooch Behar State Library, Jalpaiguri District Library, Alipurduar 

Edward Library, Maida District Library, Darjeeling District Library, ITPA(Jalpaiguri), 

DBITA(Binnaguri) etc. 

Lastly and most importantly, I am indebted to my parents, aunt, sister, brothers, 

husband, daughter and mother-in-law for their constant support and encouragement. 
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Glossary 

1. Arkati- Recruiting agency of labourers in the tea gardens. 

2. Coolie-Labour. 

3. Choukidar- Watchman or Guard. 

4. Jhakri- The process of removing evil spirits by uttering charms and 
incantations. 

5. Jotedar- Land lord. 

6. Kabiraj- Ayurvedic Practitioner 

7. Mantra- An incantation. 

8. Mela- Fair. 

9. Ojha- Exorcist. 

10. Puja- Devotion, prayer. 

11. Thana- Police Station. 

12. Taluk- A landed estate. 

13. Zamindar- Land lord. 
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CHAPTER-1 

Introduction 

North Bengal is such a queer area of Bengal which has no trace in the 

geographical map of India by its name, but it is still well acquainted with whole 

of India and the world as well due to its significant characteristic features. North 

Bengal is situated in the northern part of Bengal. It is a region which has twists in 

different period and at different phases of its history. It had changed its 

geographical features due to political and natural reasons for several times. 

Various inclusions and exclusions of areas were made in North Bengal. It left a 

far-reaching impact on its administration also. Upto 1947 North Bengal was 

composed of the districts of Rajshahi Division i.e Rajshahi, Dinajpur, Jalpaiguri, 

Darjeeling, Rangpur, Bogra, Pabna, Maida and princely state Cooch Behar. 

Eminent historian Akshay Kumar Maitreya had drawn another picture of North 

Bengal consisting of the areas of Rajshahi, Dinajpur, Jalpaiguri, Rangpur, Bogra, 

Pabna, Maida and the princely state of Cooch Behar. 1 

After partition of India in 1947 North Bengal was formed containing the 

districts of Darjeeling, Jalpaiguri, Cooch Behar (it was incorporated with West 

Bengal in 1950), Maida and parts of Dinajpur. North of the area was situated 

between the Ganges and the Brahmaputra. This part of the region was extended 

from the 24th degree of the North latitude and from the 88th to 90th of longitude.2 

Its eastern part was determined by the river Brahmaputra and the western 

boundary was marked off by the Mahananda, Ganges and Bhagirathi rivers, but 

the artificial limits of districts did not always confirm to that natural boundary. 

The population in the north and south, as per census of 1872, was comparatively 

dense, but in the remaining part of the region it was not so much dense. 

Somewhere the population was only 400 in per square mile. The population 

congregated together in the both side of the two great rivers, the Ganges and the 

Brahmaputra and those districts which were watered by their tributaries.3 
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"The History of Medical and Healthcare Systems of North Bengal from 

1869 to 1969" is the subject matter of this discourse. Now the question is why 

North Bengal is chosen as an area of research? The reason for selecting the region 

is that North Bengal had some unique characteristic features especially in the 

period under review. North Bengal was distinct from the southern part of Bengal 

from the point of view of strategic position, climate, atmosphere, population 

structure, administrative feature, economic condition, existence of tea gardens, 

princely state etc. Thus North Bengal was a region of variety and variegation. The 

year 1869 has been identified as the starting point of my research because 1869 

was very much significant in the history of North Bengal from the geographical 

and administrative point of view. In 1869 the present Jalpaiguri district was 

formed.4 The English Bazar and old Maida municipalities were constituted in 

1869.5With the formation of Jalpaiguri district and after the administrative re

organization of Malda district, North Bengal had obtained the modern shape. 

Moreover important record of medical history was available in Bogra district 

from 1869. 6 Thus the year 1869 was like a landmark in the history of North 

Bengal from the point of view of geography and administration and 

administration had played a significant role in serving the health care needs of 

the people of North Bengal. The period from 1869 to 1969 in North Bengal was 

very much significant from the point of view of health and medicine. 

North Bengal during the period under review experienced different 

diseases and epidemics. The diseases came out as a result of changes in 

environment, man made factors like construction of railways, drains, canals, 

pilgrimage and social factor like marriage. In the long journey from 1869 to 1969 

different significant measures were adopted in the field of health and medicine in 

North Bengal by the British Government. The journey began with the anti

malarial programme which included clearing of jungle, kerosinaization, 

irrigation programme, flood flush programme, distribution of quinine through 

various agencies etc. The spread of various diseases like cholera, small pox and 

other epidemic diseases were the causes of headache of the British Government. 
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Thus they took initiative against the spread of those diseases through medication, 

segregation and vaccination. In the period under review several medical 

institutions were set up mainly in the urban areas of North Bengal. In 1930 a 

Medical School named Jackson Medical School was formed in Jalpaiguri. But it 

could not survive long. The vacuum was fulfilled after three decades by 

establishing the Medical College of North Bengal at Sushrutanagar, to the west of 

Siliguri in 1968. It was the first and the only Medical College of North Bengal. 

As tea was one of the most profitable industries of North Bengal, a good 

number of measures, enquiries , surveys were undertaken to improve the health 

conditions of the tea garden workers of Darjeeling and Jalpaiguri Districts during 

the period. But afterwards it was seen that those measures and enquiries were 

formulated mainly to cater the medical needs of the planters and the European 

officers and their families. Unfortunately the huge number of workers could not 

get the benefits of those steps. 

As North Bengal was like an ethnographic museum of India various ethnic 

communities flocked together in different areas of North Bengal. The indigenous 

people of North Bengal consisting of both the aboriginals and the immigrated 

population had developed their own medicinal system based on traditional 

beliefs and practices. Every community had developed its own system of 

medicine to get rid of diseases in its own way. The treatment of disease varied 

from community to community. A good number of tribes had a high birth rate, 

while there were some tribal communities whose birth rate was really very poor 

and it was very much detrimental for their survival and existence. The decrease 

in birth rate was not only due to high mortality but also imperfection in their 

health practices and their indifference and reluctance towards western system of 

medicine. Thus the present work will focus on the medicinal practices of the 

tribal people and also find out the hindrances of taking modern medicine. 
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Apart from the tribal medicine, the ayurvedic, unani, Tibetan, 

homeopathic systems of health care practices also grew in the districts of North 

Bengal to fulfill the medicinal and health care requirements of the inhabitants of 

North Bengal. All the above mentioned medicinal systems excluding unani 

were popular in different parts of the region inspite of the very presence of the 

western system of medicine. 

The health policy of the British Government had a deep impact on society 

and economy of North Bengal. It not only affected agriculture and industry but 

also affected the social structure of the families. The reluctance on the part of the 

British Government to set up hospitals and dispensaries was compensated by the 

local kings, land lords Gotedars) and other individuals. The Christian 

missionaries also contributed for the betterment of the medical needs of the 

people of North Bengal. The women played a great part for the medical 

rejuvenation of North Bengal. 

Thus during the 100 years from 1869 to 1969 North Bengal experienced 

different dimensions in health and medicinal aspects. But the historians have 

shown their indifference to highlight the health care system of North Bengal .As a 

result not a single book has been published analyzing a comprehensive medicinal 

history of North Bengal. Only a few articles have been come out describing the 

brief history of health and medicine of some districts of North Bengal.7 This 

lacuna or hiatus instigated me repeatedly to pick out such a topic for research 

and thus it will be a pioneering work in its field. The intention of the study is to 

re examine whether environment was the sole factor responsible for the outbreak 

of diseases in North Bengal. The role played by the British Government to furnish 

medical facilities to the people of North Bengal is another theme of the study. 

The purpose of the present study is to underscore the medicinal beliefs and 

practices of the indigenous people of North Bengal, many of them were in an 

extinct position. Thus it will help to restore the medical system, the culture and 

heritage of the ethnic people of North Bengal. The objective of the study is also to 

highlight the health conditions of the population of the tea gardens of North 
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Bengal. It will bring into light the essence of the malaria and black water fever 

surveys, the nature and causes of various diseases which attacked the garden 

labourers, the reasons of dearth of efficient doctors in tea estates and 

consequences of the existence of those inefficient doctors. The study will also find 

out the causes of repugnance of the workers of the tea estates to visit the health 

centres. The social and economic impact of health policy in North Bengal is also 

an important subject of discussion of the study. 

The present topic is divided into two phases- the colonial period and the 

post- colonial period. Thus there will be an attempt in this paper to bring to light 

the history of health care and medicinal systems of North Bengal under British 

rule and the period after partition when the British left India. So there will be a 

comparative analysis in the study interpreting the medicinal history of North 

Bengal covering pre- partition and post- partition period. 

North Bengal was a region which was very much distinct from the rest of 

the Bengal from the point of view of history, geography, strategic position, 

climate, administrative system, population -structure, economy and culture. It 

had inherited the legacies of the Pundrabardhana- Varendrabhumi- Gour on the 

one hand and on the other side the rich heritage of the Pragjyotishpur- Kamrupa

Kamta- Koch kingdom. North Bengal also experienced the domination of 

different political power in pre- colonial and post- colonial period -the Sikkim, 

Bhutan Raj, Tibet and the British Government. As North Bengal is situated near 

to the Himalayas, cultural and commercial relations had been set up between 

Tibet, Bhutan, Nepal and North Bengal from the time immemorial· The three 

neighbouring countries are situated beyond the bordering areas of North Bengal 

-Nepal, Bhutan and Bangladesh. North Bengal is also the portal of maintaining 

political, economic and cultural relationship with North- Eastern India. 
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The districts of North Bengal had experienced different changes in regard 

to geographical boundaries. With the passage of time some of the old districts 

lost its glory while the comparatively new districts became high-flying. Rajshahi 

district was the most significant and largest district of Rajshahi Division i.e. 

North Bengal. But the district experienced several changes. Till 1793 it was the 

most largest district of Bengal. Thus complications arose to govern it properly by 

one singular authority. As a result numerous areas were subtracted from the 

district for the undergoing of its smooth and efficient administration. B 

Bogra district took its birth in 1821. It was created principally to provide 

supplementary facilities for the administration of criminal justice in the far-flung 

eastern police divisions of Dinajpur, Rangpur and Rajshahi which had a 

disrepute for robbery and other violent criminal activities. A good number of 

European indigo and silk planters residing in the banks of the rivers in the east of 

the district also were in search of safety and protection. Thus the Bogra district 

took its birth to serve those requirements incorporating the police divisions of 

Lalbazar, Khetlal and Badalgachi taken from Dinajpur; Gobindganj and 

Diwanganj separating from Rangpur and Bogra and Adamdighi and Nurkhalia 

receiving from Rajshahi. 9 

In 1829 the district of Pabna was formed by excluding five police circles of 

Shahzadpur, Khetupara, Raiganj, Mathura and Pabna from Rajsahi and four 

others from the district of Jessor1D.Rangpur was a district of the Rajshahi Cooch 

Behar Commissionership. It was an important district of Bengal and also thickly 

populated .n 

Jalpaiguri district was formed in 1869 by incorporating the five police 

stations of Rangpur, namely Boda, Pachagarh, Patgram, Tetulia and Debiganj .12 

Instantaneously after its construction as a new district of the Rajshahi division a 

quantity of major structural changes were undertaken in comparison to few 

others. The district was divided into two physical divisions. One of those was the 

west of Tista river (including Patgram on the east of the river). This came under 
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British rule after the East India Company got the Dewani in 1765. The other tract 

lying to the east of the Tista , known as the western Duars was conquered from 

Bhutan as a consequence of the Anglo- Bhutan War of 1864-65. After two or three 

decades of the formation of the district, Jalpaiguri district became prominent 

from the point of view of administration, economy, population structure and 

culture. Though it was newly constructed, it left the other districts far away from 

many respects. 

The Jalpaiguri district became an important district of the Rajshahi 

Division due to its ecology and social structure. As Jalpaiguri was encircled by 

dense forests and high hills, it sought the attention of the British Government 

who by utilizing its natural characteristics transformed it into a district supplying 

tea and timber. As a result Jalpaiguri district became the headquarter of the 

Rajshahi Division inspite of the existence of the Rajshahi district. As it was a 

newly born district, the British Government found it suitable for implementing 

numerous plans and ideas there.13 

The district of Maida was created by including several parts of the Purnea 

and Dinajpur districts in 1813.14 But after near about four decades it became an 

independent administrative unit in 1859. In 1905 the district was transferred from 

the Bhagalpur division to the Rajshahi division after the development of the 

province of Eastern Bengal and Assam. It was in earlier times a part of the 

Rajshahi division, but was transferred from that division to Bhagalpur in 1876. 

From 1912 the district was in the Rajshahi division of Bengal. 

The Dinajpur district initially was under British domination. During the 

years 1794 and 1801 a hefty number of areas of Dinajpur district were 

transferred to Purnea, Rangpur and Rajshahi. In 1864-65 the large pargana Khatta 

was isolated from Dinajpur and was tied with Bogra. Between the years 1868 

and 1870 both Bogra and Malda were given additional areas of Dinajpur district. 

Lastly in 1897-98 the whole of thana (police station) Mahadebpur in the south of 

the district went to Rajshahi1.1s 
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The district of Darjeeling was a non- regulated district. At the initial stage 

it was a fraction of the Rajshahi division. But after partition of Bengal in 1905 it 

was transferred to the Bhagalpur division.16Surrounded by foreign countries like 

Nepal, Sikkim, Bhutan and Tibet, Darjeeling had developed as an entrepot of 

Central Asian trade 17.Darjeeling district is the only district in North as well as 

West Bengal which rises from particularly sea level in the thana of Phansidewa in 

southernmost Siliguri subdivision to Sandakphu ( 11911 feet) on the Singalia 

range. Darjeeling district had not any old history, it was rather a new formation. 

It was acquired from the control and domination of Nepal, Bhutan and Sikkim. 

Darjeeling was created exclusively as a sanatorium and military base, like a 

bridge for influx of Nepali labour force and to augment the growth and 

prosperity of cash crop (tea) agriculture, trade , commerce and communication 

network. 

Cooch Behar was the only native state of Bengal. From the remote past it 

became known as "Prag Jyotish", "Louhitya", "Kamarup", "Kamta" etc. But its 

geographical boundaries changed from time to time with the inclusion or 

exclusion of some areas of the kingdom .18 From 1896 the name Cooch Behar was 

denoted to the kingdom. The Koch kings dominated it for a long time. 

Afterwards from 1st January, 1950, Cooch Behar was merged into the province of 

West Bengal and became a significant district of West Bengal. 19 

Before British rule in the landscape of present North Bengal the two 

districts-Darjeeling and Jalpaiguri were not existed. Those two districts were 

formed during the colonial period and Darjeeling was in Sikkim's control. The 

remaining part and some parts of Jalpaiguri and Cooch Behar were under the 

domination of Bhutan and Tibet. 2o The eastern tract of the Karatoa river flowing 

through North Bengal or present Jalpaiguri and Cooch Behar districts and the 

eastern part of Rangpur of Bangladesh were incorporated in Kamrup kingdom. 

In the medieval period some portion of that area was known as Kamta Kingdom 

and later on Cooch Behar State. The boundary of the area was extended or 

curtailed in several times and the rivers of North Bengal had taken a significant 

8 



part in shaping the physical boundary of North Bengal. Once the river Koshi was 

the western boundary of North Bengal. There was no similarity between the 

boundary of North Bengal of that period and present time. 

Though the period of study begins from 1869, but its main focus would be 

on North Bengal after 1947 i.e the five districts of Darjeeling, Jalpaiguri, Cooch 

Behar (from 1950 declared a district), Maida and Dinajpur. Once upon a time 

Jalpaiguri had been stigmatized as Pandav Barjita Desh or the land avoided by 

the Pandavas. Its essence was that the region was teemed with jungle and 

dreaded diseases like malaria , black water fever etc and thus was averted by 

people as deserted land. But as time went on Jalpaiguri acquired a prominent 

place in North Bengal by erasing its past disgrace. Jalpaiguri district was 

transformed into the headquarter of the Rajshahi division after the formation of 

the district. It was a new born district, but it had chosen by the British 

Government as a suitable strategic point from where they could keep their 

sharp eyes on the affairs and activities of Bhutan and North-Eastern part of 

India. Jalpaiguri was also an approbation of the tea planters- both British and 

Indian, and thus it grew gradually as the supreme tea belt of North Bengal. 

Jalpaiguri district was also the treasure trove of forest wealth like timber and 

tobacco. Thus with the passage of time Jalpaiguri had gained the fame of 

accumulating the highest population among the districts of North Bengal by 

completely renouncing its former disrepute of being a land avoided by the 

people. 

North Bengal is a region with varied landscape, terrain, morphology, 

economic and socio- cultural characteristics. The whole region might be broadly 

grouped in to three areas- hill areas, sub- Himalayan areas and plains. The hill 

areas consisted of three sub- divisions of Darjeeling and some parts of Jalpaiguri. 

The sub- Himalayan area comprised some parts of the districts of Jalpaiguri and 

Cooch Behar .The plain area contained Maida and West Dinajpur and major parts 

of Cooch Behar and some parts of Jalpaiguri .The most important urban centres 

of the region were Cooch Behar, Balurghat, Raigunj and Maida,. A good number 
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of towns of North Bengal were very old, like Malda, Cooch Behar, Balurghat, 

Dinhata, and Mekhligunj. Some came into existence after the English annexed 

this part of the state in 19th century. Those were Darjeelingl ~~ , 

Kalimpong, Jalpaiguri and Alipurduar. Some towns came into being to serve the 

interests of tea and timber industries like Malbazar, Dhupguri and towns of the 

Duars. Few were trading centres before the British came to this area e.g, Dinhata, 

Mekhligunj, Mathabhanga and Haldibari. Some grew into prominence because of 

partition and the ensuing refugee movement, e.g., Siliguri. Thus both history and 

geography had to a considerable extent shaped the population composition, 

nature and characteristics of the towns of North Bengal. The total area of North 

Bengal was 21,625km, which was about 14.61% of the total area of the state. 

The districts of North Bengal for its climatic conditions, deep forests, 

various ethnic communities attracted the Britishers to go for tea plantations 

particularly in Tarai and Duars region, to search for routes to enter Sikkirn, 

Bhutan, Tibet and Assam along with such other capital earning objectives. The 

Himalaya had a great influence upon the history, geography, economy and 

culture of North Bengal. The Himalaya was very much suitable for settlement of 

Europeans. A number of factors, like high hills, divergence of climate both heat 

and moisture, abundant richness of soil at all elevations, assurances of health and 

strength, and also the opportunity to grow a magnificent variety of product , 

provided inimitable advantages to the colonists. 

With the coming of the British in North Bengal the rule of law was 

established, tea gardens came in to being and lands were sold at chief rates. In 

Duars the people who came from Darjeeling were labourers settling in the tea 

gardens. The people from Dinajpur and Rangpur also went to the Duars as 

cultivating classes. But the number of people who immigrated to the Duars from 

Cooch Behar were numerous. Majority of them belonged to the chukanidar and 

adhiar class of tenants who took refuge in Falakata and Alipur tahsils as jotedars. 

The reason of their immigration was probably the high rate of land revenue in 

10 



Cooch Behar, the oppression of the jotedars and decrease of fertility of the soil.23 

Thus a wide flow of people immigrated there and they made new settlements. 

There were administrative divergences in different areas of North Bengal. 

Different administrative systems prevailed in non regulation area of Darjeeling 

and Jalpaiguri Duars, regulated area of Jalpaiguri, native state Cooch Behar and 

the rest of the districts of North Bengal. Thus the British Government could not 

take a uniform medical policy all through out North Bengal. Different measures 

were adopted in the case of hill areas (Darjeeling), princely state (Cooch 

Behar),tea gardens (Duars and Tarai), non- regulation area (Darjeeling and 

Duars), regulation area (Boda - Patgram, Panchagarh, Debigang, Tetulia of 

Jalpaiguri) and rest of the districts. 

In non-regulation area some of the general regulations and acts of the 

other parts of Bengal were not applicable. In the regulation area all the general 

regulations and acts applying to Bengal were in force. The Deputy Commissioner 

was the ultimate authority of the local administration and undertook many 

functions which were not the duties of a collector in an ordinary regulation 

district. Thus medical system of North Bengal from 1869 to 1969 acquired 

distinctive characteristic features due to geographical and administrative 

divergences of North Bengal. 

The establishment of the tea gardens in Tarai and Duars left a far reaching 

impact on the economy and population structure of North Bengal. The people 

from different parts of the country and outside India also started to reside in the 

tea gardens for their profession and livelihood. A large number of people also 

assembled in the district of Jalpaiguri Duars as a result of the new land revenue 

system.21 Thus immigrants entering to those areas of North Bengal completely 

changed their social, cultural, economic characteristics and population structure. 

Due to the migration of large segments of different castes and classes of people 

and inter mingling with themselves a composite culture began to grow in North 
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Bengal districts. Through generations they became identical with the local sub

cultures. 

The population of North Bengal was composed of different ethnic groups. 

People of various clans entered the region from the antiquity. The people who 

were living in the region of the hill areas of Darjeeling district before the coming 

of the British belonged to mainly diverse branches of the Mongoloid group like 

the Rais, Chhetris, Sanyasis, Magors, Newars, Tamangs, Gurungs, Limboos, 

Sunuwars, Damais, Kamis, Sarkis etc .The lepchas inhabited Darjeeling from 

remote past. The different areas of Darjeeling district excluding the hills and the 

incorporating areas of Jalpaiguri district were several times under the jurisdiction 

of the princely state Cooch Behar. The majority portion of those two areas were 

not easily accessible and filled with dense forests and almost desolate. In that 

areas the Koches, Meches, Ravas, Garos, Dhimals, Tharus, Bhutias Drukpas Totos 

and other Mongoloid groups resided. The Rajbanshis dominated in the plain 

areas of Darjeeling, Cooch Behar and Jalpaiguri districts. 

To meet up the demands of the labour force in the tea gardens of 

Darjeeling district, people from Nepal like Rais, Limbus, Tamangs, Gurungs, 

Sherpas, Pradhans, Kamis, Damais, Sarkis, Sunoars, Magars entered. The 

aristocratic Brahmins and Chhetris also came from Nepal. Most of them belonged 

to the Mongoloid group. On the otherhand in the tea gardens of Tarai and Duars 

labourers were recruited from Chotanagpur, Santhal Pargana, Lohardanga, 

Mayurbhanj i.e. from Dravida- Austric group of people. Among them the 

Mundas, Santhals, Asurs, Birhores, Kurmis, Lodhas were under Austric group 

and the Oraos, Maltos, Nagesias, Khonds, Kayas etc were under the platform of 

the Dravida group. As Cooch Behar was a princely state both the European and 

Indian tea planters were reluctant to create tea gardens in that area .Only one tea 

garden was set up in Cooch Behar. Thus the immigration of the Dravida- Austric 

group of people was very negligible in the northern most area of North Bengal 

due to the scarcity of tea gardens. Some Santhal, Oraon and Nagesia people used 

to live here. 22 
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As a result of colonial rule and with the establishment of tea gardens the 

immigration of the Bengalis also started in North Bengal followed by 

administrative and clerical professions. Moreover many people were also allured 

by the advantage of getting fertile lands after paying minimum land revenue. 

The Bengali immigration took the most extensive form during partition and 

independence phase in 1947. At that time a large crowd of Hindu people 

reinforced the population structure of North Bengal affecting the balance of 

population arrangement. Consequently the original indigenous people of the 

region got annoyed about their own identities. 

As North Bengal did not dishearten anybody it became a safe haven of 

people of different caste, class, religion and linguistic groups. The coming of 

different linguistic groups to the region resulted in the growth of multifarious 

languages like Rajbanshi, Mech, Rava,Toto, Garo, Lepcha, Limbu, Nepali, Bhutia, 

Sadri etc. 

For last one or two decades it is seen that even internationally speaking 

various developed countries are getting inclined more and more towards herbal 

medicinal treatment for cure and prevention of various diseases. India being 

known for its hundreds and hundreds of medicinal plants and herbs attracted the 

attention of the international community as well. A good number of countries are 

busy in preparing list of medicinally important herbs and plants of India along 

with its efficacies. North Bengal has a rich collection of medicinal plants and 

herbs. In this respect the Himalaya has a great role. The Himalaya is the 

receptacle of various herbal plants. The medicinal value of those plants are 

immense. The indigenous medical practitioners utilized the rich medicinal plants 

of the Himalaya for preparing their medicines. This kind of influence of the 

Himalaya is not visible in southern part of Bengal. Thus the present study's 

focus would be to deal with the rich medicinal flora of North Bengal. 

There were climatic differences between Northern Bengal and the rest of 

Bengal. An attempt will be made in this paper to find out the causes of the 
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diseases which might be caused due to climatic divergence of North Bengal. The 

study intends to explore the condition of the indigenous medical system of North 

Bengal in competition with the western medicinal system and the reason of 

popularity of indigenous medicine in spite of co- existence of modern western 

medicine. 

In 1835 Calcutta Medical College was set up. Near about after 100 years 

the only medical school of North Bengal, named the Jackson Medical School was 

established in 1930 at Jalpaiguri. But this school could not get the status of a 

medical college. This paper intends to deal with those issues also that had created 

discriminations between the medical system of southern and northern Bengal. 

From the very beginning the British had used Darjeeling to cater their own 

needs. For enjoying bodily comfort and uninterrupted control over hill resources, 

they had pursued the policy of secluding Darjeeling from the place. The social 

place of the area was thus designed to promote British atmosphere in every 

possible way so that the ailing Europeans could easily regain their health and 

energy. Thus an attempt would be made in this paper to underscore the 

development of Darjeeling as a sanatorium in colonial India vis-a-vis formation 

of a secluded social space in the hills. 

From the second half of the 19th century the royal families of North Bengal 

started to depend on western medical system. The present study will also be an 

attempt to trace whether a synthesis between traditional medicine and western 

medicine would be possible. 

Since indigenous medical knowledge was linked with the culture of the 

past, the move to resuscitate A yurveda and Unani could be seen as a part of the 

rising national consciousness. This paper will be an endeavour to search out the 

causes of occurrence of some typical diseases of hilly Duars like kala azar and 

goitre. Perhaps there were some environmental factors behind those diseases 

which were superfluous in the hilly Duars areas. 
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An attempt will also be made in this paper to find out the influence of 

religion on indigenous medical system of North Bengal. The role played by the 

women in the field of health and medicine of North Bengal will be examined in 

this paper. The contributions of the indigenous kings, land lords, individuals and 

Christian missionaries will also be highlighted. 

The response and reaction of the indigenous people of North Bengal 

towards western medical system has also been scrutinized in this paper. There 

will also be an attempt in this paper to find out the causes of popularity of 

indigenous medical system even now. 

There are some scholarly discourses on diseases. David Arnold has 

analyzed in detail the causes and consequences of the outbreak of the malarial 

fever in Benga1.23 .Ira Klein has also enriched our knowledge about malaria and 

mortality in Bengal through his work on the field.24Besides, Poonam Balain her 

book "Imperialism and Medicine in Bengal" analyses the socio-historical 

development of the medical profession and its interaction with the ruling 

ideology during British India .. 25 Kavita Roy's book is an attempt to study the 

public health policy of the Government and social reaction to it.26Anil Kumar has 

taken an attempt in exploring how the new medical system made its way 

through new educational policies and institutions, how it gradually 

professionalized itself through dispensaries and service centres like the Indian 

Medical Service and how and to what extent medical researches were carried 

out.27 Charles Leslie's fascinating work provides valuable information towards 

modern and traditional medicine.2B The book of Mark Harrison is an attempt to 

analyse the development of public health in British India along with its social and 

political significance.29 Mark Harrison and Biswamoy Pati explain the important 

boundary between health and empire.30in the first chapter of the book "Siting the 

Body" Biswamay Pati focuses on the health and medicine of Orissa's tribal 

communities as well as the other non-tribals and the urban population. 

Biswamoy Pati and Mark Harrison in their another book explains some unique 

topics related to social history of health and medicine like orientalism and unani 
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policy, clinical Christianity, medical institutions, mental illness and the politics 

and economics of colonialism.31 Radhika Ramasubban has studied public health 

and medical research in India and commented on their origin under the aegis of 

colonial rule.32Chittabrata Palit and Achintya Kumar Dutta in their book throw 

some light on the topics with new approaches like kala-azar epidemics, medical 

works of the scientists other than British, indigenous as well as western approach 

to delivery deaths and role of voluntary associations in tackling public health 

problems.33 Chittabrata Palit in his another book covers some interesting topics 

related to health and medicine like hospital and medical education in Calcutta, 

ayurveda in colonial Bengal, epidemics and empire and Ronald Ross and 

malaria. 34 Arun Bandopadhyay in his edited book has assembled both science 

and society.35 Poonam Bala focuses the medical pluralism in India analyzing the 

dynamic social production of health and healing systems as social systems, 

practices and technologies of power. 36 The forthcoming book of Madhuri Sharma 

reflects the conflict between western and indigenous medicine. The book also 

narrates the ambiguity of colonial modernity and its interactions with indigenous 

and colonial medical sanitation, indigenous institutions associated with 

professionalization, the medical market associated with business networks, and 

the way these components together reinforced caste, patriarchy and communal 

identities. 3"Pradip Kumar Bose in his edited book brings together a collection of 

articles published in the Bengali journals containing health, medicine, indigenous 

medical systems, public health, diseases and sexuality. The articles were come 

out mostly between 1850 and 1900. 38Mark Harrison analyses the rise, growth 

and fall of ideas of climatic factors as shown in European writings on the Indian 

subcontinent. 39 Rev. P.O.Bodding analyses the medical system of the Santhals in 

his work compiling in three volumes. 40 

All these works are important and well-informed critiques of colonial 

policy. But a comprehensive account of medical system of North Bengal and its 

impact on society and economy still remains a problem which needs to be 

explored. The present study makes an attempt to find out the causes of diseases 
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in North Bengal, especially the immediate causes that contributed tow~rd~e 

outburst of diseases. It also focuses on some specific diseases of North Bengal 

and their causes of occurrence. The initiative taken by the British Government for 

the eradication of diseases in North Bengal has brought new dimensions. The 

indigenous medical believes and practices of the people of North Bengal bring to 

light the traditional healthcare and medicinal practices and reminds us about our 

ancient culture and heritage. Though tea is an important source of business in 

North Bengal, but the people behind its growth, viz, the labour force has been 

deprived of their necessary health care facilities. So it will be the purpose of the 

work to disclose the actual intention of the tea planters behind the formulation of 

their medicinal system. 

In our present time when we are struggling every moment for survival in 

fighting with various diseases, this study gives us a little hope about the 

medicinal efficacy of the natural herbs and plants of North Bengal. The present 

work can also be very much effective in solving the health care problems of the 

tea garden labourers. 

The present study seeks to focus on the several aspects of the health and 

medicinal system of North Bengal, each concentrating on a specific aspect of the 

problem. The introductory chapter elaborates the history, ecology, climate and 

population of North Bengal. It throws light on the specific political, geographical 

and climatic factors and population structure of North Bengal .It also brings into 

light on the social, economic and cultural characteristics of North Bengal. This 

chapter seeks to elaborate the geographical and administrative features of the 

districts of North Bengal. The chapter focuses the distinct characteristic features 

of North Bengal that makes it separated from the southern part of Bengal. It has 

also been discussed in the chapter about the nature of population structure of the 

area, about the indigenous people and the immigrated population. The causes of 

immigration from outside Bengal and within North Bengal has also been 

scrutinized in the present chapter. How the social and cultural life of North 

Bengal had been influenced by the amalgamation of various classes of people is 
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also the subject matter of the chapter. It focuses on the different works of history 

of health and medicine by eminent historians and specialists of respective fields. 

It also explains the speciality of the work which makes it different from the other 

works of related field. The relevance of the research topic is also discussed in this 

chapter. The justification for the period of the thesis has also been explained here 

with. It has also been discussed here about the primary and secondary sources 

for writing the thesis and the respective places from where they were collected. 

The second chapter seeks to locate the environmental causes of the 

diseases. Undoubtedly the predisposing causes were already there m the 

countryside of North Bengal. This chapter deals with the immediate causes of the 

diseases. It also emphasizes some special aspects of North Bengal-its topography, 

rivers and river system, drainage and natural outlets of rain water etc. It also 

explores the habits of the North Bengalis regarding health and hygiene, their 

occupation and food habits, the general physical constitution, their homestead 

and immediate surroundings, and the climatic conditions. The peculiar 

geographical and climatic features of the districts of North Bengal and their 

strategic position have been discussed in the chapter. The soil, temperature, 

rainfall, seasonal variations, crop pattern, flora and fauna have been regarded as 

the environmental factors for the causation of diseases. Apart from 

environmental causes the man made factors like construction of railways, roads, 

embankments, drainage system and the social conditions like the diet enjoyed by 

the Hindus, the fasting days of the Muslims, early marriage, polygamy, faulty 

accommodation, scanty clothing etc. have also been made responsible for the 

occurrence of various diseases in the chapter. It also shows that pilgrimage and 

fairs also contributed immensely for the occurrence of epidemic diseases. 

The third chapter deals with the role of the British Government to 

eradicate the causes of the diseases. It shows that the initial response of the 

Government was indifferent, and its intervention was half - hearted and 

perfunctory. But when the epidemics threatened the cantonments, plantations 

and the British civilians in North Bengal, the attitude of the Government was 
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changed and it became conscious. The health of the British soldiers and European 

civilians could not be protected in isolation. High mortality rates due to malaria 

and black water fever interfered with the efficiency and profitability of 

production in tea plantations. Besides in areas where agricultural productivity 

was adversely affected by recurrent epidemic fever, state revenues were directly 

threatened. So some degree of remedial intervention had become a necessity. 

Investigations and enquiry commissions were formed to find out the causes of 

the diseases in the areas where the economic interests of the British Government 

were threatened. The chapter also focuses the measures adopted by the native 

kings, jamindars, jotedars, individuals, voluntary organizations etc. 

The fourth chapter analyses the various indigenous medical systems and 

practices of different ethnic communities of North Bengal. The indigenous people 

and the immigrated population belong to the ethnic communities. It also focuses 

the ayurvedic, unani, homeopathic and Tibetan system of medicine. As most of 

the tribal people of North Bengal used to live close to the nature they depended 

mostly on nature for their medical system. Instead of the introduction of the 

western medicine, the tribal medicine, ayurvedic, unani, homeopathic and 

Tibetan system of medicine still are popular among the indigenous communities 

of North Bengal. It has been discussed in the chapter that the indigenous 

medicine of North Bengal is an undetachable part of Indian tradition, culture, 

climate, conviction and belief and deeply related to super-natural and natural 

cure. The indigenous people of North Bengal in search of relief from diseases 

used the ingredients which they could obtain from their immediate 

surroundings. As they resided almost in the lap of the nature they used to find 

out the immediate remedies in the nature. But when it did not work they started 

to devote several deities. To proceed the process of prayer or worship local 

medical practitioners bearing the name of ojhas , dhamis, deosis were 

summoned. The gods varied from people to people. The experience derived from 

the disease of the self and those of the near relations contributed to the formation 
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of their medical knowledge. The simultaneous growth and prosperity of the 

various medical systems in North Bengal have also been examined here. 

The fifth chapter elaborates the health conditions in tea gardens of North 

Bengal. At first the chapter depicts the history of the formation of the tea estates 

in North Bengal especially in the areas of Darjeeling and Jalpaiguri districts. As it 

is one of the major industries of North Bengal, many people are working here. 

People also have come from different parts of the country to seek for their 

professions here. The process of their recruitment and the recruiting agencies 

were also analyzed. Their medical beliefs and practices and the role of the tea 

planters for the maintenance of the health of the labourers are the main 

substances of the chapter. The intention of the Government for the initiation of 

different enquiries, setting up of various commissions, the recommendations of 

the enquiries and committees have been also discussed in the chapter. The 

medicinal believes and practices of the workers and their blind faith towards 

sorcery, magic and incantation are also being discussed. The reasons for aversion 

of the labourers in going to hospitals have been scrutinized in this chapter. 

The social and economic impact of health and medicinal policy is the 

subject of analysis of the sixth chapter. It highlights the impact of diseases and 

health policies on a wide range of economic activities eg. agriculture, industry 

and railways. On the other hand, it also tries to identify the nature of the impact 

on individual, family and society. The British health and medical system mostly 

brought advantages for the urban people of North Bengal. But the rural mass 

were deprived of taking benefits of it. It has been also discussed in the chapter 

that the expensive western medical system made the farmers poor and 

transformed them into landless labourers. 

The study closes with the concluding chapter which focuses the response 

and reaction of the people to the western system of medicine. It also brings into 

light the accessibility of western medicine to the masses. The simultaneous 

prevalence of different indigenous medical systems and their comparison with 
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the western system of medicine are also discussed in this chapter. The poor 

condition of health of tea plantation workers have also been depicted here. The 

condition of post-partition North Bengal is an important subject of discussion of 

the chapter. 

The source materials for writing "History of Medicine and Health Care 

System of North Bengal" are varied, many and multidimensional. For preparing 

the thesis District Gazetteers, Census Reports, Administrative Reports, Municipal 

Reports, Medicinal Reports, Land Revenue Reports, available in the district 

libraries of North Bengal, West Bengal State Archives (Bhawani Dutta Lane and 

Writers Building), Asiatic Society, National Library, ITPA ( Jalpaiguri) and 

DBIT A (Binnaguri) have been used to reveal the actual intention of the 

Government. The libraries of North Bengal University, Calcutta University and 

Jadavpur University have also been utilized. The district libraries of North 

Bengal too have been of immense help in understanding the social impact of the 

epidemics. Much uses have been made of the contemporary vernacular journals 

now available in the Bangiya Sahitya Parishad Library. Contemporary short -

stories, novels dramas, pamphlets and scholarly discourses on epidemic diseases 

have been analysed for the purpose of exploring the popular perception of the 

epidemics. 

Oral sources are very much important in preparing the thesis. Because oral 

evidences have provided micro, intimate, subtle, latent and minute facts. 

Especially in writing about the medicinal system of the indigenous people of 

North Bengal the oral sources are of much importance as there are paucity of 

primary and secondary sources about them. The vernacular languages of 

different ethnic groups like the Rajbanshis .The oral sources include oral 

tradition, folklore, proverbs, rhymes and interviews. Interviews are a challenging 

method of peeping into the past. I have taken interviews of aged people of North 

Bengal of various ethnic backgrounds and religions. The senior citizens of North 

Bengal are able to discuss about the traditional medical system which is survived 

from generation to generation. Interviews are more like informal conversations 
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discussing various aspects of their living conditions, health, medicine and 

disease. The places of the interviews are the houses of the interviewees where 

they can be relaxed and comfortable to visit their pasts. But the oral sources have 

been counter balanced with other sources, because oral history has no 

chronology or time frame. 
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CHAPTER-2 

ENVIRONMENTAL FACTORS OF NORTH BENGAL AND A 
SEARCH FOR THE CAUSES OF THE DISEASES 

North Bengal was a clear departure from rest of Bengal in respect of its 

geographical position. The region was enriched with high mountain ranges, 

dense forests and a large number of rivers. The climatic condition of the region 

was quite different from the southern part of Bengal .The abundance of long 

trees, high hills and humidity of the soil added a new dimension to the climatic 

characteristics of North Bengal. A good number of hilly rivers were found 

flowing in every direction of the region. Various streams coming from different 

hills and mountains also added a new hue to the climate of North Bengal. North 

Bengal also had acquired a distinctive character due to its river irrigated nature, 

existence of numerous swamps, dense forests, wide jungle, long grass, excessive 

rainfall and peculiar climatic situation.1 The condition of temperature, wind, 

rainfall, light, soil, course of river, silt of river bed were the indispensable climatic 

factors for the outbreak of various known and unknown diseases throughout 

North Bengal. Apart from man made reasons like construction of embankment, 

railways, drains, canals, changes in the crop pattern, diseases also burst forth for 

the disposition of nature and natural calamities. The main object of this chapter is 

to bring into prominence the environmental factors responsible for the causes of 

the diseases which broke out in various corners of North Bengal and also focus 

on the other significant factors causing diseases. 

The region was traversed by various rivers, their tributaries and streams. 

The districts of North Bengal were watered by rivers like the Tista, Mahananda, 

J aldhaka, Meehl, Balasan,Karatoya, Kaljani, Raidak, Sankosh, Kalindri, Ganges, 

Jamuna, Purnabhaba, Atrai and many more. The rivers in several times changed 

their courses resulting in flood, draught and outbreak of diseases. 
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The soil of the all districts of North Bengal was not identical to its 

character. Some where the soil was stony or sandy, somewhere dry or wet. The 

soil was lower, plain or situated on hilly areas also. At one time the soil contained 

metallic, sub- metallic or organic matters .Water and air were formed of different 

metallic, plant and animal body elements. The purity of subsoil water and subsoil 

air was essentially required. Environment became unhealthy when either both or 

one of it was poisonous. Carbon-dioxide and water vapour remained in great 

amount at subsoil air. Sometimes marsh gas, hydrozen salphaide, organic matter, 

infectious vapour and subsoil vapoury poisonous matters were also prevalent in 

sub soil air. Those poisonous elements gave birth to typhoid, malaria, dyptheria, 

fever, cholera, infectious dysentery etc. The sub soil air rose up with the 

increasing temperature of soil. For this rise the air of the atmosphere became 

infectious. The infectious air gave birth to diseases. 

Sandy, slight muddy and sandy, muddy or organic matter mixed with 

alluvium soil was unhygienic. This kind of soil evaporated slight amount of 

water and became humid and cold and as a large amount of plant matter 

remained there so it destructed in many ways. In that condition the outbreak of 

malaria was quite possible. 

Low lands which were full of plants were heavily drenched and wet land 

was unhygienic. This kind of soil was cold and full of dead organic plants. The 

soil of some parts of Dinajpur and Rangpur was of this kind .But the soil at the 

foot of the hills which was half dry and full of plants, air did not circulate there 

properly and sun light was also not sufficient there. The soil of Tarai belonged to 

this category. There was a common proverb that malaria rose from irony soil. 

The condition of health could be regained or decreased due to the dryness 

or humidity of the soil. Different kind of diseases could arise quickly from the 

humid soil. In humid soil water vapour could not evaporate from body, so the 
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quantity of water vapour increased and impure blood began to circulate in the 

body. This kind of soil was prevalent in North Bengal. 

Usually the hilly areas were almost congenial to health. Because sunlight 

was sufficient there and fresh pure air blew everywhere. The water coming from 

streams was transparent and easily available and the soil was not at all humid. 

There the rain water used to fall always in lower level. But the land of 

comparatively low height between the two hills was most unhygienic. The hill's 

pick was hygienic, but its valley was full of different kind of diseases. The land 

which was very much higher from sea level, its relative temperature and gravity 

of air was light in that proportion. Thus elevated land was chilly and the air of 

that area was lighter in that proportion. Darjeeling's soil was of that kind. 

When soil became wet, it gave birth to many diseases like malaria, cold 

and cough, pneumonia, gout, typhoid, cholera, diarrhoea, dyptheria etc. The soil 

made of clay, chalk, sand- stone was hygienic. The water of this type of soil 

quickly got down and the upper surface became dry. Air was limited and the 

drinking water remained clean and pure. Sandy, light muddy and sand soil and 

organic matter mixed alluvium soil was unhygienic. That kind of soil became 

humid and cold absorbing small quantity water. If shallow pond with full of 

plants remained on that soil then the outbreak of malaria was quite a possibility. 

Low, containing flora, water- flooded and wet soil was filled with dead organic 

plants. The soil of Dinajpur and part of Rangpur was identical with that 

particular character. That was malaria producing soil. 

Some doctors were of the opinion that the poison of malaria originated 

from wet lands. The poison came from lands which were left barren without 

growing any crop. In wet land water could not be drained sufficiently and thus 

the stagnant water increased in that land which was a perfect place of producing 

malaria. The poison of malaria could also infect the human body through air and 

water. 2 
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The peculiarity of the climate of North Bengal which distinguished it from 

the rest of Bengal was its seasonal characteristic. During the period under review 

mainly the two wet seasons- the rainy season and the winter predominated 

through out North BengaP. From the very beginning of March the monsoon 

started and continued till September. The winter usually commenced from 

October and went off at the beginning of the rains4. During the rainy season 

incessant rainfall and heavy rainfall were noticed. In this season the sun was 

sometimes absolutely invisible for continuous five or six days during the winter 

and rainy season also. Thus every where the sky was enveloped with dark cloud. 

Throughout the year the climate was damp and dank. 

In North Bengal though the year was mainly divided into two usual 

seasons- the rainy season and the winter, but the summer though for a shorter 

duration was also visible. The hot season started from about the middle of 

March and concluded at the end of May. With the beginning of the hot season 

warm and dry wind coming from the west also began to blow. Afterwards came 

the light easterly winds and resulted in unhealthiness especially fever. During 

the summer the nights were too hot to bear. 

Immediately with the coming of the rainy season there was excessive rain 

throughout the region. The rivers, ponds, lakes, pits, wells etc were all immersed 

in water. The rainy season used to come for a long duration and even invited 

floods. The falling of excessive rains terminated at the beginning of October. At 

that time the atmosphere was warm and sometimes led to fever. 

As the districts of Darjeeling, Jalpaiguri ,Dinajpur (some parts) and Cooch 

Behar were situated in close proximity to the hills the rainfall was much heavier 

and the temperature was excessive .The rains were very heavy in June, July and 

August and the atmosphere was soaked with moisture. 
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The advent of winter was initiated in November. By that time the weather 

became very much pleasant and bracing. Heavy dews, thick mists and fogs were 

found in the morning from November to the middle of February. When strong 

western wind began to blow then ushered the hot season in the middle of March. 

North Bengal was principally an agricultural belt. The initiation of the 

Bengali year in the month of April was followed by agricultural activities. The 

farming fields which were dried due to scarcity of rain in winter and summer 

were ploughed by the farmers immediately after the beginning of the rainy 

season. The cultivators generally produced two main types of rice, the Aush and 

the Aman5. The first was sown at the beginning of April on high lands and was 

cut down by the middle of December. It was the superior quality of rice, 

consumed mostly by the middle and upper classes of North Bengal, while Aush 

was comparatively cheaper and coarse, used up only by the ordinary mass. The 

most cheapest and coarser variety of rice was, of course the Boro. It was 

cultivated on low marshy lands, and eaten by the poor. The principal stimulator 

for the production of rice in the districts of Bengal was the south- west monsoon. 

For the yield of rice a huge number of labourers were necessitated. In many 

cases the labourers used to come from outside North Bengal. 

It is known from Sir Richard Temple's famine minute that the harvesting 

was done by people coming from outside who used to visit the rice- producing 

districts every year to work as wage- earners on daily, monthly or seasonal basis. 

They came mainly from Saran, Tirhut, Ghazipur and from the Santal 

Parganas6.Those labourers used to congregate in the Sunderbans in large 

numbers and went further in Bogra, Rajshahi and Rangpur and as far as Cooch 

Behar, Goalpara and Mymensingh. The continuous annual trip of those people to 

the rice growing districts of Bengal, resulted in their unhealthiness. During their 

work often they were attacked by infectious diseases from among the fellow 

workers.They took with themselves the diseases back to their home land and 
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spread it among the people of those areas they stayed for the time being while 

they returned back home7· 

Among the districts of North Bengal Darjeeling district was composed of 

two climatically different portions- the Tarai and the hilly region. The Tarai was 

situated on the foot hill of the Himalayas and it was disreputably detrimental. 

The hilly tract on the other hand was an area which was salubrious and the 

climate was very much pleasant. But sometimes it was observed that even the 

low valleys of the hilly part also became unhygienic and unhealthy like the Tarai 

region. 

The Tarai was a tract that had been embarked by nature as the centre of 

fever. The region was watered by copious streams. They originated from the 

mountains having an exceptionally heavy rainfall. Thus it was a water-logged 

region affluent in stagnant pools which were perfect breeding grounds for the 

anopheles mosquitoes. 

J.D. Hooker stated that "the stagnant water of the streams percolating their 

gravel beds and partly carried off by evaporation through the stratum of ever -

increasing vegetable mould, might be one main agent in the production of the 

malarious vapours of this pestilential region. In addition to this, the detention of 

the same amongst the jungly herbage the amount of vapour humid atmosphere 

above, checking the up ward passage of that from the soil, the sheltered nature of 

the locality at the immediate base of lofty mountains and there appeared to be 

here all necessary elements which, combined, would produce stagnation and 

deterioration in an atmosphere loaded with vapour "B. 

The Europeans were afraid and terrified of the region due to its immense 

moisture and rancid flora. They were so much frightened by the dangerous route 

that they tried hard to pass over that as quick as possible and also as early as 

possible to avoid the deadly fever belt. They were also scared by the area due to 

33 



the sudden untimely death of Lady Canning. She was attacked by fever while she 

stopped for some time to sketch by the road- side on her return journey from 

Darjeeling and sacrificed her life .9The same incident also happened in the case of 

Alexander Csoma De Koros,1o ,a Hungarian philologist. Twelve days after his 

arrival at Darjeeling he was attacked by the pernicious type of malaria of the 

deadly Tarai which he contracted while crossing the region before climbing the 

Himalaya and left the world forever. 

Numerous people lost their lives suffering from malarious fever . The 

inhabitants of the region were terrified by the ravages of fever. Because fever 

took heavy tolls of life. Sometimes even it took the lives of 60 to 70 per 1000 

population. But on the contrary the birth rate was very low thus creating an 

imbalance in population structure. In 1905 the death- rate was 57.70 per mille, 

and the average for the previous five years was 60 per mille" 11 . 

But in the hills the climate was poles apart. The humid moist heat of the 

Tarai used to wane at the elevation of 2500 feet and above that level the tropical 

zone of fever was disappeared12. After reaching to Darjeeling the Europeans 

found the climate in many ways akin to that of their own homeland. The only 

divergence was that it had extreme humidity being harmful for pulmonary and 

rheumatic affections. Apart from malaria, hill diarrhoea also took a heavy toll of 

lives of the Europeans. 

But the climate of the hill was very much bracing and beneficial for the 

children coming to Darjeeling. The positive effect of climatic variation was 

vividly evident in observing the improvement of health of the children. The lean, 

fragile and frail child in Darjeeling quickly turned to chubby, glowing, 

enthusiastic and full of zip. The child who regularly suffered from bowel

complaints or intermittent fever in the plains below almost got a new life. The 

child became "a different being, regaining health, strength and the restless 
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energy of an English child. Darjeeling had been described as the paradise of 

children". 

In Darjeeling district the disease which took the lives of the bulk was 

malarial fever. Malaria was mostly seen in the Tarai, where it was alone 

responsible for over 80 percent of the total mortality. The average death- rate 

was 51 per mille in 190513-The fever was found in different names with different 

characters like intermittent fever with enlargement of the spleen, quotidian, 

double quotidian and tertian . The most severe type of fevers were also found, 

viz., the life taking Kala-azar and black - water fevers. 

In the hills generally fevers became invisible. Mosquitoes were seen far 

and wide scattered all through the district and were mostly found during the hot 

season and after the termination of the rainy season. The genera culicidae were 

available at an altitude of over 6,000 feet and the larvae of the Anophelina genus 

had been noticed at the elevation of 4500 feet, in a place, the inhabitants of which 

had not experienced malaria and the children were very much healthy having no 

sign of enlargement of the spleen . 

The Tarai which had disrepute for fever was the birth place of tertian 

cases of fever which lasted for 48 hours, and of quartan cases lasted for 72 hours. 

The cycle of malignant fevers, including black-water fever extended for about 24 

hours. They were prevalent all the year round, but were most common during 

and at the end of the rains. The malignant type of fever was especially frequent in 

certain areas, such as Sukna, Garidhura, Matigara and Naksalbari owing to their 

marshy situation and to the fact that they were cramped and over- crowded and 

had no room for expansion14. Large markets were at those places and they were 

great centers for the spread of fevers among the smaller villages in healthier 

situations. 
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The weather of Darjeeling was always pleasant and salutary. But often it 

became dank and humid. Consequently with this atmospheric change, the health 

of the soldiers underwent a marked deterioration. The troops sometimes had to 

experience that atmospheric transformation of Darjeeling and became weak and 

fragile. The soldiers were in good health in Calcutta, but faced unhealthiness 

especially malaria after entering Darjeeling . Then the men suffered heavily from 

various forms of fever, especially malaria1s. But malaria was not the sole reason 

of their ailments. "At that time ague became more prevalent in the regiment than 

it had been for 3 years previously, notwithstanding that the stations it had been 

in were of the nature much more likely than Darjeeling to give origin to active 

malarious disease"16. 

But it would be wrong to assume that there was a special correlation 

between the soldiers and malarious fever. Because the general people were 

similarly affected. The reason of their unhealthiness, therefore, was purely 

atmospheric and altogether unconnected with local, causes emphasized by 

modern sanitarians. 

The Duars was salubrious and bracing in the colder months between 

December and February. But in the autumn the weather became unhealthy and 

gave rise to several diseases like fever, dysentery, chest and respiratory 

affections, rheumatism and some other diseases in a severe form. The heavy 

winds coming from the east were harmful both for the indigenous people and the 

Europeans as they gave rise to feverP 

The winds also brought enormous dust and it made the region unsuitable 

for living. During the months of June and July, flies and mosquitoes were 

abundant and very disturbing on the plains during the daytime and mosquitoes 

were troublesome at night and sometime even in the day, up to the end of 

October. From June to September the weather was too hot. In the following 

season cholera broke out in April and May .1s 
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In the Duars the climate did not suit the Europeans. For them the climate 

of the Duars was detrimental and unhygienic. The climate was such unhealthy 

that anybody who were exposed to nature were attacked by several diseases 

especially malaria. But in reality the diseases broke out among the Europeans due 

to their own unhygienic habits. Their undisciplined life style resulted in outbreak 

of several diseases. But the climate was congenial to health for the indigenous 

tribe of the region called the Meches. The Bhutanese had also conceived a 

pessimistic idea about the climate of the Duars. Before the beginning of the war 

occurred between Bhutan and the Duars the Bhutanese did not want to enter the 

Duars especially in the rainy season. The people who were bound to stay in the 

Duars for their work, preferred to settle near the British establishments but they 

used to avoid the area beneath the hills. 

Alipur, a subdivision of the Jalpaiguri district was watered by the Kaljani 

river.The bogs of the town were filled with marshes growing luxuriantly and 

stagnant water. The marshes grew randomly throughout the town right from the 

railway station to court and residential areas also.l9 

The soil of the town was sandy and very much soggy. The drainage 

system of the area was also very defective. The drains were created from north to 

south. But water did not flow into the Kalijani river.The reason was that as the 

soil was not tight and sandy the river was engulfing large portions of the town 

annually. Throughout the rainy season the area was waterlogged. The average 

rain fall was about 144.70 inches annually. The drains in the station were full of 

stagnant water and over- grown with reeds and grass from May to about the end 

of October every year. The tremendous heat and humidity accompanied by 

incessant rainfall resulted in general unhealthiness of the subdivision. 

The district of Dinajpur was infamous for unhealthiness and ailments. A 

story was popular in Dinajpur that during Alexander's invasion of India a war 
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broke out between Krishna and Ban Raja. At that time fever first appeared in the 

district.20. In 1807, Buchanan Hamilton, speaking of natural checks on the 

increase of population, wrote, "the grand check, however, to the excess of 

population was disease, which made an ample room, and fever annually swept 

away immense numbers. The excessive prevalence of fever was more owing to 

the want of stimulating diet and of comfortable lodging and clothing, the 

consequence of poverty, than to any extraordinary degree of malignity in their. 

The great poverty of the natives was no doubt to be chiefly attributed to their 

improvidence, especially in forming early marriages by which they had been 

involved in debt"21. 

Thus the Dinajpur district was very much unhealthy. Its climate was 

unhygienic for the local inhabitants but for the outsiders also. As a result people 

avoided the area. The area was so unwholesome that during the period of the 

second division revenue survey which was instructed from Burdwan several 

Bengali veteran revenue surveyors even gave up their jobs to avoid the deadly 

climate of the Dinajpur. -In the years of 1857-58 and 1858-59, the survey was 

almost discontinued by sickness. About 13 surveying groups could not perform 

their work properly at the same time and almost all were sick and feeble by the 

ravages of fever, the regular epidemic of the district. The villagers having pale 

faces were found everywhere and many of them sacrificed their lives every year 

due to fever and cholera. There the local inhabitants were much affected by the 

climate than Europeans. It was due to the fact that the residents of the area lived 

freely in the nature exposing themselves at night also.22 

The people were not so poor but they lived in a poor condition. Signs of 

poverty could be observed from the conditions of their houses and surroundings 

which were in weak state. They were reluctant to spend money for the 

construction of their houses but on the otherhand they expensed huge for 

unnecessary matters like marriages and ceremonies and on unnecessary 

extravagance at the local fairs. 
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Throughout the year malaria ravaged the town. The disease was so 

widespread and frequently broke out that other diseases could not find time for 

their arrival in the district. Due to the continuous arrival of fever in the town the 

British Government appointed Major Rogers, I.M.S. in 1904 to undertake a special 

enquiry in to the cause of the prevalence of fevers in the Dinajpur district. After 

conducting the survey Rogers came to the conclusion that the most usual type of 

fever was the malignant tertian, identical to Calcutta and most parts of India. The 

quartan type was also seen. It was by and large of a chronic nature and finished 

fatally after several months of sickness. He also added that the districts of 

Rangpur and Dinajpur were the shelters where the dreadful kala-azar of Assam 

took refuge. During the course of his enquiry in 1904 he observed traces of the 

disease. It resulted in great enlargement of the spleen, accompanied by general 

wasting and darkening of the skin. The disease also broke out in Ranisankoil 

thana, situated in the north- west part of the district. During the 10 years between 

1893 and 1902 about 33.30 people lost their lives per mille as compared with 3.24 

due to all other causes. 

The dwellers of the urban areas led a better life than the village people. 

Because they were educated and conscious about their health. Apart from 

leading a hygienic life they also enthusiastically took quinine and other western 

medicines to combat several diseases. But the villagers spent their lives carelessly 

without maintaining any discipline. Due to illiteracy they went to the houses of 

the village kabirajas instead of going to duly qualified medical practitioners. 

Most of them did not have any belief on quinine because they believed that 

quinine fostered the intensity of fever instead of reducing it completely. Many of 

them preferred to die but they were averse to visit the hospitals. The northern 

part of the district was improved from the sanitary point of view than the south. 

Because the former was much neat and clean than the southern portion, and the 

tanks and marshes were comparatively less in numbers. 
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But later on the situation was completely changed. The northern part of 

the town which was earlier healthier became insalubrious than the southern 

portion. The change came due to the water logging condition of the area. The 

district was not always drenched. The region was rather dry and in the winter it 

became identical with the climate of Bihar. The district was filled with numerous 

tanks bearing jungle where mosquitoes took birth. There was also a close 

connection between high ground water level and high spleen rates and mortality 

due to fever. At Porsa the ground water level was 33 feet down and the spleen 

rate was only 28.3. 

The British Government was concerned about the fact that a large number 

of people had to sacrifice their lives due to malaria every year. But many years 

later they adopted several measures to check the spread of malaria. In 1892 the 

system of selling quinine at post offices had been initiated. But initially the step 

was not successful. The villagers did not go to the post offices to buy quinine. In 

1906 another measure was taken to defend the people from the ravages of 

quinine. The hospital assistants of the charitable dispensaries visited the local 

markets every week and gave quinine to the villagers. But after few days the 

employees of the hospitals refused to visit those markets. Because they argued 

that the village people did not show any interest to collect quinine from them. 

Thus their initiative did not bring any fruitful result. 

When the outbreak of the epidemic malaria first attracted serious attention 

in the early sixties of the 19th century, it was argued that the disease broke out 

due to the creation of embankment. The chief advocate of this theory was Raja 

Digambar Mitra who was the Indian member of the first committee appointed by 

the Government in 1863 to find out into the causes of the epidemic. He gave 

instances of some cases in which fever had broken out shortly after the 

construction of extensive embankments. He also added that construction of roads 

and railway embankment thwarted drainage and as a result water logging 
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followed. Stagnant pools were the shelters of the multiplied breeding of 

anopheles mosquitoes, the career of malaria.23 

In Maida district the deaths per mile from fevers for the years 1904, 

1905,1906,1907,1911 were 32.30, 34.64, 34.47, 34.77 and 32.30 respectively. The 

mean rate for the five years preceding 1,911 on those figures was 24.75. The 

sanitarian opined that the principal cause of the outbreaks in 1905,1906 and 1907 

was the construction of the Katihar-Godagari railway line. During the 

construction period a huge coolies were employed in the work. The construction 

into the district obstructed the drainage of the country through which it passed24· 

In 1910, Major MCCombie Young drew attention to another outbreak of malaria 

in the Maida district which had broken out during the construction of the railway 

there 25. The years 1894 -1899 appeared, however, had been years of equally 

heavy mortality from malaria, and every year there was a considerable flow of 

labour across the Mahananda in the cold weather. It would seem that the district 

was permanently infected from the barind and from Gour and that years of high 

floods or short crops created the conditions necessary for the disease to become 

epidemic in the part of the district affected by them. 

In 1900-01 at Cooch Behar district hospital a great numbers of people were 

admitted as in-patients. Most of them were working as labourers in the extension 

of the railway line from Alipur to Jainti of Duars. In the course of their work they 

were attacked by malarial fever and thus they came to Cooch Behar hospital for 

treatment. The following statistical data of five years from 1898 to 1903 clearly 

showed that there was increase of in-patients in 1900- 01 in Cooch Behar 

hospital. 26 
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Year 

1898-1899 

1899-1900 

1900-1901 

1901-1902 

1902-1903 

In patient 

326 

401 

525 

395 

350 

Out patient 

6991 

6834 

7477 

7692 

8208 

(Source: The Administrative Report of Cooch Behar for the Year 1902-03, P. 27) 

In Cooch Behar the number of patients suffering from malaria every year was 

dreadful. In the year 1895-96 the flood to some extent was responsible for the 

outbreak of malaria. But the civil surgeon asserted that want of proper drainage 

system was the main cause of fever in the rural areas of the state. Especially in 

Takagach and adjacent areas across the bed of the old Torsha river, the number of 

deaths was near about 300 out of 800 people. The epidemic appeared only due to 

the cut made few years before and it was followed by silting up of its bed which 

had obstructed drainage. 27 

In Maida insanitary condition prevailed in 1881 due to the silting up of the 

Kalindi river. 28Unhyiegenic environment, dust and mud of unmatalled road, use 

of unclean drinking water also resulted in epidemics in English Bazar and Maida. 

29 From 1893 to 1902 the death rate of the town was higher than birth rate. Earlier 

the ponds and the wells were the main sources of drinking water. But the 

drinking water was not purified in many ways and thus led to malaria, cholera 

and small pox. 30 

The Tista river bifurcated the Jalpaiguri district into two types of malarial 

territories -the western or moderately malarious zone and the eastern or intensely 

malarious region. The latter, known as the western Duars was severely 
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destructed by malaria and black- water fever. That kind of fever was found in 

Central Africa where a lot of people lost their lives due to malaria. Malaria 

predominated in the Duars because the region was watered by abundant rivers 

and streams accompanied by exceptionally heavy rainfall which created the 

perfect reproduction grounds for the anopheles mosquitoes31. The following data 

brought to light the endemic indices of five places in the district in the year 

190J32. 

Jalpaiguri 16 

Mainaguri 25 

Rangamati 43 

Nagaisuri 55 

Nagrakata 72 

(Source: John F. Grunning, Eastern Bengal and Assam District Gazetteers 

Jalpaiguri, The Pioneer Press, Allahabad, 1911, P.60) 

From further observations made in 1907 it became apparent that above 

figures were much lesser than the original figures. The accurate endemic indices 

were from 10 to 20 percent higher .In Jalpaiguri town itself the degree of infection 

varied to a great extent. Jalpaiguri town, representing the western region, was a 

moderately malarious zone. But the other part of the Duars was the den of 

malaria and the index rapidly rose until it reached its maximum at Nagrakata. 

Those malarious fevers were caused due to the decomposition of the rank 

vegetation which grew immensely far and wide in the district. They were 

generally found during the beginning and end of the rains, in the months of 

March and April, and in September and October. 

From the very beginning the Rangpur district had attained the ill fame for 

being an unhealthy and unsanitary region. The contemporary newspapers like 

Sangbad Prabhakar and Somprakash stated that two-third people of every house 
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in Rangpur suffered from diseases like malaria, cholera and anaemia. 33The 

excessive rainfall and countless roads contributed greatly for its unhealthiness. 

Throughout the year the atmosphere was humid and thus was suitable for the 

outbreak of malaria. It was seen that during the years 1907 and 1908 the death 

rate was lowest due to minimum rainfall. But the mortality rate took a gigantic 

shape in 1909, when the rain fall was most copious. The town was under control 

of rainy season for 4 or 5 months of a year and there was also the repeated 

visitation of floods. In Rangpur bamboo, reed and straw were the principal 

ingredients for the construction of houses. They never dried those articles due to 

the rains. A considerable number of jungles grew besides the houses of the 

inhabitants for the purposes of conservancy and the numerous bamboo and other 

trees growing in the villages, did not permit a free circulation of air properly. 

During the months of March and April when the atmosphere became dry the 

leaves began to fall and that contaminated the atmosphere. 

The unhealthiness of Rangpur was due to the outbreak of fever. Fever took 

heavy tolls of lives annually. In 1908 the death-rate due to fever was 29.23 per 

mille. Dr. T.H. Bonnar, the civil surgeon argued that the region was unhealthy 

because the general level of the district was low, especially in the south and east, 

where the whole territory was sunken in the rains. As a result of excessive 

rainfall several areas took the shapes of islands. The region was also encircled by 

rank vegetations .34 

The soil of the district was not suitable for the digging of tanks. The old 

tanks were low and full of vegetation. The tanks and pools were left in miserable 

state. They were frequently utilized for bathing in and washing utensils and 

clothes. The marshes, tanks and pools served as appropriate breeding-places for 

mosquitoes and their mephitic exhalations poisoned the atmosphere. Those 

circumstances accounted for the widespread prevalence of malaria. The fever 

death- rate in the decade from 1893 to 1902 stood at 28.6 per mille, in the 
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quinquennium from 1900 to 1904 it was 29 per mille, and in the quinquennium it 

rose further to 30.6 per mille. 

The prevalent forms of malarial fever were the simple tertian and quartan. 

Those varieties of fever were found all over the year, but were mostly seen in 

serious form immediately after the rains and during wintry weather. ln the 

colder months the people who had not sufficient clothes and proper 

accommodation suffered greatly. The quartan and tertian forms of fever broke 

out due to weariness, exposure in the day and night and coldness. To cure the 

people quinine was prescribed and at times given to them freely. But mostly it 

did not function properly because the people were famished and could not get 

proper nourishment. After the application of quinine on them they could not bear 

its strength and their hearts began to fall. 

In North Bengal cholera was endemic throughout the year, but assumed 

an epidemic form twice a year, via from April to June, and from November to 

January. The mortality, was however, rarely high during the decade ending 1902 

it amounted to one per mille, and during the decade ending in 1908 to 1.2 per 

mille. The same water was frequently used for washing, bathing and drinking. 

Tanks, wells and watering ghats (landing stage on the bank of river or pond) 

were not protected from pollution. No protection was taken against flies when 

cholera cases occurred in the neighbourhood and corpses were often thrown into 

the rivers. Thus an isolated case frequently infected many members of the 

locality. 

In Cooch Behar impure water, bad food, insufficient clothing, improper 

accommodation facilities, defective drainage system and unhealthiness were the 

reasons of the outbreak of cholera. The chief sources of the drinking water supply 

were the rivers and numerous tanks where people washed themselves, their 

cattles, clothes and cooking utensils. They also utilized those as a means of 

disposing of dead bodies, many of whom had died of cholera. Bad food and 
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especially the dry fish, a favourite dish of the local inhabitants, also contributed 

in the spread of the disease, in as much as it caused diarrhoea and so predisposed 

to cholera infection. 35 

The civil surgeon of the Cooch Behar state, Dr. Briscoe stated that cholera 

usually appeared at a time when there was scarcity of rain i.e. from November to 

the end of March. An excessive dry cold season was always followed by cholera 

in March or April. In several parts of the state the water supply system was very 

poor especially during the winter. The disease also spread widely because the 

police became aware of the outbreak of cholera mostly after the demise of the 

affected persons. 36 

Cholera was raging tremendously in Maida. Cholera took the lives of 

countless people. In Maida during the years 1892-1901 and 1902 -1911 the 

average mortality per mille was 2.68 and 2.21. It increased to 4.84 in 1893, 6.28 in 

1899, 4.39 in 1904 and6.25 in 1905. The disease was mainly spread by the practice 

of throwing half- burnt bodies in to the rivers.37 At Gorgoriba of Maida the death 

rate was so high that the dead bodies were rotting in the houses for want of 

persons to bury or burn them. 38 

But in Dinajpur cholera was not frequently found. Though cholera broke 

out there annually but its nature was not so much dreadfuJ.39 Cholera appeared 

normally at the beginning of both the cold and the hot seasons, and continued for 

a month or six weeks at a time. The disease came with similar intensity in every 

part of the region. But the disease generally used to follow the course of one of 

the bigger rivers and the infection was carried by the river water. During the time 

of less rainfall those outbreaks were more noticed, and took the shape of 

epidemic form. 

Cholera broke out in the district in less severe form than other districts. 

The residents of Dinajpur were very much conscious about hygiene and they 
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accumulated their drinking water from wells in their own houses. Those wells 

were not so much infectious like the public sources of water supply like tanks 

and rivers. Those wells were however , infrequently deeper than 12 to 15 feet and 

in dry weather they run dry and the people were going to drinking tank or river 

water. It brought catastrophic results. But the death rate from cholera in the 

district was so minimum compared with that from fever, that it seemed hardly 

worth while comparing one year with another.Though the year 1891 was a 

remarkably depressive year. Because in that year the deaths amounted to a total 

of 6,491 or 4.17 per thousand.40That death rate, though high for Dinajpur, was 

low as compared with many other districts of the province. 

Small pox was also a dreaded disease of North Bengal and it resulted in 

high mortality. The disease was mostly visible between the months from 

February and May. Thus it was more active in dry season. In Bengal it was 

familiar with the name of "Basanta." Apart from atmospheric causes social and 

cultural factors also contributed a lot for the outbreak of the disease. The people 

in Bengal preferred to travel in the spring season as it was a dry season. Thus 

thousands of people went to tour pilgrimages, attend religious fairs and marriage 

festivals in that season. The assemblage of many people quickly spread the 

disease affecting a huge population at a time. 

Hill diarrhoea was a familiar disease of Darjeeling hill. But the reason of 

its outbreak was not known. Thus different views appeared for its outbreak. 41 

Some people people believed that hill diarrhoea burst forth as a result of drinkink 

water containing mica. The Europeans who were coming from the plain area did 

extensive hard work and exercise. Thus they became very much thirsty and 

drank water abundantly. As mica was prevailed in water it also entered into their 

body and resulted in diarrhea .But the argument was not so much strong because 

hill diarrhoea was found in other hill stations also where the soil was not 

micaceous. But in reality the hill people of Darjeeling who drank the same water 

were basically immune from it. 
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Another group of people hold the view that hill diarrhoea caused due to 

the existence of organic particles in the drinking water which was brought down 

from springs on the edge of the Senchal range .As those springs were flowing in 

the midst of dense forest, the decomposing plants infected the water .42 

A different opinion was that it was very recurrently created by cold 

weather, improper diet, scanty clothing and over exertion, especially on first 

arriving in Darjeeling. The disease generally appeared during the rains. The 

people who were coming to the hills Natives from the plains suffered greatly by 

it. On the otherhand the impact of the disease on the hill people was not so much 

harmful. 

In Jalpaiguri Duars also diarrhoea visited frequently especially at the 

beginning of the winter. Its rise was attributed to the wet and changeable nature 

of the climate, and also due to the intake of rotten food.43 

Rheumatism and pulmonary affections were also other diseases which 

used to appear in the rainy season. They were caused due to the prevalence of 

extreme humidity in the atmosphere. Phthisis was also found among the hill 

people, owing to their sparse clothing, their habit of being continuously exposed 

to cold, moist and heat. It was found greatly among those people who lived in 

solid brick stone or corrugated iron houses than amongst those who lived in 

wooden huts. Those houses were over- crowded and sufficient ventilation was 

not there. But the houses other than that were airy and hyiegenic.44 

A medical officer employed at Buxa reported in 1870 that scurvy was very 

prevalent among the men of the native infantry regiment stationed there. He 

analysed that the disease attacked all the soldiers who were working there from 

the time of the annexation of the Duars. It probably broke out due to the dearth 

of fresh vegetables. Vegetables were only produced at Buxa during the cold 
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season .But as a result of excessive rain, followed by insufficient communication 

system created obstruction in the coming of fresh vegetables from the plains 

below during the rainy season.45 

In Rangpur a strange disease was observed and it was known as 

"ainhum". In that disease the toes of the feet became inflamed and eventually 

dropped off. The cause was unknown. But as it occurred chiefly among the 

agricultural working classes, it had probably some connection with the soil. 

In the cold climate of Darjeeling hills there was the trouble of the 'Pipsees', 

malicious insects looking like small flies. They were the chief carriers of a 

peculiar disease near the banks of the Rungeet.46 They were so dangerous that 

their bite resulted in bleeding and left a dark wound, which remained for some 

time and very frequently occasioned troublesome sores. At one time some of the 

soldiers staying there were so much suffering from them that for many days they 

were not able to perform their duties owing to the large sores the bites had 

created.47 

Goiter was a peculiar common disease of North Bengal. In different areas 

the reason of its outbreak varied accordingly. In Jalpaiguri district the disease 

was wide extended and it was known as "bawa" by the Bhutias. Goitre was 

mostly prevalent in the hilly region of the Duars. The local people assumed that 

the disease occurred due to the existence of some poisonous element in the water. 

They also believed that it was a hereditary disease. According to surgeon Rennie 

the inhabitants of the hills of Darjeeling used to suffer from abnormal 

enlargement of the throat and it was well-known in Switzerland by the name of 

goitre. In Cooch Behar it was mostly found among women. It appeared in police 

division Shariakandi of Bogra district and mainly in those parts where jute was 

grown and stepped. It used to attack women rather than men and rarely to 

appear before the person had attained the age of fifteen. As North Bengal was 
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situated far away from the sea, the quantity of iodine was less in the soil and 

vegetables of the region. Thus the people suffered greatly from the disease. 

In Cooch Behar leprosy was found greatly among the Rajbanshis than the 

Muslims .The town ranked first among the districts in respect of the number of 

lepers of the local population. It was believed that the disease broke out due to 

untidy habits and bad diet. The Hindus were more affected. 48 

The number of insane was many in Cooch Behar. It was found both 

among the men and women. The proportion of the insane in 1881, among 10,000 

people was 10.4. It was the highest number in the Bengal Presidency. 49 The 

maximum number of insane was found between 20 and 45 years of age. It was 

more found among the Muslims than the Hindus. Probably consanguineous 

marriage, a vital source of imbecility in Europe was the cause of excessive 

insanity among the Muslims who favoured the marriage within blood relatives. 

In addition the intake of ganja also contributed for the increase of insanity among 

the inhabitants of Cooch Behar. Ganja was injurious to brain. 5o 

The pilgrimage, both of the Hindus and the Muslims, and the spread of 

disease. terrifying proportions and transformed the place of pilgrimage a central 

point for the spread of diseases. The melas or fairs, where numerous people 

assembled were interrelated with each other. Through pilgrimage large number 

of people used to assemble at a certain place. In most cases those crowd of the 

people, contributed largely in the dissemination of disease, especially in the case 

of cholera. 51 In the native state of Cooch Behar at the end of 1890 cholera 

appeared in an epidemic form.52 Over 10,000 deaths occurred due to it. The 

disease was undoubtedly introduced by the pilgrims who were returning back in 

Cooch Behar from a religious gathering called the Arodhodoy Yoga and it spread 

like wild fire. 
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In Cooch Behar cholera originated into the town by an old woman who 

was detained at Dinhata .She was returning from a pilgrimage to Brahmaputra 

on 7th April,1895 and were attacked by the disease. She died in her home in the 

Police and Military lines on the following day.53 That death resulted in 42 cases 

and 15 deaths in the lines. But the civil surgeon hold another view. He stated that 

the spread of cholera in the lines was due to their unsanitary condition and 

insufficient water supply. 

There was no Rashmela (a special fair of Cooch Behar) during 1923-24 as 

cholera broke out in the town of Cooch Behar and its adjacent areas at the 

time.54The Gadadhar Mela which was held at taluk (a landed estate) Ambari at 

the confluence of the Kaljani and Gadadhar rivers could not be held during the 

year on account of cholera epidemic. In 1928 cholera imported from the Barauni 

Mela continued and spread throughout the state despite all efforts to check it. 

There were altogether 1529 attacks with 3685 deaths. The percentage of death 

from cholera was 81.36. The increased numbers of death was mainly due to 

scarcity of pure drinking water and late information of the outbreaks in taluks. In 

Cooch Behar the Rash - Jatra festival was also not celebrated during the year 

1918-19 under the instructions of the king of Cooch Behar owing to the 

prevalence of influenza in an epidemic form in the interior and in the 

neighbouring British districts. 55 

The out break of cholera started in the jail of Maida in 1868. It was carried 

by a prisoner who brought the disease with him from the great Muhammadan 

gathering in the ruins of Panduah.56 In the same year, cholera again broke out 

several times at the bathing festival at Kansat and as the pilgrims went to 

different places, they carried the infection all over Maida and into the 

neighbouring districts. 57 

In 1891 cholera took birth among the pilgrims who went to Manihari to 

attend the bathing festival of the 8th February. It was a great occasion and 
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attended by numerous people. The railway authorities also had to face several 

problems to accommodate the vast passengers. Sufficient steps were also not 

taken in the district to combat the ailment caused among the assembled masses.58 

A large amount of Hindu spiritual travellers from Dinajpur, Rangpur, 

Jalpaiguri and even Assam went to the Ganges. About 60,000 to 100,000 people 

traveled by train to attend festival. There were many other people who were not 

given accommodation by the railway authority. Another group of people, who 

were too poor to avail railway facilities, started their journey on foot. When they 

returned back to their houses they had to face several problems during their 

journey. Their hardships during the tour and eating of bad food also prepared 

the way for creating epidemic. 

The epidemic visited first at Manihari .From then it speedily disseminated 

into the neighbouring thanas of Kadwa and Gopalpur with which railway 

communication was direct and easy, and also into the districts of Dinajpur and 

Rangpur. But the pilgrimage was not the only factor for the causation of the 

disease. It can not be denied that it was instantaneously followed by an outbreak 

of cholera and the disease was imported by returning pilgrims into almost every 

part of the district. But everywhere it was not so much fatal. It was observed that 

even after the end of March and the beginning of April, some 6 weeks after the 

completion of the pilgrimage that very cholera was maintaining its existence with 

similar vigour as before throughout the district. 

Marriage was also considered to be a significant factor for maintaining 

good health or the causation of diseases. It was found that children of healthy 

parents were strong and healthy but the unhealthy children took their birth from 

the consequence of a marriage of feeble and ailing parents. 59 

From the very beginning the Europeans considered the Indian climate as 

one of the principal obstructions in the way to attain their imperial ambitions. 
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During the 17th and 18th centuries, the Europeans believed that diseases broke out 

as epidemics due to atmospheric transformation. In several times, it was found 

that extreme heat and wetness were the major factors which fostered the process 

of increasing organic decay and polluting the air with that decaying elements. 

Sometimes an epidemic might be broke out due to hot weather, as it happened 

in the case of fever or cholera. But the situation was changed in the 19th century. 

During the 19th century the environmental factors were challenged by a new 

conception of epidemics that was revolutionary in its nature. European medical 

practitioners in India hold the view that epidemics began to appear due to man

made problems like over population, sanitary problems produced by 

urbanization and ignorance and uncleanly habits of Indians. The diseases were 

considered to cause due to man-made reasons because it served the intention of 

the British Government to get a practical shape. While the Europeans had 

initially avoided unfavourable environments, they now sought to convert them. 

Where once had praised indigenous hygienic practices, but they now criticized 

them. 

During the last phase of the nineteenth century by the discoveries of 

parasitology, the environmentalist explanation of cholera and all other tropical 

diseases had to face a problem. Earlier India's diseases had somehow to be 

connected either to the soil or people of the land. By the 1890s researchers in the 

Indian medical service, with Patrick Manson in China had established an 

opinion known as the germ or contagionist theory of India's most deadly 

ailments, among them malaria, plague and cholera were important. Its essence 

was that all bodies were the same and all equally susceptible to the attack of 

disease- carrying fleas, mosquitoes or other vectors. Thus India was not an 

isolated place from the sanitary point of view. The damp marshes of Bengal and 

the open drains were no longer be the sources of pestilential miasmas, but they 

were still the primary breeding grounds of the organisms that spread disease.60 

53 



Thus by the first phase of the 20th century it was firmly established that 

environmental factors were not the sole factors for the causation of diseases in 

India. The diseases broke out due to man- made factors also and by the impact of 

the several germs. So the Europeans believed that as the causes of the diseases 

were identified, it could be removed by intervening in it. Thus the British 

Government in several parts of India adopted a good number of sanitary 

measures to cope up with the diseases. North Bengal also was not an exception 

in this regard. The British Government had taken numerous steps to erase the 

causes of the diseases in North Bengal. 
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CHAPTER-3 

THE ROLE OF THE BRITISH GOVERNMENT TO ERADICATE 

THE CAUSES OF THE DISEASES 

The British health policy in North Bengal had different nature from its 

health policy of other parts of Bengal. Their policies changed in course of time. 

But those changes were made to cater their own needs and interests. As North 

Bengal was a combination of hill station (Darjeeling), tea plantation (At Duars 

and Tarai), princey state (Cooch Behar) and the remaining parts (Dinajpur and 

Maida) its health policy also had unique distinctive features. It had differences in 

its formulation in regulation and non-regulation parts (Darjeeling and Jalpaiguri 

districts), tea gardens, princely state and the rest of the area. In North Bengal the 

health policy was immensely influenced by the interests of the soldiers mobilized 

at different parts of it. They formed the Darjeeling district as a health regaining 

centre (sanatorium) for the ailing British officers and soldiers and isolated it from 

the remnant parts of North Bengal. The health policies adopted in tea gardens 

had acquired a special feature as tea plantation was a lucrative business. Though 

the tea estates were under the autonomous control of the tea planters, the British 

Government had shown special interest for the formulation and materialization 

of its health measures. As Cooch Behar was a princely state the British 

Government had exhibited special interest there. Thus the role of the British 

Government to eradicate the causes of the disease and to prevent the epidemics 

was guided by various interests in different parts of North Bengal. This chapter 

will explore the initiatives taken by the British Government to prevent the causes 

of various diseases occurring in North Bengal and also will focus on the 

contributions of individuals, missionary societies, charitable societies and others 

in this regard. 
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By the Bengal Local Self Government Act (1885) to supervise different 

activities in Bengal three classes of local authorities were formed in Bengal. Those 

were - the district boards (having jurisdiction over a whole district), the local 

boards (in each jurisdiction) and union committees (for areas within a sub

division), working under the district boards and dependent mainly on district 

board funds. The Act ordered every district board to do the best for the proper 

sanitation of each district and to supply due fund for that. 

The district boards were given power to supervise the dispensaries, 

hospitals and water supply. The Act imposed power on the District Boards to 

appoint sanitary inspectors who would work under the supervision of the civil 

surgeons of the district. The Local Self Government Act also gave the supervisory 

power of sanitation of a district to a Sanitation Committee consisting of 3 to 5 

members .1 

In 1912 four sanitary circles were created - the Presidency Circle, the 

Burdwan Circle, the Rajshahi Circle, the Dacca Circle with headquarters at 

Calcutta, Chinsura, Jalpaiguri and Dacca having jurisdictions over the districts of 

the Presidency Division, the Burdwan Division, the Rajshahi Division, the Dacca 

and Chittagong Divisions respectively.2 

The District Boards had to make necessary arrangements for the control of 

epidemic diseases. The rural public health organization scheme was started in 

1927. It was taken to provide immediate medical relief to the affected areas. In the 

municipality areas the municipalities were also primarily responsible for the 

control of epidemic diseases. The local bodies struggled against those diseases 

armed with temporary epidemic staff, medicines, drugs, disinfectants and 

vaccines. 

The District Health Officers were given orders to provide weekly 

information about the epidemic diseases to the Director of Public Health, District 

Magistrates and Health Officers of the municipalities within his district. The 

districts also shared information among themselves about the first notification of 
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the immediate outbreak of any epidemic disease. At the same time the rural 

municipalities also sent reports of weekly epidemic returns. 

A scheme was adopted by the Government of Bengal in all the districts 

excluding Darjeeling from August 1, 1927 3· According to the scheme every thana 

unit, near about 600 in number, (excluding those located in Darjeeling district 

and municipal towns) was altered in to a health circle each with an annual 

average expenditure of rupees 2000 and served by a non-medical Sanitary 

Inspector4, a Health Assistant s and a carrier servant- Upto 1942, the rural public 

health organization of Darjeeling consisted of one permanent district Health 

Officer, 14 medical licentiates, 14 Sanitary Inspectors, Several Vaccinators, 2 Kala

azar employees with 3 Government dispensaries and 2 district board 

dispensaries and a few Kala-azar treatment centres. But as the organization was 

not self-sufficient, from 1st September 1942 a new organization was provided for 

a period of 5 years. That organization began its journey on the model of the 

scheme for reorganization of rural public health services in the plain districts 

with negligible difference, keeping in mind the unusual picture of Darjeeling. By 

1931 every police circle excluding the district of Darjeeling became a health unit. 

The foremost objective of the rural organization scheme (1924) was the 

annihilation and control of epidemics by assembling previous information about 

conditions of health of the circles. Their objects were also to organize the sanitary 

condition of the hats (rural markets) or markets under their control and to visit 

fairs and to examine samples of food suspected of adulteration, look after child 

welfare and to survey the schools. The Sanitary Inspectors and their subordinates 

were also instructed to disinfect tanks and wells. Moreover they spread the 

knowledge of hygiene and sanitation through health talks, lectures and 

demonstrations. 6 

North Bengal having a peculiar climate, atmosphere and ecology was 

suffering from various diseases and epidemics. Malarial fevers, (both remittent 

and intermittent) small pox, cholera, black-water fever, Kala-azar, dysentery, 
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dirrhoea, splenetic affections, enlargement of the liver, anaemia, goiter, scurvy, 

rheumatism, worms, skin and eye infections were the most prevalent ailments by 

which the residents of the districts of North Bengal were attacked most. 7 The 

British Government adopted different measures to check the spread of those 

diseases in North Bengal. 

The existence and virulence of diseases could be understood by the 

government data of death rate of various districts of North Bengal. Mortality due 

to fever was 23.71 to 31.01 per mille (1886-87) in Jalpaiguri Duars.8 In Maida 

district the number of deaths per mile from fevers for the years 1904, 1905, 1906, 

1907, 1911 were 32.30, 34.64, 34.47, 34.77 and 32.30 respectively. 9 Malarial fever 

was not a new disease in Maida. Many years back Gaur (Maida) was desolated 

followed by malaria. The unhealthiest part of the district in respect of fever was 

the barind. In 1872 in Dinajpur district the number of deaths from fever was 

greater than any other districts of the Division. The year 1877 was most 

unhealthy as it took away the lives of 36,000 people due to fever.10 Among 17 

adult Europeans, 15 went out of the district during the year as a result of 

repeated attacks of malaria. The abnormal condition of the district became 

evident from the fact that among 1000 people 75% of the dwellers were suffering 

from health problems, while 53% had serious enlargement of the spleen.11 

Bourdillion, the Census Commissioner was afraid that the death rate in the 

Municipality was 42 per mile, i.e more about two times greater than the death 

rate of London and also nearly one and two times greater than any other districts 

of Bengal. The police had to sacrifice their lives at the rate of 46 and the prisoners 

in jail at the rate of 74.6 per mile every year. 12Dinajpur district acquired the 

highest position of having mortality resulted by fevers which were generally 

malarial in nature. The situation had not changed so much and the death rate 

from fevers exceeded 51 per mille in 1905. 

The Census of 1931 acknowledged that there was a decrease in population 

in the Rajshahi district by 4.6% than the previous decade.n In Bagnera, 
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Mohanpur, Puthia, Pabna and Charghat thanas malaria took lives of about 

15.1% of people. In Pabna district also many people died due to malaria.14 

The Tarai was infamous for breaking out of recurring fevers. There simple 

fevers came in the form of tertian and quartan and also appeared in the form 

where the parasites were mixed. The tertian fever lasted for 48 hours and of 

quartan cases stayed for 72 hours.15 The children were also not spared by 

diseases. A good number of them also suffered from enlargement of the spleen. 

They were so much liked by the malarial parasites that the Nepalese of the region 

wholeheartedly believed that any child born to them would not live more than 

two years. The infant mortality rate was abnormal. It was over 38 percent in 1905 

for the entire tract. 16 

In 1863 the first committee to fish out the causes of malaria came into 

being. To restrict the dissemination of the malaria epidemic, Dr. Elliot, 

recommended some sanitary measures. It included the cleaning of jungles and 

eradication of their growth near the dwelling houses, re-digging and cleaning of 

the most important tanks in the villages and filling up the smaller and fouler 

ones, drainage of village sites towards the nearest khals and heels, free 

ventilation by clearing away huts where it was too crowded and by opening 

broad lanes, removal of foul matters from houses and compoundsP 

The policy of the government towards the epidemic fever in North Bengal 

as well as in Southern part of Bengal was undertaken in three phases. In the first 

phase the government began the programme of cutting trees and jungles. 

Secondly it under took sanitary measures and lastly it sent aids in the form of 

food, medical assistance and doctors to the affected villages. 

In 1920 in North Bengal among 1,01,38,302 population about 4,35,870 

malaria patients were treated in 149 dispensaries. 1s As malarial fever was the 

most harmful and life taking disease in the districts of North Bengal the British 

Government had a special concern for the disease. Anti-malarial campaigns were 

initiated in North Bengal. In Dinajpur an anti-malarial campaign was started in 
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January 1908. It was started by the recommendations of Major Ross for 

Mauritus.19 The programme of the scheme was initiated to fill up all hollows of 

different size to carry away rubbish of all sorts from the corners of the houses, to 

clear ditches and tanks of jungle and to treat small tanks and pools with raw 

kerosene. The scheme of distribution of quinine among the dwellers was also 

undertaken. 

In March 1909, Dr. Bentley, a specialist in Malaria came to Dinajpur town 

to honour the request of the Sanitary Commissioner. He undertook an 

investigation programme similar to Rogers who had also made an enquiry five 

years back at Dinajpur. Rogers and Bently, both of them were agreed that to 

remove malaria it would be necessary to eliminate the root causes of it. Thus they 

were of the same opinion that instead of killing the anopheles mosquitoes, it 

would be more effective to demolish the causes of destruction done by the 

mosquitoes. Thus the clearing of jungle and taking away of waste matter went 

on. An additional initiative was taken for the distribution of quinine among the 

dwellers of Dinajpur. 2o 

In 1926, anti-malaria grants were provided to the district boards upto a 

limit of Rs. 200 and Rs. 100 respectively as an expenditure of those anti-malaria 

measures like jungle cutting, kerosinization etc. But the situation could not 

improve by the inadequate grants. Thus a reformed policy of making anti

malaria grants for expenditure on extensive and comprehensive anti-malaria 

projects of a more enduring nature, e.g. flushing, drainage, irrigation schemes, 

anti-larval measures and other schemes approved by the Public Health 

Department was formulated in 194021. By the policy the "district boards were 

offered a Government contribution equivalent to half of the estimated cost and 

two thirds of the estimated cost of such schemes undertaken by the board. In the 

case of municipal areas also, Government generally granted 50 p.c. of the cost of 

anti-malarial schemes taken up by a municipality"22. 
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The wide extended anti-malarial irrigation projects were undertaken 

which served the dual purpose of securing the crop and destroying the breeding 

grounds of anopheles mosquitoes and it was governed by the new Agricultural 

and Sanitary Improvement Act, 1920 which provided for the drainage of marshy 

lands in order to make those fit for agricultural purposes and to improve local 

sanitary conditions by regulating flood water and water courses. 

In North Bengal an experimental flood flusher scheme began in 1918 in the 

Duars known as Meenglass tea estate as it was selected by the Government. 23 It 

was undertaken to demolish the breeding of mosquitoes 24. To materialize the 

suggestions of the scheme it was decided that as the hill streams in the Meenglass 

were breeding places for anopheles mosquitoes, it should be kept underground. 

The British Government anticipated that when the flow became slow - moving 

water could be taken away by force and the storm flow was allowed to pass over 

them in the usual stream channels. 

The proposals got their practical form during the rains of 1917. In that year 

additional fund was granted for such experiments in other hill streams also 

within the area of experimentation. Sub-Assistant Surgeons came to Meenglass to 

view physically the result of the anti-malarial experiment. It resulted in a 

satisfactory reduction of spleen index. 25 

They also supervised the free distribution of quinine and other 

medicines.26 There was a diminution in spleen index of about 19% within the 

period of five years in spite of the reduction in the labour population of 57.5% 

within the same period. As a result of the anti-malarial scheme in 1921-22 the 

fever index was 7 percent below the average of the previous four years. It was 

also observed that the spleen index among the permanent resident children in the 

treated area was 56.5 in 1921 in comparison to 76.5, the average of the previous 

four year. 27 But there was a problem in preventing the spread of anopheles from 

outer portion of the drained area. In order to prohibit the growth oiling on an 

extensive scale was initiated in 1923. If the managers of the neighbouring tea 
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gardens viz., Dalingkote, Nedeem and Rangamati took up oiling the jhoras in 

their tea gardens like Meenglass, unquestionably malaria in the area would be 

reduced to the minimum. 

In Jalpaiguri district as a part of the anti-malarial scheme four proposals 

were made by Dr. Bentley. But out of four proposals three were experimented. 

The system of sub-soil drainage was the supreme among those experiments. 

In the year 1904-5 fever appeared in an epidemic in an epidemic form in 

Cooch Behar. 7313 fever cases came in rural dispensaries and near about 2805 

fever patients were treated in Sadar Dispensary.28 Thus steps were given towards 

jungle clearing and drain clearing in the town and sub-divisions. In the state of 

Cooch Behar the Government tried to distribute quinine among the people 

through the school teachers and ojhas.29 The year 1908-9 was unhealthy because 

the number of patients treated at the several dispensaries in the state were 

generally above the average.3o This was mainly due to the prevalence of malaria 

among the inhabitants. Through medical examinations of school boys in the state 

it was found that a high percentage was infected with malaria. As a result of the 

good effects obtained in Italy and elsewhere by the free distribution of quinine it 

was proposed by the Civil surgeon to obtain a machine for the manufacture of 

tabloids to enable the Medical Department to distribute the medicine in a 

convenient and not unpalatable form. In the Tufanganj sub-division of Cooch 

Behar state quinine was being distributed at the hats for the prevention and 

treatment of malaria. 31 The proposal was under consideration for extending the 

scheme to other sub-divisions on the basis that people would pay the actual cost 

of the drug. 

In Cooch Behar the anti-malaria department had been set up from the 15th 

April, 1937 for taking anti-mosquito measures within the town area.32 Dr. A. 

Rahaman, Sub-Assistant Surgeon who after concluding a training course in the 

treatment of malaria from Calcutta School of Tropical Medicine, was in charge of 

the Department under supervision of the Civil Surgeon. He first made a general 
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survey of the town. The weeds and jungles of Torsha were cleaned. Larvicides 

were sprayed on stagnant water in different areas of the town. The pucca 

(concrete) drain, the washing of the latrines of the houses accumulating in places, 

the cistern maintained for cows and buffalos at the crossing of roads, unused 

wells and stagnant water in drains by the side of the hydrants were the main 

breeding places of mosquitoes. The upper portion of the bamboo-posts at fences 

of the houses had been found to be another source of breeding places of 

mosquito. During survey it had also been seen that the brick work fields were 

also the breeding places of mosquitoes. The breeding places of mosquitoes were 

treated with larvacide at regular intervals.33 

For the eradication of epidemic diseases, especially cholera, small-pox, 

kala-azar and malaria, the Regency Council in Cooch Behar gave permission for 

the development of the Public Health Department for the state consisting of one 

sanitary officer (Assistant Surgeon), 3 sanitary inspectors (Sub-Assistant 

Surgeons), 25 vaccinators, 3 medicine carriers and 3 sweepers with effect from 1st 

October, 1927.34 The cost of the scheme was rupees 15,800 a year. It included 

travelling allowance, cost of disinfectants and medicines, contingencies and 

house allowance.35 A sanitary inspector was appointed to assist the sanitary 

officer and he was deputed in case of emergency to any particular place. For 

proper administration of the Department, the state had been divided into 2 

divisions one consisting of Sadar, Dinhata and Tufanganj and the other was 

formed of Mathabhanga and Mekhliganj. In each division, one sanitary inspector 

had been appointed. Due to the formation of the department, the existing 

provisions amounting to rupees 4971/- under vaccination and sanitation in the 

medical budget were no longer required. The Cooch Behar state participated in 

the deliberations of the 7th Congress of the Far Eastern Association of Tropical 

Medicine held in Calcutta in December 1927. The Civil surgeon of Cooch Behar 

was deputed to attend the Congress. 36 

According to the instructions of the Maharaja of Cooch Behar, a Senior 

Assistant Surgeon assisted by the Anti-Malaria Sub-Assistant Surgeon was 
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deputed for a month and a half to make a general survey of the Malaria tracts in 

the state and as a result of the reports, order of the Durbar had been issued for 

organizing a separate Public Health Department under the control of a Health 

Officer and a staff of sanitary Inspector. In the year 1940-41, anti-malarial survey 

of Nilkuthi area was concluded and the jungles and weeds along the Aerodrome 

side behind Nilkuthi No. II had been washed. The tank behind the palace stable 

which was a breeding place of mosquitoes was also cleaned and suitably 

sprayed.37 

An important scheme was being adopted by the Cooch Behar Town 

Committee. There an area of 98000 square feet was being raised, levelled and 

drained to prevent the accumulation of stagnant water. 38 It was proposed that 

the other areas would also be done in that way. The work of filling up a large 

insanity tank near the post office was completed. The remaining part of the town 

had been divided into areas and those areas were being surveyed to develop 

them one by one. As funds were sufficient, several other measures were also 

undertaken like filling up tanks, raising low swampy ground and filling up holes 

from which earth had been taken for building purposes. It was also proposed for 

the subtraction of noxious vegetation much more rigorously. It was hoped that 

those measures would influence deeply the prevalence of malaria.39 

The Government also prearranged funds for quinine and deputed several 

organizations to distribute that. In 1909, the Medical Department employed 

doctors to thanas, seriously suffering from malaria, for free distribution of 

quinine. This step was effectual and continued up to 1915- 16 when the cost of 

distribution operation increased and amounted to Rs. 1,25,000. In 1916 the 

Sanitary Commissioner advised that as the price of quinine reached to maximum 

level, money allotted by Government to anti-malarial work should be distributed 

to the district boards of various districts where malaria frequently visited, to be 

spent on free distribution of quinine to the poorer classes by the agency of 

charitable dispensaries40. From 1922, however the system was changed and 
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grants of quinine and cinchona febrifuge were provided only followed by 

necessary requisitions sent through the local officers. 

From 1940, the free supply of quinine was made by various popular 

agencies, such as union boards, village panchayets, school teachers, co-operative 

societies, missionary establishments, the Ramkrishna Mission, the Bratachari 

Societies, Boy Scouts etc. Quinine was also distributed to the general public 

through the agency of the post-offices41. Postmen or Peons carried the quinine 

tablets in their letter bags and sold them while distributing letters. Metal tablets 

containing advertisements of malaria, quinine etc. were displayed in the village 

Post Offices 42. But the sale of quinine through post-offices was out of action since 

the introduction of Quinine Rationing Scheme in 1943 43. Under the new scheme, 

quinine was sold only against prescriptions from registered medical practitioners 

as well as unregistered doctors recommended by the Civil Surgeons. 

Government quinine ampoules were made available to registered practitioners 

for treatment of their own patients 44. 

The District Board dispensaries, kala-azar doctors and anti-malarial co

operative societies were also engaged for the distribution of quinine and 

cinchona febrifuge in several areas. Quinine was the only drug to combat 

malaria. 45The Government made a number of experiments to popularize 

quinine. It also had been sold at cheap prices also. The centres of distribution 

were setup at the headquarters of every district. The clerks were paid for the 

additional work assigned to them. When all attempts to popularize quinine went 

in vain, then the Government decided to sell it in the shape of sugar-coated pills 

or tabloids for adults and in chocolate or powder form for younger children. In 

1908 the District Board of Jalpaiguri instructed for the manufacture of 100000 

sugar-coated pills for free distribution in the major malarious areas to instigate 

the villagers to take the drug frequently.46 In Maida Government quinine in glass 

tubes each containing a treatment of 32 tabloids was sold at post offices.47 The 

scheme of sale and distribution of quinine through the Fouzdari Ahilkar' s Office 

proved unsatisfactory during the last 10 years and the civil surgeon proposed 
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that two Epidemic Inspectors with the help of their assistants would be 

employed to visit the various hats during the malaria season. 

In Cooch Behar 27200 grains of quinine and 6000 tabloids of Chinchona 

febrifuge were distributed by the Sub-Assitant Surgeon. He supervised the 

activities of the travelling dispensary, vaccination staff and inspectors of schools. 

The travelling dispensary distributed medicines in several places of the state like 

Rajarhat, Dodearhat, Dawagurihat, Baneswarhat, Nayahat, Maruganjhat and 

Khagrabari.48 Near about 2000 patients were attended by the doctor in charge of 

the travelling dispensary successfully. As a result there had been no cases of 

malaria in the jail for 2 years except among new comers. In the jail every prisoner 

was given 10 grains of quinine once a week during the fever season. 

The Government of West Bengal agreed to participate in the scheme for 

the control of malaria by indoor spraying of residential insecticides under the 

National Malaria Control Programme sponsored by the Government of India and 

the United States Technical Co-operation Mission.49 According to the proposals 

of the Programme 16 Malaria Control Units were set up in 1953-54 throughout 

West Bengal of which Maida was also included. Before that control unit was 

started, the spleen-rate in the rural areas of the district was measured from which 

it appeared that malaria was endemic throughout the district. In Cooch Behar the 

American army helped in the drainage. The programme began by the spraying of 

insecticides in the last phase of the year 1953-54. From the year 1954-55, two 

rounds of spraying were carried out each year in the dosage of 100 milligram 

DDT equivalent to per square foot for the first round and 50 milligram DDT per 

square foot for the second round. The spraying season was continued for six 

months. The first round began in the middle of May and the second round 

initiated in the middle of August. From the year 1958-59 the control programme 

was undertaken for the eradication of malaria. The malaria eradication 

programme included the following measures : 
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Initiation of indoor residual spraying in both malarious areas as well as 

areas of low malaria zone in the following three years to check the spread of 

malaria by anopheles mosquitoes and thereby reduce the number of malaria 

cases to a minimum level. 

Riddance of the residual malaria infection in man by radical treatment of 

positive cases detected in the hospitals and dispensaries as well as by house to 

house visits by the anti- malarial staff. 

The spraying operation had to be discontinued when the reservoir of 

residual infection detected by the surveillance operation reached either zero or at 

least a level so low such as the occurrence of 0.5 malaria cases per thousand of 

population per year, so that the endemicity could not be re-established. 

The observation programme was prohibited after three years of absence of 

any new indigenous case after the spraying operation had been withdrawn. 

To give a practical shape to the anti-malarial measures mentioned above 

the spraying programme was immediately started in the district of Maida from 

1958-59. The programme of detection procedure began in 1961-62. The 

achievement of the anti-malaria programme could be observed from the spleen

rate, which was the percentage of the children between the ages 2 and 10 

showing enlarged spleen, in the year immediately preceding the institution of 

control operation and in 1959-60 as given in the table below so · 

Prior to institution Mter control 
Sl. 

Name of Police Station of control operations spleen rate 
No. operations spleen percent. 

rate per cent (1959-60) 

1. English Bazar 75.0/4.5 1.6/0.0 

2. Kaliachak 100.0/20.0 7.6/0.0 
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3. Manikchak 63.3/24.0 2.5/0.0 

4. Ratua 84.0/23.0 2.0/0.0 

5. Harischandrapur 73.0/28.0 2.2/0.0 

6. Kharba 65.2/11.0 2.9/0.0 

7. OldMalda 100.0/36.0 2.8/0.0 

8. Habibpur 95.2/46.1 3.0/0.0 

9. Bamangola 100.0/31.0 2.7/0.0 

10. Gajol 99.4/3.4 3.6/0.0 

The employees of the anti-malaria organization in the district was led by a 

Gazetted Medical Officer of the West Bengal Health Service who was also the 

Drawing and Disbursing Officer for the staff under him. He was assisted by 3 

Malaria Supervisors who were non-Gazetted Medical Officers of the West Bengal 

Health Service. Those Malaria Supervisors looked after the activities of 12 

Malaria Inspectors. Each inspector was in charge of an area containing a 

population of about 80,000.00. There were a number of spray gangs working 

under each Malaria Inspector. There were 5 motor vehicles supplied by the 

United States Technical Cooperation Mission through the Government. They also 

distributed the insecticides. The cost of operation of the scheme including 

maintenance of the staff amounted to Rs. 1. 78 lakhs per year and was borne by 

the State Government. s1 

Cholera, mainly a water-borne disease was one of the most frequent 

epidemics of North and South Bengal. The disease raged in Rajshari52 and 

Jalpaiguri severely. S3Cholera was due to the want of pure drinking water 

especially in the rural areas. As regards anti-cholera measures, certain preventive 

steps- early notification, disinfection and educative propaganda were approved 
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and circulated to the commissioners of Divisions.54 Disinfection of sources of 

water supply, tanks, wells, river-ghats, houses, dobas etc. were made. Anti

cholera inoculation was freely distributed to the municipalities, district boards 

and charitable societies.55Inoculation of pilgrims going to religious festivals were 

also carried out. 

In Cooch Behar in the year 1883-84 a good number of people lost their 

lives due to the cholera epidemic56. The disease was of a very virulent type and 

when it appeared in any house, very few of its members escaped. Chlorodyne 

and cholera pills were freely distributed among the people through the Fouzdary 

and Naib Ahilkars and police and thus they saved many lives. The disease made 

its appearance in Dinhata in April and soon spread to all parts of the state. 

Mathabhanga suffered most by cholera. The native doctor of Dinhata and his 

compounder had given outdoor treatment to the cholera patients. Two 

compounders were also sent from the sadar and one from Mathabhanga. They 

tried their best to overcome the disease. 

But several times the people were too ignorant and superstitious to 

understand the cause of the disease and thus they refused to avail any kind of 

treatment and preferred dying rather then take medicine. An interesting incident 

occurred during the year 1883-84.57 A case of brigandage happened about 8 miles 

from the Sadar station. A sub-inspector and some constables were deputed to 

investigate the incident. They surprisingly found that out of about 25 inhabitants 

of a house where the dacoity had taken place only 4 were remained alive. Among 

them 2 were very young children and the eldest of the survivors was only about 

18. The dacoits were attracted by the prospect of a pillage as the owner of the 

house had huge money. Among the police who went to the house for 

investigation of the case, 3 were attacked with cholera, 1 died and 2 recovered 

under treatment. If the case of dacoity did not occur, it was quite impossible that 

the information of this mortality would ever had been reported to the police or 

explored by them. 
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Dr. Briscoe, the Civil Surgeon of Cooch Behar state visited during the 

epidemic not only the jail, but identified remote houses in rural areas and found 

out the causes of the disease. In 1885 Bireswar Palit, the Assistant Surgeon 

became very much successful in his treatment of cholera cases. He treated cholera 

cases mostly by the administration of carbonic acid gas, in the shape of 

effervescing draughts of Soda Bicarbonate and Tartaric acid, being given in every 

10 to 15 minutes in all stages of disease. 58 

In the Cooch Behar state the epidemic of Cholera showed its ugly faces 

frequently. It especially broke out following a dry cold season. Thus the state 

attempted to provide the advantage of drinking water for all in all corners of the 

state as far as possible. The Hinduism restricted the Hindu inhabitants not to take 

water from public wells which were less than 6 feet in diameter. The small wells 

which were dug by the inhabitants for their private use were dried up and 

became polluted during the time of sickness and draught. 59 

In 1891, the Civil Surgeon of Cooch Behar State Dr. Brown efficiently 

treated cholera with oil of eucalyptus, a drug and he firmly declared that he had 

introduced the drug in the state during the previous 5 years both in extensive 

epidemics and separate cases. He used to give the drug separately and got 

extremely satisfactory results. 60 

At the end of March 1891, it had been learnt that in Cooch Behar cholera 

could be introduced into the state by the pilgrims returning from the bathing 

festival of Baronee in Ganges. According to the suggestion of Dr. Brown, His 

Highness the Maharaja instructed that the pilgrims should be seized near Gitalda 

to check the spread of the infection in the state. A hospital assistant accompanied 

by a force of police went to the spot for observation. The pilgrims were 

distributed rice freely at the state expense. Similar anti-cholera steps were also 

initiated at Haldibari and no cases of Cholera occurred. 61 

The health of the Cooch Behar town during the year 1895-96 was not up to 

the mark. Cholera broke out in the police and military lines. Cholera was 
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imported into the town by an old woman who was detained at Dinhata while 

returning from a pilgrimage to Brahmaputra on the 7th April. She died in her 

home in the lines on the following day. Her death was followed by 42 cases of 

cholera and 15 deaths in the lines. The Civil Surgeon got anxious of the spread of 

cholera in the lines. Immediately he submitted a special report on the health 

conditions of the lines containing the following 4 recommendations for the 

prevention of cholera in the town. 62 

In his report he mentioned that the sources of water supply (Large and 

deep wells of masonry work were the best) would be increased and protected 

properly. The private sources of water supply would not be allowed. He argued 

for the introduction of compulsory latrine rule and formulated a complete plan of 

erecting latrine with 2 buckets. 

During the years 1906 - 07, 1907-08 cholera again visited the state. The 

Civil Surgeon understood that the distribution of pure drinking water through 

adequate number of tube-wells throughout the state could eradicate the attack of 

Cholera. Accordingly steps were taken to sink tube wells in many places to serve 

the people by the hire purchase system. 63 The Maharaja allotted rupees 2800 for 

the purchase of more tube-wells and arrangements had been made to sink them 

in cholera affected areas on the requisition of the Naib Ahilkars and the Civil 

Surgeon and also to sell to private individuals on the hire-purchase and easy 

payment system. The demand for those wells was increasing day by day and had 

already exceeded the limit restricted by the supply for which provision had been 

made in the budget for 1908-09. 64 

In 1909-10 an anti-cholera campaign was initiated by getting approval of 

the Maharaja in order to restrict the destruction caused by the disease when it 

broke out in the form of epidemic in the interior of the state. Among the principal 

preventives taken important were the supply of good drinking water by sinking 

pucca wells throughout the state on the grant in aid system, an undertaking in 

which the landlords of the state would be encouraged to co-operate. A large 
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number of Norton's tube well were arranged for emergencies. Pamphlets 

containing short and simple hygienic rules in the vernacular had to be widely 

distributed and village teachers were to teach their students about the 

importance of hygiene. The chaukidars had to inform immediately about the 

cases of cholera. Then a group containing of hospital assistant, head constable 

and constables, a mason and a scavenger was to proceed quickly to the affected 

village with a supply of medicines, disinfectants, sago and barley. Sale of new 

fruits, rotten fish and bad sweets were to be prohibited. A provision of rupees 

10,000 was provided by the king in the Medical Budget for 1910-11 for the 

scheme. In the year 1911-12 a new cholera shed was set up in the compound of 

the Sadar Hospital as the old one became unfit for the treatment of cholera by the 

intravenous injection of hypertonic saline. In 1915-16 the sum of rupees 3538 was 

spent in Anti-cholera Fund. 65 

Native doctors were sent to Maida district for the treatment of the 

sufferers from cholera, small pox and fever. The expenses were incurred by 

magistrate on that account.66In 1930 during the cholera epidemic the 

commissioners were given responsibility for examining the food quality of the 

shops. 67 Some prohibitions were imposed on vehicles containing infectious 

patients. 68 

Tuberculosis (TB) was another grave disease of North Bengal. The 

Kurseong Sanatarium ( S.B. Dey Sanitarium) came as a division of the Jadavpur 

Tuberculosis Hospital on 14th April 1937. It was formed by Rai Bahadur Shashi 

Bhusan Dey and was organized by Dr. K.S. Ray. 69 It initiated a new episode in 

the history of anti- tuberculosis movement in North Bengal. It was like a light of 

hope to the tuberculosis affected people of North Bengal. But the institution had 

to face huge hurdles through its journey. Apart from the problem of shortage of 

fund, the institution had to combat other difficulties also. The most important 

was the protest of the Kurseong people who were against the establishment of a 

tuberculosis sanatorium in the locality: Among other T B hospitals and 

sanatariums in North Bengal the most important were Clark Tuberculosis 
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Hospital Darjeeling, Louis Jubilee Sanatorium Darjeeling, Cooch Behar Sadar 

Hospital and other district Sadar hospitals. 

To check the rapid spread of tuberculosis, a District T.B. Centre was 

opened at M.J.N. hospital at Cooch Behar. The Jagaddipendra Narayan Hospital 

at Rajarhat near Cooch Behar was constructed as an Infections Diseases Hospital 

with 25 general beds and 25 infections disease beds. There was a T.B. specialist, 

one general medical officer and 18 nurses. There was one B.C.G. team working in 

the district. Up to 1969 the number of persons treated with tuberculin was 

5,73,551 and the total number of persons vaccinated with B.C. G. was 3,07,827. 70 

Small Pox was also an epidemic disease of North Bengal. It came into sight 

largely during the first half of the year. In Maida from small-pox the average 

mortality per mile for the decades 1892-1901 and 1902-1911 was 0.01 and 0.12, 

being highest in the years 1907 and 1910 with the figures of 0.23 and 0.54 

respectively. In Dinajpur outbreaks of small-pox frequently occurred. But the 

type was not dangerous and caused little damage. In 1928 there were 167 deaths 

from small pox in Maida, 51 in Dinajpur, 32 in Pabna, 14 in Cooch Behar. 71 In 

cases of small pox mainly chicken pox used to appear and it was not son much 

harmful disease. In Darjeeling hills the people were very much horrified by small 

pox. 72 

In the district and municipalities small pox legislations were changed 

several times under Epidemic Diseases Act (1897) according to the need of the 

time. It was clearly mentioned in the Act that when a District Health Officer or 

Sanitary Inspector considered that the isolation of any small pox patient was a 

precaution, he could order the patient to keep segregation as instructed by the 

District Health Officer. A District Health officer or a Sanitary Inspector could 

instruct any person who was in contact with a person suffering from small pox to 

be vaccinated within a specified time. He could also give order for the 

disinfection of any house where small pox appeared. He could also issue general 

orders to adopt certain sanitary precautions of a similar nature such as lime-
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washing of houses or removal of filth or rubbish. 73 It was also the duty of the 

police to make a prior report to the District Health Officer about the epidemic. In 

the towns of North Bengal the Municipal Supervisor and local vaccinators used 

to visit every house during the outbreak of small pox. 

Apart from the above legislations and measures taken by the Government, 

vaccination was performed as the most important anti-small pox measure. The 

Sanitary Inspectors and Special Inspectors of Vaccination were employed by the 

Public Health Department to assist the local bodies. Indigenous methods of 

treatment were also adopted. 

But inspite of the above preventive measures cases of small pox were also 

treated secretly in the houses and no information was given to the Health 

Department which faced great difficulty in preventing the disease. The general 

people were not conscious about the warnings given by the Government. In 1944 

small pox patients were wandering about the streets of Rangpur like hungry 

destitute and it became impossible to hold hats or markets or demonstrations or 

meetings. 

But in Cooch Behar for the accommodation of small pox patients a 

temporary shed was erected by the municipality near Kalighat. Though in other 

parts of Bengal small pox came as a severe form, but its impact was not so much 

dangerous in Cooch Behar. Because in Cooch Behar special steps were 

undertaken to eradicate the disease with an expenditure of rupees 2500. The 

principal measures included the appointment of temporary medical officers for 

the quarantine of passengers coming up to Cooch Behar through stations of 

Dinhata, Cooch Behar, Haldibari and Changrabandha,) appointment of special 

constables to help the Medical Officers for the purpose, building of temporary 

huts for the segregation of suspected cases close to each of the stations mentioned 

before and beginning of thorough vaccination and re-vaccination, especially in 

Dinhata and Sadar Sub-division and disinfection of an outbreak in any locality 

before the disease could spread in an epidemic form. 74 
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In 1919 as small pox was epidemic in Calcutta, 3 sub-assistant surgeons 

were temporarily appointed for 3 months for the Sadar, Dinhata and 

changrabandha railway stations to examine the passengers coming into the 

station from outside. Four temporary segregation camps were erected near each 

of the above railway stations and also in Haldibari to segregate small pox 

infected persons. 75 

Kala-azar, also known as Assam disease infected most of the districts of 

North Bengal. Kala azar was an illness almost identical with malaria. The parasite 

was not to be found in the peripheral blood, but in the liver and spleen, and 

unlike malaria, it did not live in the red blood corpuscles. Towards the end of the 

disease emaciation was very marked. The two principal features which 

distinguished this fever from malaria were firstly, that quinine had no unique 

control on the fever, as in malaria, and secondly, that the spleen became larger 

than in patients suffering from malaria and did not feel soft and elastic, but hard 

and stony. There was an epidemic of this disease in North Bengal in 1872. 76 

According to a step of anti-kala-azar measure in 1919 the temporary post 

of the Deputy Sanitary Commissioner of Public Health was created to commence 

a survey of of kala-azar in the districts of Bengal. The survey carried by Dr. S.N. 

Sur, the Deputy Sanitary Commissioner was made to give a rough estimate of the 

actual conditions of Bengal in regard to kala-azar and investigate into the causes 

of the disease and ascertain the methods of their prevention. The survey 

rendered the disease more familiar to local practitioners and spread the 

knowledge of a simple cure. About 300 medical men including Sub-Assistant 

Surgeons employed under the local authorities received training in kala-azar 

diagnosis and treatment by Dr. Sur and his assistants, and others were trained by 

the district health officers. 77 

After the appointments of District Health Officers in 1921-22, the district 

boards began the anti-kala-azar work with more vigour and zeal. By 1923, 15 

district boards inaugurated 150 special kala-azar treatment centres. By 1935, 
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treatment centres were maintained by almost all the district boards in areas 

affected by the disease. 78 In addition to district boards, the voluntary institutions 

such as the Bengal Health Association and the Central Co-operative Anti

Malarial Society also opened and looked after kala-azar centres. 

Grants were given to the district boards and municipalities for anti-kala

azar work. During 1923-24 grants varying from Rs. 500 toRs. 700 were made to 

the district boards (except Darjeeling which received Rs. 300).79 From 1926-27 the 

district boards received small grants of Rs. 1000 for every group of three 

treatment centres on condition that unqualified doctors were not to be employed. 

Every doctor was instructed to visit 3 treatment centres in rotation, working two 

days at each. In addition to the grants, kala-azar specifies were given to the 

district boards, for free distribution through the kala-azar centres, hospitals and 

dispensaries. 

A special anti-kala-azar scheme was started in December 1937 in the 

district of Darjeeling. 8DThe number of treatment centres increased from 18 in 

1937 to 20 in 1939. 81 Special attention was laid on propaganda work with a view 

to encourage illiterate patients to visit the treatment centres regularly till were 

completely cured. 

Kala-azar which had its home in the Goalpara District (Assam) had made 

its way into the adjacent Sub-division of Tufanganj in Cooch Behar. The infected 

area in December 1910 was a circle with a radius of 2 miles or more, Khristopur 

hat, being its centre. The Civil Surgeon recommended for two remedial measures 

-segregation and disinfection. A refuge had accordingly been built at Kristopur 

Hat and a local committee had also been formed to co-operate with the medical 

officers in stamping out the scourge. The Naib Ahilkar and the hospital assistant 

made frequent visits to discuss with the committee diagnose cases and initiate 

and direct preventive measures. The police also helped in identifying fresh cases. 

The improvement of houses surrounded by jungles or shut in by bamboos to the 

exclusion of height and air had also to be kept in view. Villages were encouraged 
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to segregate kala-azar patients in huts built at least 30 yards distant from the 

main homestead, while homeless patients were brought to the refuge for medical 

treatment at the expense of the state. The measures were so much successful that 

the number of patients had decreased and the disease could not spread beyond 

the boundaries of the infected taluk. 82 The severity of kala-azar was excessive in 

Rangpur. From 1931-1938 50 kala-azar treatment centres were setup. 82 

Goiter, a disease was more prevalent in North Bengal than the Southern 

part of Bengal. It was very much prevalent in Darjeeling hills and Rangpur 

district. Surgeon Rennie mentioned that the natives of the hills in Darjeeling 

were suffering from a disease in which there was abnormal enlargement of the 

throat. In Switzerland; it was known by the name of goiter. The remedy which 

had proved of the greatest service in causing its removal was an ointment 

composed of fifteen grams of the bin-iodide of mercury and one ounce of lard. 

That was smeared over the goiter and its efficacy appeared to be much increased 

if the part was exposed immediately afterwards to the sun. Dr. Simpson, the Civil 

surgeon of Darjeeling was very much satisfied with the curative effects of that 

external application. The disease occurred due to the scarcity of iodine. As North 

Bengal was situated far away from the sea, thus iodine deficiency was found 

much there and thus goitre enraged virulently in North Bengal. Thus 2 iodine 

deficiency disease curing centres were opened at Hatibandha of Lalmanirhat 

district and Jaldhaka of Nilphamari district. 83 

The incidence of leprosy was not so high in the Jalpaiguri district. The 

prevalence rate being 0.25% to 0.5%. There was a leprosy clinic in Jalpaiguri town 

run by Zilla parishad. The state Government provided grants to the Parishad for 

the maintenance of the clinic. 

The development of western medicine and sanitation began to affect 

medical activities in India. The use of legislation for example, was followed and 

encouraged in India to make vaccination mandatory like Britain. In India 

compulsory vaccination was not so much popular because of religious 
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superstitions. Preference was for inoculation and it was based on the importance 

of the cultural and religious context of medicine which was overlooked by 

vaccinators. J.G. French, the Civil Surgeon of Rajshahi stated that people 

generally preferred inoculation. "The tikadars" stated Prof. David Arnold "were 

seen as the servants of Sitala, the small pox goddess; the inoculation was part of a 

whole ritual of dedication and propitiation. The State Vaccinator by contrast 

performed a single sordid act, devoid of religious sanction and often under 

duress." 84 There was great suspicion about vaccination. The British Government 

then involved native Indian medical practitioners as vaccinators who were more 

sensitive to Indian sentiment and culture. In that way the Indian enmity towards 

vaccination was conquered to some extent. 

In the northern part of Bengal there was a decrease in vaccination 

operations especially in the districts of Rangpur (9822), Rajshahi(3962), 

Jalpaiguri(1953), Bogra(1985), Pabna(3446) etc. In Rangpur the decrease was 

caused due to the unusual prevalence of malaria during the first three months of 

the season and also to the sickness of some of the vaccinations. In Rajshahi and 

Jalpaiguri also it was ascribed either to the prevalence of malaria, cholera etc. or 

to the sickness among the staff. ss 

There were certain factors which created fluctuation in vaccination in the 

districts. An epidemic of small pox in most districts very much accelerated the 

development of work. The vaccinators stirred up themselves and the number of 

vaccinators greatly increased. To popularize vaccination the efficiency of the 

inspecting staff were improved. The Deputy Sanitary Commissioners gave severe 

visits in the districts and there was also pressure from head-quarters etc. 

But due to the regular arrival of the epidemic of plague the vaccination 

work was hindered. The vaccination operations also were destructed during the 

years of scarcity and famine. The two anna fee of a vaccination was more of a 

hardship than usual. The arrival of a new inspection also created problems in the 

development of vaccination work. A very large majority of the people of Bengal 
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did not agree to vaccinate their infant children. Thus malaria was prevalent 

during the greater portion of the vaccination season in many parts of North 

Bengal. It decreased the rate of infant protection. 

In Maida 768, Purnia 634, Darjeeling 608 and Jalpaiguri 506 per thousand 

of the infant population were vaccinated during 1903-04. In Northern Bengal, 

Nepal was a regular source of infection from which the neighbouring districts 

were affected by the disease. For that reason Darjeeling district was very well 

vaccinated and kept small-pox figures very much low. A great number of people 

died due to small pox in Jalpaiguri (702). But the mortality was in the lowest 

range in Darjeeling (8). Rewards for better performance were being given for the 

first time in 1904-5. It was hoped that it would act as an incentive on the part of 

the vaccinations. 86 

The period 1865 to 1860 witnessed the efforts for bringing the level of 

vaccination in Bengal to that of other provinces. The Darjeeling circle of 

vaccination (with its central depot at Darjeeling embracing Darjeeling, Cooch 

Behar, Purnea, Rangpur, Bhutan, Duars and Dinajpur) under a European 

Superintendent was started in 1866-67. 87 

In the Darjeeling hills as the people had the great fear of small-pox they 

accepted and welcomed vaccination. But in the Tarai the people did not welcome 

it warmly. The ailing inhabitants were either prejudiced against it or indifferent 

to the protection it gave. The difference in this respect between the attitude of the 

people in those two tracts would be sufficiently illustrated by the fact that in the 

hills the ratio of those successfully vaccinated during 1905-06 to the total 

population varied from 68 per mille in the Kurseong subdivision to 140 in 

Kalimpong, while it was as low as 22 per mille in the Tarai. Inspite of the lower 

ratio in the last tract no less than 79.45 per mille were successfully vaccinated in 

the district as a whole. As a result of those extensive operations, small-pox 

became very rare disease and there had been only 25 deaths from it in the years 
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1903-04 and 1904-05. No other district in Bengal could show such a record of 

vaccination or claimed such an immunity from the scourge of small pox. 88 

The Commissioner of Cooch Behar and Rajshahi was informed that the 

proposals were submitted by Dr. Lidderdale for the establishment of an 

examination and inspection depot on the main road to prevent the introduction 

of small pox into Darjeeling from Nepal. 

Before 1865-66 the inoculation system was the only preventive against 

small pox. But as the process was hazardous there had been hardly any 

preventive work done against small pox. Modern vaccination was started in the 

Cooch Behar royal family and by 1868-69 about 81 vaccinations had been 

performed. Col. Haughton, the commissioner, secured the services of some 

vaccinators from the Government of Bengal during 1869-71. But the local people 

seriously opposed to vaccination. Afterwards some local inhabitants were given 

training for vaccination and the state set up an organization of its own and 

inoculation was prohibited. In the first phase the vaccinations were done by 

salaried employees of the state and a Deputy Superintendent of vaccination was 

appointed in 1869-70. In 1983-84 when the period of the administration of the 

Commissioner came to an end with the Maharaja attaining majority, the paid 

vaccination organization was diminished and only an Inspector was retained. 

The ex-vaccinators were given license to practice and they were supplied with 

report forms, lancents and lymph from the state. For vaccine operations lymph 

was obtained from the neighbouring districts. Lymp preserved in Lanoline and 

obtained from the Government depot in Calcutta was also tried in several cases 

with success. Those private vaccinators were allowed to charge a fee of two 

annas per case. They also received a bonus of rupees 3 per 100 successful cases 

from which annas eight was deducted and paid to the Inspector. In Cooch Behar 

state in the years 1873-74 4499 persons, in 1874-75 7065 persons, in 1875-76 7825 

persons, in 1880-81 17447, in 1885-86 28127, in 1890-91 13755, in 1895-96 20709 

people and in 1899-190016895 persons were vaccinated. 89 
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In Maida there was petite opposition to vaccination. The opposition was 

made by the members of the reformed Muslim sects residing in the southern 

tracts of the district and in Ratua. From 1892 the number of successful 

vaccinations and re-vaccinations per year varied from 26,142 to 51,043.90 

In Dinajpur vaccination was enforced in municipal areas only. The people 

became conscious and their children were operated. They were so conscious that 

when an outbreak of small pox enraged they were very much interested to get 

the services of a vaccinator. On such cases the functions of the vaccinations were 

carried on with additional energy. For that reason the district suffered very little 

from the disease. In 1909, 113,766 vaccinations were done and then there was not 

any severe epidemic. 91 

In 1875 it was decided that a concentrated system of vaccine operations 

would be carried on in the Darjeeling circle and that on receiving a report as to 

the district which might be selected as a centre to be fully protected and from 

which operations should be extended, the lieutenant Governor would be 

prepared to prohibit inoculation in the selected district, or in such portions of it 

as might be shown to be fully protected or provided with licensed vaccinators. 

In connection with the measures to be adopted during the coming season, 

Dr. Lidderdale recommended that 1) operations should be concentrated in the 

Rajshahi district and 2) that inoculation should be prohibited in 5 thanas of 

Dinajpur district, 3) that it should also be prohibited in 3 thanas of the Rangpore 

district, 4) that in order that he might be able to travel about in the Rajshahi 

district, he should be provided with two elephants during the working season 

and 5) that as Pabna and Murshidabad were adjoining districts to Rajshahi, the 

Dacca and Metropoliton should take up both those districts as centres of 1 

operation. 

I 

In Maida a new system of registration was adopted in 1873, under which 

the accurate collection of births and deaths was confined only to a few ~dede 1 

I 

areas. In the town of English Bazar, the death rate during 1873 was 30.32 r I 
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areas. In the town of English Bazar, the death rate during 1873 was 30.32 per 
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thousand. In Maida town and eight adjoining villages the average death rate was 

35.97. The vital statistics collected through the agency of the village chaukidars 

was of little importance except as showing the relative healthiness and 

unhealthiness of different years and relative incidence of common diseases. In 

1892 the system of reporting by chaukidars of both births and deaths was re

introduced. For the ten years 1901-1911 the corresponding figures were births 

46.98 per mille and deaths 36.33. During the period from 1892 to 1911 and that of 

1911 years in which the recorded number of deaths exceeded those of births were 

1894,1899, 1900,1907 years in which epidemic malaria prevailed. 92 

The Cooch Behar State had also introduced a system of collection of vital 

figures. The collecting Panchayats and the Chaukidars appointed under the 

Cooch Behar village Chaukidari Act were by executive order made responsible 

for the supply of vital information. The Sub-divisional Officers were the Sub

divisional Registrars and the Civil Surgeon was the Chief Registrar of births and 

deaths. The Bengal Births and Deaths Registration Act was introduced into 

Cooch Behar from 1953 and vital information were also available from that 

year.93 

In Jalpaiguri the system of registration of birth and death for some selected 

urban and rural areas was introduced under the Bengal Births and Deaths 

registration Act (Act IV of 1873). The Act was then mainly administrated through 

the local bodies. In this district according to Hunter, the selected urban area was 

the Jalpaiguri town and certain outlying villages with a total population of 6281. 

In 1875 the number of deaths within this area was 157 or 24.99 per thousand. The 

selected rural area was Pargana Maynaguri with a total population of 48, 185 of 

whom 664 or 13.78 per thousand died in 1873. With the taking over of the District 

Health Services by the Government in January 1959 effort was made to collect 

health statistics in a better way. A development scheme was undertaken for the 

purpose. The scheme included a central processing in Calcutta of vital statistics 

(including statistics from hospitals) and a uniform standard for collection of the 

same and for instituting investigations in selected areas. 94 
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In the district of Darjeeling there was no Union board and no thana 

inspector as under the rural public health organization in other districts. The 

functions relating to the registration of births and deaths were carried out by the 

police and the officer-in-charge of every police station acted as Registrars of 

Births and Deaths. 95 

The multiple categories of Registrars vital statistics in the urban and rural 

areas included of Chairman or Health Officers of the municipalities in respect of 

the urban areas, Sanitary Inspectors of rural Public Health Circles, Medical 

Officers of Rural Health Centres, Inspectors or Investigators of Ideal Registration 

and Model Health units, Railway Station Masters and others. The Officers-in

charge of Police Stations (except in the Darjeeling district) and the Anchal 

Pradhans had been relieved of the work from April 1970. The Ideal Registration 

and Model Health Units used to submit their returns to the State Bureau of 

Health Inteligence, West Bengal regularly. As regards Jalpaiguri it appeared that 

in 1967 out of 105 reporting units of the district, 100 reported the vital events, i.e. 

1 municipality, 87 anchals and 12 miscellaneous units reported the vital events 

out of 2 municipalities, anchals and 12 miscellaneous agencies respectively. 

Although there was shortage of man, material and money and lack of 

responsiveness of the people stood on the way of correct recording of deaths, 

attempts had been made to set the defect right by sample studies. Such studies 

were undertaken independently of normal registration to obtain correct results in 

both quantitative and qualitative aspects. Not only the absolute number of vital 

events, but also qualitative expressions of the events like the causes of deaths 

were taken into consideration. Such studies were taken up in the state since 1965. 

The programme was launched near the primary Health centres for operational 

case. In this district two primary Health Centres (Maynaguri and Falakata) were 

selected for intensive operations on a working ratio of 1 -programme area to 1 

million population. The scheme aimed at finding out broad symptoms and 

conditions of the patient, by personal enquiries from the family of the deceased, 

etc. 96 
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Hospital data was also an important ingredient for collection of health 

statistics. The hospitals sent in-patient records, monthly returns of patients 

treated in the outdoor and annual administrative reports. As per 

recommendation of the conference on Improvement of Vital Statistics held in 

New Delhi in April 1961, the Registrar General, India, accepted the plan for a 

short-term scheme of sample registration of births and deaths to get dependable 

current data on birth and death rates. The working group setup by the Planning 

Commission also approved it as one of the centrally - sponsored schemes during 

the third five - year plan with 75% central assistance. The scheme opened up 

with a pilot study in July 1966 to be followed by sample surveys in full scale from 

January 1968. The state was divided into two natural or geographical divisions 

namely, the Himalayan consisting of the three contiguous districts of Darjeeling, 

Jalpaiguri and Cooch Behar and the plains consisting of the remaining districts. 

The vital rates obtained under the scheme had been found to be fairly reasonable 

and accurate. 

Half yearly censuses of birth and deaths were also undertaken to improve 

the system of registration. Under the scheme the local Registrars of Birth and 

Deaths were to select a compact area having 1000 population near their 

respective headquarters. Each house in the area would be visited twice a year -

once in July and again in January to ascertain births and deaths occurring in each 

house of the selected area during the six months preceding the month of survey. 

The question of water supply was also getting importance. Thus in 

Jalpaiguri the District Board and other funds annually spent a large amount of 

money on Raniganj pipe - wells for development of water supply Miligan 

proposed for the sinking of concrete wells for the whole district as Raniganj pipe

wells did not last long. 97 

Afterwards sanitation in the municipal areas was administrated by the 

municipalities themselves. Jalpaiguri Municipality had completed its water 

works in 1934. Two 5" diameter tube-wells were the sources of water supply at 
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that time. The designed capacity of the works then was 1,12,000 gallons per day 

to serve 28,000 people. Later on the Municipality maintained three deep 

electrically operated tube-wells whose daily output was 1,70,000 gallons for 

36,000 people. 

The Sanitary Board of Bengal met seven times in 1935 and considered 

projects for Jalpaiguri Water Supply Extension. The Chief Engineer reported in 

1934 that the 'decentralized storage' system of distribution had proved a success 

in the Jalpaiguri and some other municipalities. It was introduced as a method of 

checking waste of water and it was proposed to introduce this system of 

distribution in all new schemes of water supply. 98 

Great progress, however, had been made in the matter of providing pure 

drinking water to the people in Maida. The Public Health Engineering Section of 

the Department of Health sunk a number of tube-wells 1948-49 and 1959-60 and 

which were still working. Some tube-wells were also being sunk by Department 

of Tribal Welfare for the benefit of the tribes. A certain number of tube-wells had 

also been sunk under the cost sharing scheme initiated by the Development 

Department. Under this scheme beneficiaries and the Government shared the 

cost of sinking of a tube-well. 99 

In Darjeeling after a severe epidemic of dysentery at Gitdubling in 1937, 

attempts were made to protect water supply from springs in the hills from 

contamination by leading water there from the pipes. In 1940 nearly 10,000 

running feet of piping were laid for the supply of this village at a cost of nearly 

Rs. 10,000. Improved water-supplies on the above lines had been provided by 

various authorities in Sukhiapokri, Simana, Takdah Canonment, Takdah 

Khasmahal, Sorang, Lepcha Bazar, Mangpu Cinchona plantation, Manibhanjan 

Kolbong, Sonada, 3-mille basti, Bibanbari, Pulbazar, Pankhabari, Mirik, 

Tindharia, Algarah, Pedong, Gitdubling, Kankibong, Rambibazar, Riyang and 

Kalijhora. 100 
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The supply of water to the Darjeeling urban area was from springs on the 

Senchal spur. Water was collected from more than 30 springs and flew by gravity 

to two lakhs above Ghum on the Senchal hill. After settlement there it passed 

through pressure filters to three service reservations in the town from which it 

was distributed. The spring catchment area was fenced and protected from 

contamination so that filtering was almost unnecessary. Since completion in 1912 

the waterworks had been supplying good potable water with high standard of 

purity. During the dry season when the yield of the springs ran low, supply was 

augmented by pumping water from a permanent spring at Konkhola lower 

down the hills. The rest of the system of collection and distribution worked by 

gravity. 

In Darjeeling there were some mineral springs which were well-known to 

the indigenous population and were situated at a spot called "Devi Pani" or 

medicinal waters on the west surface of the hill to the cost of the mall. According 

to sir W.W. Hunter "those were formally utilized for medicinal purposes, and a 

convalescent depot was built near by for the convenience of the troops at 

Jalapahar. The water, however is not used at present and the depot has gone to 

ruin." 

The Kurseong waterworks were maintained by the Kurseong 

Municipality. They supplied about 153,000 gallons of filtered water and 40,000 

gallons of unfiltered water every day. The unfiltered supply was used only for 

flushing & public latrines. The filtered supply consisted first of 15,000 gallons 

daily to the Dow Hill area from the Dow Hill springs 4 miles from town. Water 

was conveyed from there by a 4" pipe to an 80,000 gallon reservoir near St. 

Helen's School from which it was distributed by gravity to 400 house connections 

and 60 stream hydrants. Both supplies were filtered through rapid pressure 

filters. The works began operating in 1913. 1oo 

The Kalimpong waterworks were operated by the Engineering branch of 

the Public Health Department of the Government of Bengal. Supply was from 2 
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springs - at the source of the Rilli and at Thakchu 18 1/z miles from the Kalimpong 

bazaar. Water was conveyed to sanser 12 miles from the bazaar in a masonry 

conduit and there chlorinated. The works completed in 1922. 

In Maida there was no underground drainage in any of the two municipal 

towns of English Bazar and old Maida. There were only open surface drains. 

Night - soil was collected from every house and stored on the trenching ground. 

There was no sanitary arrangement in the rural areas. Thus a start had been 

made for providing sanitary services in the rural areas with the construction of 

220 dug-well latrines in police station Gazole, 260 in police station 

Harischandrapur and 417 in Kharba police station. In the case of large temporary 

aggregations of people at fairs, the District Board arranged for a supply of 

sWeepers and the protection of the water supply and medical attendance, but its 

funds were not sufficient to permit it to solve the problems of sanitation in the 

villages. The town of English bazaar had a drainage system. But inspite of that 

the municipalities were not congenial to health, and in particular the town of Old 

Maida was disreputably unhealthy. 1o1 

The Jalpaiguri Municipality had some schemes for shifting the compost 

ground to a place away from the inhabited area and for conversion of service 

privies into sanitary latrines. In Alipurduar town it appeared that for want of 

trenching ground the private arrangement of dumping night-soil was causing 

great annoyance and effecting public health seriously. The Municipality secured 

land for establishment of a trenching ground in 1964. The Alipurduar 

Municipality did some work on drainage by protecting the damaged road at 

Aravinda Nagar, a part of the town. 

The chief need of a district in consideration to public health was an 

increase in the number of medical institutions and qualified doctors. Thus in 

Darjeeling town three medical institutions were set up. The Eden Sanitarium for 

natives and the Victoria Memorial Dispensary both for the natives and 

Europeans were established.1°2 The dispensaries were set up at Kurseong where 
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4000 patients were provided treatment in 1905. The Kalimpong dispensary 

treated 15000 patients, at Pankhabari average 2300 people per year got medical 

facilities and at Pedong 6000 patients were treated yearly. In the Tarai 

dispensaries were set up at Siliguri, Baghdogra, Kharibari, Nakshalbari, 

Phansidewa and Sombarihat .. 

The Church of Scotland Mission gave excessive support to the medical 

organization of the Government by establishing several hospitals throughout the 

district. At Kalmpong the Mission maintained a hospital named the Charteris 

Hospital. The Scotland Mission also maintained a dispensary at Kizom. There 

was also a small medical mission of Suliapokhri adjacent to the Nepalese border 

treating 10,000 patients annually either at the dispensary or on tour. The Nepali 

patients both of Darjeeling district and Nepal were benefited by the hospital. 

In Maida the first dispensary was started in 1861 at English Bazar and 

upto 1871 that was the only dispensary of the town. Subsequently dispensaries 

were set up at Chanchal, Old Maida, Nawabganj. Among them the dispensary of 

Chanchal received subsidies from the District Board. The other dispensaries got 

subsidies from their respective municipalities. At Chanchal there was a private 

dispensary maintained by Raja Sarat Chandra Roy. The rural dispensaries were 

also set up at Harishchandrapur, Kansat, Mathurapur, Gumastapur, Gajol, 

Bamongola etc. 

Jalpaiguri hospital was started in 1895 with an incomplete construction. In 

1905 the construction got its final shape and the new hospital set off its 

journey.103The charitable dispensaries at Alipurduar, Falakata and Titalya treated 

both in door and outdoor patients. Maynaguri, Kumargram and Boda had 

outdoor dispensaries only. A new dispensary was opened at Patgram in 1907. It 

was set up at the request of the local residents and they donated about one -

third of the cost of maintenance. Apart from those the Maharaja of Cooch Behar 

maintained a well equipped dispensary at Debiganj, the head-quarters of the 

Chaklajat Estates. 
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The medical needs and requirements of Dinajpur district were overlooked. 

The authorities were not so much willing for the medical development of the 

town because the District Board was very much deprived of money and most of 

its funds were generally utilized for keeping up communications. There were a 

small number of dispensaries for such a large district. The railway dispensary at 

Parbatipur was set up only for railway servants and travelers by the line. It was 

not a charitable dispensary and there were only 11 such dispensaries in the whole 

district. The expenditure of Thakurganj and Phulbari dispensaries were 

maintained jointly by the District Board and local subscriptions. The male and 

female hospitals in the town of Dinajpur were run partly by the Municipality and 

partly by the District Board and Government. Among them only the dispensaries 

at Birganj and Phulbari had accommodation for in-door patients. Some 

zamindars carried on certain out-door deispensaries at Raiganj, Churaman, 

Ramganj, Haripur and Sitabganj. The hospital at Balurghat 104 and the dispensary 

at Birganj were mainly managed by subscriptions and very little money was 

provided by the District Board. 

At the end of 1906, the Civil Surgeon of Dinajpur made a special appeal to 

the District Board for the increase of medical expenditure. He argued that as the 

district was very much unhealthy, it became difficult with insufficient fund to 

cater the medical requirements of the whole town and outlying areas. The 

District board responded to the appeal and accordingly dispensaries were 

established in the years 1908 and 1909 at Patiram, Patnitola, Porsha, 

Gangarampur and Raniganj. The private dispensaries of Ramganj and Churaman 

were probably the best attended dispensaries in the district. The hospital of 

Dinajpur also became popular. 

The Cooch Behar Durbar provided the medical facilities to the people in 

different corners of the state and dispensaries were built at important centres and 

market places of the state. Several dispensaries were set up at Sadarlos, Dinhata, 

Tufanganj, Fulbari, Mathabhanga, state jail and police and military camps. But 

the hospitals were visited mainly by the people of the towns and adjacent areas. 
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In 1884 the Maharaja had also sanctioned an aided dispensary being opened at 

Haldibari. Messrs. Landale Morgan & Co. jute merchants became agree to 

subscribe Rs. 30 per month towards its maintenance. 106 

In 1913 the Government of Bengal inaugurated the Carmichael wing in the 

Cooch Behar Sudder hospital accompanied by lady Carmichael who gave a 

donation for more equipment of the hospital operating theatre. In Cooch Behar, a 

travelling dispensary fitted with Dunlop equipment was prepared to provide 

medical facilities to the inhabitants. Its first tour began on 19th November, 1938 

when it was sent to Dinhata equipped with medicines to deal with the cholera 

epidemic.I07 On the way to Dinhata medicines were distributed to patients at 

Kalighat, Ghegirghat and Dewanhat. It returned to Sudder on 2nd December, 

1938. Maharaja Gaekwar X Ray Ward was opened in December 1940 as adjacent 

to the central hospital at Cooch Behar under the supervision of an experienced 

radiologist. 

A pharmacy Training Centre had been set up in Jalpaiguri town in 1949. It 

used to offer Diploma in Pharmacy after 2 years' academic and 3 months 

practical training. The District Health Officer under the control of the Chief 

Medical Officer of Health looked after public health preventive work in the rural 

areas. Formerly an officer of the District Board, the District Health Officer had 

become a State Government Official since 1st January 1959. And from that very 

day the public health activities had been taken over by the Government. The 

district had 12 rural public health circles manned by 12 sanitary Inspectors who 

in their turn were assisted by 85 health assistants and 47 public health nurses. 

Apart from preventive work through administration of inoculation, vaccination 

etc., the District Health Officer issued licenses for sale of food article and took 

control measure under the prevention of Food Adulteration Act., 1954 and the 

rules framed there under it in 1955. 

A large number of qualified doctors served the medical sector of North 

Bengal. Among the European doctors the most important were Dr. J.L. Hendley, 
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Dr. Stanlake James, Dr. E.A.Walker, Dr. Nield Cook, Dr. G. C. Percival Adamson 

etc. The Indian doctors were Dr. K.K. Dhar, Dr. Gobinda Ch. Roy, Dr.Mohit Lal 

Sen, Dr. Bhabendra Narayan, Dr. Bireswar Palit, Dr. Kali Prasanna Bhattacharya, 

Dr. Dineshananda Bhattacharya, Dr. Amiya Guha, Dr. Jaladhar Saha, Dr. Biren 

Bhattacharya, Dr. Siben Bhattacharya,Dr. Pranesh Majumder, Dr. Charuchandra 

Sanyal, Dr. Brajendra ch. Biswas, Dr. Bhupesh ch. Chaudhury, Dr. Saradindu 

Sarkar, Dr. Bijay Krishna Goswami etc. The Nalini Pharmacy, Economic 

Pharmacy, Cooch Behar Pharmacy, Bindubasini Pharmacy, Dwarika Pharmacy, 

Padmanidhi Pharmacy were the significant medical shops of Cooch Behar. 

In the state of Cooch Behar several inspections had been made of food 

exposed for sale in the local market. They discovered very unsatisfactory 

conditions on 8th December, 1912 as a result of a surprise visit by the Civil 

Surgeon . All the fish imported by rail was condemned. The Civil Surgeon 

suggested that bye-laws with regard to the sale of food would be rigidly 

enforced. 

A scheme of examination of the health of the school children had been 

started under the general supervision of the Chief Medical Officer of Health. The 

Medical Officers of the health centres inspected the schools within their 

jurisdiction. The Director of Public Instruction adopted a welfare measure for 

maintaining good health and healthy atmosphere. In 1918 he sent a letter to the 

municipalities and it was mentioned in the letter that the sanitary inspectors 

would visit different educational institutions and they would impart knowledge 

about health and healthy atmosphere with magic lantern in front of the 

students.108 

Feeding under-nourished mothers and children with milk or specially 

prepared nourishing food had introduced in the Cooch Behar district for some 

years. Till the end of 1968 UNICEF used to supply skimmed milk powder. Since 

then CARE took up the work on an experimental basis. There were several 

feeding centres in the district located at Koch Bihar Sadar Hospital, Mathabhanga 
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Subdivisional Hospital and at the primary health centres at Tufanganj, haldibari, 

Mekhliganj, Kheti-Fulbari, Sitai, Bamanhat, Dinhata and Sitalkuchi. 

A clinical approach was made in the first two five year plans for 

population control. During the third plan a comprehensive scheme was drawn 

up with 100 percent central subsidy on non-recurring and 75 percent subsidy on 

recurring outlays. The post of a District Family Planning Officer was sanctioned 

for the District Family Officer was sanctioned for the district from 1962-63 to 

work under the general Supervision of the Chief Medical Officer of Health. There 

were Family Planning Centres located at the M.J.N. Hospital at Tufanganj, 

Mathabhanga, Mekhliganj and Dinhata. There were eleven Rural Family 

Planning Centres located at the Health Centres at Pundibari, Tufanganj, Dinhata, 

Putimari-Fuleswari, Bamanhat, Mathabhanga, Sitalkuchi, Sitai, Mekhliganj, 

Haldibari and Kheti-Fulbari. Of the 22 subsidiary health centres fifteen were 

provided with a sub-centre for family planning. A mobile sterilization unit a 

mobile I.U.C.D. (loop) unit and two units under the Oral pill project also worked 

in the district. 109 

The British Government took several measures for the eradication of 

diseases throughout North Bengal. They set up sanatarium in the Darjeeling hills 

and the primary reason for its establishment was to escape the heat of the plains. 

They always found a correlation between the heat of the tropics and disease, 

decay and death. The greatest causes of anxiety for the British in 19th century 

India were malaria, cholera, diarrhea, dysentery, typhoid fever and hepatitis. 

Although all those diseases broke out in Europe their severity in India made it 

possible to regard them as tropical diseases. The British therefore found in 

Darjeeling a refuge from the heat and disease of the plains. The Europeans in 

Bengal had also a support for the development of Darjeeling as health resort. 

With the appointment of Dr. Arthur Campbell of the Bengal Medical Service as 

Superintendent of the station in 1839 its transformation into the most popular 

mountain sanitarium in the eastern Himalayas had begun. The death rate for 
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European troops stationed in the Darjeeling hills was half that of their 

counterparts in the plains. 

As Darjeeling became popular day by day due to its pleasant weather, 

growing population began to hamper the rudimentary water and sewage 

systems and water-borne diseases spread. Outbreaks of dysentery grew 

increasingly from chronic diarrhea was common among the inhabitants of 

Darjeeling. Thus the residents of the hills faced an abnormal risk of contracting 

some of the very diseases they tried to escape. Although some medical 

authorities initially sought to show that the climate of Darjeeling could restore 

the health of those afflicted with tropical maladies. But afterwards they changed 

their view. Cholera attacked its victims so swiftly and aggressively in Darjeeling 

that survival was usually determined in a matter of days. Thus who came to 

Darjeeling sanitarium had already passed the crisis point. This was often true for 

dysentery as well. The sanitarium appeared to offer greater promise to malarial 

patients, whose condition was not so much serious, but those patients were never 

entirely free from the risk of further attacks of fever. 

Though Malaria was the most severe disease of the period in North 

Bengal, the Public Health Department failed to tackle the problem in a bold and 

adequate manner. The efforts that were made by the authorities for controlling 

malaria were too inadequate. The malaria surveys were unsystematic, erratic and 

not comprehensive. The Government always tried to shift the responsibility of 

tackling the problem of malaria on the district boards. But the Government could 

not deny its responsibility. It had a great duty to reduce the sufferings of the 

people. The anti-malaria grants and the quinine grants were insufficient to allow 

the carrying out of any large scale project of beneficiation. Moreover, the small 

amount of grants received by the union boards and the Anti-Malarial Societies 

generally came at a time when the ditches dried up, the jungles died out and the 

mischief by the mosquitoes were already done. 
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The quinine policy of the Government was also extremely unsatisfactory. 

In North Bengal Mungpoo contained sufficient lands suitable for cinchona 

cultivation. But the Government did not allow and encourage private cultivation 

of cinchona and manufacture of quinine. On the contrary, the Government 

purchased quinine from Germany, Java and England and was guilty of 

profiteering in this drug monopoly with fatal effect on the people. In 1941-42, the 

Mungpoo plantation showed a profit of about 9lacks of rupees. 

The other side of the coin was that there was a prejudice among the 

educated people against quinine. Many people thought that quinine was no 

remedy for malaria. On the other hand, consumption of quinine led to deafness. 

The opinions of homeopaths, kavirajas, hakims, quacks and even of the qualified 

Indian medical practitioners were not favourable to the use of quinine. 

Kala-azar was a disease to be taken seriously in North Bengal. But the 

measures adopted to remove the disease were very much limited. With the 

exception of the provincial grants, it was left to the local authorities and local 

voluntary associations to face the situation. But the grants given to the district 

boards were inadequate. Thus the chairman of the district board of Rangpur 

requested the Government to help the district board liberally for eradication of 

kala-azar. Many of the kala-azar centres had to be closed down as a result to the 

detriment of public health. The policy of the Government and the local 

authorities was only to survey, check and control the disease, and not to destroy 

the infection entirely. In North Bengal, the number of kala-azar centres were few 

compared to the total population. It was seen in Rangpur that during the decade 

preceding 1935, the establishment of only a small number of treatment centres 

led only to a lessening of the menace but not to its complete eradication. 110'fhere 

were only a few experts for the treatment of kala-azar and in the rural areas they 

were absolutely absent. Besides treatment, the other two preventive measures, 

viz evacuation and segregation were not possible in North Bengal. There the 

houses were very close together. Thus the Government did nothing significant to 

combat the disease. 
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The history of introduction of vaccination in North Bengal revealed that 

the method of dealing with it was both uneconomical and ineffective Regarding 

the appointment of Vaccinators it may be pointed out that the district boards, 

instead of appointing vaccinators throughout the year, appointed permanent a 

varying number of temporary vaccinators only during the small pox season 

(From October to March) and supplemented by extra hands during small pox 

epidemics. This was found unsatisfactory and wasteful as the delay in 

dispatching vaccinators to the affected areas gave chance to the spread of 

infection. Vaccination carried out without any programme by the local bodies 

had no appreciable effect on epidemics of small pox. Though primary 

Vaccination became compulsory by the vaccination Act of 1880, this could not be 

effectively enforced and remained a dead letter for many years when the greater 

part of the vaccination work was done by the licensed vaccinators who were as a 

class "lazy and corrupt". 

The main obstacle to the carrying out of any, intensive scheme of 

vaccination and re-vaccination was the want of adequate funds for the purpose. 

Financial grants made to the district boards were so small that effective 

improvements in the state of vaccination could not be made. Vaccinators, were 

usually incompetent and there was no provision for their systematic training. On 

account of lack of properly trained vaccinators, the operation was badly done in a 

large number of cases. Very often the operation was unsuccessful and the 

common defect was the application of a strong disinfectant before operation, 

followed by the application of virus, even before the drying up of the 

disinfectant. Moreover the vaccine lymphs were prepared in the Government 

depot under frightful conditions. 

In the villages the spread of vaccination work resulted in unrest and 

dissatisfaction. The Chairman of the Rajshahi district board was of the opinion 

that due to inimical behaviour, a large number of people avoided primary 

vaccination and as a result left unprotected111. The Chairman of the Rangpur 

district board also depicted that due to arrogant attitude of the people towards 
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vaccination, free vaccination, even house to house visitation was found 

unsuccessful. 112 In 1931 Natore principality of Rajshahi did not vaccinate a single 

infant, although there was 102 surviving infant population available for 

vaccination. 113 The Cholera epidemics occurred in the districts of Bogra, 

Rangpur, Cooch Behar and it was found that in several cases no organized action 

was taken by any local body. Everyone waited for the actual occurrence of an 

epidemic which became widespread by the time it attracted the serious notice of 

the local authority which was then forced to have recourse to desperate and 

haphazard measures, attempting to pay more attention to cure rather than to 

prevent. Moreover, there was no regular system of inspection and repair of tube

wells and no capable engineering staff. There was also lack of money for repair 

work. 

Tuberculosis was a serious problem of North Bengal. But the measures 

taken by the Government to combat the disease were inadequate. At the out door 

dispensaries, a vast majority of the patients got no better attention than a few 

casual prescriptions. Only a few beds were available in the Sadar Hospitals at 

district head quarters. The Medical Officers of those hospitals were not trained 

for the purpose. In almost all the districts there were certain spots of tuberculosis 

which were fairly well-known. But little attention was given by the public health 

authorities to the need of isolation of infected cases. The condition was very 

much worse in the rural areas. There was no organization in the villages to check 

its spread. 

The policy adopted by the Government of Bengal in regard to the problem 

of water-supply revealed one of the darkest chapters of the Public health 

administration. By the excuse of water-supply grants and loan schemes, the 

Government threw the whole burden of the solution of the water supply problem 

on the district boards. The district boards on the other hand accused the 

Government of withholding financial help. Want of sufficient funds became a 

matter of discontentment of the district boards. Again, the personal influence of 

the members of the district boards, rather than the real necessities of the affected 
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areas, played an important part in selecting sites for wells and tanks. Thus 

influential members of the district boards or men who could influence then often 

got wells and tanks excavated even on their private lands at the board's expense, 

whereas poor people of the unimportant villages who needed relief most 

suffered in silence. Further, as pointed out by the District Magistrate of Dinajpur, 

wells were often excavated in areas not because there was any urgent need, but 

because a district board member in that particular area commanded a sufficient 

number of votes which enabled him to get through his proposal. 

In some districts such as Rangpur, tank water was found to be unsuitable 

for drinking purpose because of the sandy nature of the soil. Regarding 

municipal water supply, it might first be pointed out that most of the 

municipalities were unable to bear the expenses of constructing water works 

without large grants from the Government and the execution of many useful 

schemes could not be carried out. The quality of water supplied from the various 

water works was not always satisfactory. During his tour in Maida in 1921, the 

Publicity Officer, K.P. Ray found that each of the municipal wells showed traces 

of nitrite and chloride indicating faucal pollution which rendered water unsafe 

for drinking purposes. 

Food adulteration had always been a serious problem in North Bengal. 

K.P. Ray the Publicity Officer, who during his tour in 1921, went round several 

municipal towns and village unions and examined several sweet, meat and 

grocery shops found many samples of ghee, mustered oil and flour to be 

adulterated. At Darjeeling 6 samples of ghee were found to be very suspicious 

and were sent to the Central Laboratory in Calcutta for analysis. In 1930 about 50 

p.c. of the 260 samples of food stuffs, which were seized in Rangpur and 

analysed at the local public health laboratory, were found to be adulterated. 

Thus the British Government failed to eradicate the causes of the diseases 

in North Bengal full fledgedly. The financial crisis was an important factor for 

that. But the actual fact was that the British Government did not want to solve the 
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problem of health permanently because they intended to dominate the region by 

the excuse of medicine, doctor and hospital. Thus they undertook half hearted 

measures to meet up the medicinal requirements of the people of North Bengal. 
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CHAPTER-4 

INDIGENOUS MEDICAL SYSTEM AND PRACTICES 

The peculiar geographical characteristics of North Bengal left a deep 

impact on its population structure. North Bengal was like an ethnological 

museum of India. People of different religion, caste, culture and linguistic group 

were living side by side in this region. Majority part of the population of North 

Bengal were the tribes and sub tribes who were also the original inhabitants of 

the area. They mainly resided close to nature in the hills, in the jungles of Duars 

and Terai, in tea gardens and some parts of the plains also. The principal 

indigenous communities were the Nepalis, Lepchas, Sherpas, Tamangs, Bhutias, 

Rais, Damais, Drukpas, Sarkis, Limbus, Magars, Thakalis, Gaines, Thakuris, 

Chakmas, Totoes, Meches, Dhimals, Garos, Newars, Rajbanshis, Ravas, 

Malpaharis, Oraons, Mundas, Santals, Kharias, Mahalis etc.1The purpose of the 

chapter is to focus on the health practices of the indigenous people . The average 

birth rate was high among a large number of tribes, while in case of some tribal 

communities the growth rate was very much low causing harm to their existence. 

Thus it is necessary to study the health care and medicinal practices of the 

indigenous people of North Bengal. With the development of industry difficulties 

arose in the health sector. New kind of diseases are appearing these days and to 

find out the causes of relief from them we have to search for a new way and also 

at the same time review the past for the remedy. Today the forests are going to 

fade away and it led to the destruction of various medicinal plants also. The 

medicinal plants and herbs are the main ingredients of medicine of the 

indigenous people of North Bengal. Thus their medicines were also going to be 

lost with the forests. As hunting also became prohibited the indigenous 

practitioners could not get animal ingredients for preparing their medicines. 

Thus the principal objective of the chapter is to focus on those issues. 
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The indigenous medical system of North Bengal had been classified into 

two parts- the health care and medicinal system of the indigenous population of 

the region or the folk medicine and the Ayurved, Unani, Homeopathy, Tibetan 

system of medicine etc. The indigenous system of medicine was the oldest system 

and still now are very much prevalent in different areas of North Bengal bearing 

the tradition of the past. 

The folk medicine had become popular mainly in the villages. The 

villagers were indifferent to the political developments and commotions due to 

their relative self-sufficiency, comparative freedom and independence of the 

village society. Thus some practices of the ancient Indian culture were visible in 

the villages as also some practices of Ayurveda.2 They believed that a good 

number of causes like impurities, bad weather, disappointment or anger of gods, 

evil spirits were the root causes of various diseases. For treatment of various 

diseases local ojhas were called . The ojhas ( village exorcists) by chanting 

mantras tried to satisfy the disappointed gods. They also took effort to please the 

offended gods and goddesses by offering both vegetable and animal products. In 

most of the cases the deities were the goddesses. For the treatment of the village 

communities herbs and shrubs were utilized immensely as raw materials for 

preparing medicines.3 Sometimes the ojhas took liquor from the patient as fees. 

They often collected a black goat, a red cock and rupees 1.50. 4 

The indigenous people had evolved their own medicinal system based on 

traditional beliefs, cultures and practices. s As they were close to nature they used 

to seek their medicines in the nature and also worshipped the nature for physical 

healthiness. But when that failed they started to devote some deities. On the one 

hand they considered the deities responsible for their ailments and on the other 

hand also worshipped them for eradication of diseases. Most of them 

emphasized on cleanliness of environment, physical sanctity and domestic 
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tidiness and that were based on traditional beliefs. In some cases their health 

system had some scientific base also. 

Sometimes the tribal people considered certain evil souls or sinister spirits 

responsible for different diseases. It seemed to them that the human society was 

engirted with various souls which used to live in forests, deserted house or 

graveyard. They made harm to people directly or influenced by some one when 

they got disappointed. They were not visible, but their existence could be 

perceived. Now and then they also deluded human being by getting different 

shapes and figures. 6 

In tribal society the tribal people were influenced by the impact of magic 

especially black or harmful magic. The disease created by black magic could be 

cured by the use of white or efficacious magic. The magician after creating an 

image of the specific person by mud or sand, pierced an incanted iron skewer on 

it. The person began to ill within a few days. In certain cases the charmer also 

bewitched a distinct part of the body of a particular person and made him ailing. 

Some people , efficient in black art also applied a special kind of medicine ( made 

of herbal, animal or mineral products) in the body of the person with his or her 

food or drink or any other medicine. 

The tribal people accused the dains or witches for performing many evil 

deeds like sudden death of children, death due to snake bite, excessive pain and 

trouble during delivery of pregnant women, the state of being emaciated (ricket), 

fever, dysentery etc. 

Among the people of the ethnic communities a considerable number of 

injunctions and prohibitions prevailed from generation to generation. They 

believed that if they disobeyed that taboos, they would be attacked by different 

diseases. The customary taboos were like if anybody showed his or her finger 

towards the rainbow, the finger would be curved, fever would"ceme if glow 
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worm could be caught at night, the condition of the eyes worsened if anybody 

did use comb on hair in course of disease of the eye etc. 

They also specified some persons as ominous whose sights according to 

them could be harmful for human health. A baby might be ill, a man who was 

taking meal could experience dysentery, a tree bearing fruits would face death as 

a result of evil sight. 

Apart from supernatural causes, the tribal people had also been attacked 

with diseases occurred due to natural reasons like climatic disorder, change of 

weather, spread of bacillus, poisonous food, untidiness, indiscipline in life style 

etc. Dysentery and diarrhoea appeared due to germ infection and poisonous 

food. Syphilis was the outcome of intemperance in practice and conduct. In those 

cases the tribal people took the help of the ojhas who treated the patients by 

applying various herbal, animal and mineral drugs. 7 

In tribal medical system two types of treatment was prevailed - preventive 

and remedial or curative. As a preventive medical system armour, amulet, 

talisman, herbal drugs, occult method of charming, enchantment were 

experienced. On the otherhand, magic, illusion, prayer, sacrifice, use of herbal, 

mineral and animal drugs, incantation were adopted as part of remedial 

measure. The chief diseases of the tribal people were dysentery, diarrhoea, fever, 

different kind of sores, malaria, leprosy, eye disease and several venereal 

diseases. 

As North Bengal was encircled by dense forests, high hills and 

innumerable rivers, it was also a resort of different variety of snakes. W.W. 

Hunter accounted that in 1890 in Bengal about 21,412 people died out of snake 

bite and 5106 snakes were caught by giving reward of rupees 19,004. 8 Some 

tribal people worshipped the snake as deity. In North Bengal the deity of Bisahari 

and Manasha were worshipped profusely all through the Bengali month of 
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Sravana in rainy season. They people that snakes could not grip anyone, wicked 

person bearing the form of snake had seized some one. In that particular case an 

exorcist or ojha used to come and he gave some tight knot on the wound of the 

affected person. After that he shouted some different magical whims on the head 

and body of the patient. The ojha then gave the patient tulsi (basil) leaf, neem 

(margosa) leaf, chilly, lemon and other medicines to eat. 

In Cooch Behar an ojha named Satish ojha was very much popular. He 

was not only an expert in catching snakes but also in making treatment of snake 

bite. He had some cowries or snail-like gasteropod resembling miniature conches 

which he threw on the head of the snake and it died. The ojha also collected rice 

from five or six houses and assembled them in a small bundle of cloth. Then he 

flung to the ground violently the bundle containing rice in front of the wounded 

person and also recited some montros or mystic words. 9 After some time the 

patient returned back his sense and cured. Even at present time also the goddess 

Manasha has been worshipped immensely. 

The folk medical system was in unwritten form, and its basic theory was 

based on natural and supernatural ideas. Usually the practitioners and 

ingredients of folk medicine were both collected from the local area. The medical 

system was continuing from generation to generation or teacher- pupil tradition. 

Magic, prayer, incantation, sacrifice, sorcery, and various herbal, animal and 

mineral medicines were incorporated in the scenario of folk medicine. Though 

the primary principle or the fundamental truth of the various tribes of North 

Bengal was same, but there were little differences in the case of ingredients of 

medicine, the magical mantras , deity and belief regarding treatment and rules 

and regulations to follow them. 

Among the various indigenous communities of North Bengal the health 

care and medicinal practices of some tribes are being discussed here. In North 

Bengal the indigenous communities the Rajbanshis had acquired an eminent 
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position from the point of view of population, social customs, language and 

cultural practices. The Rajbanshis predominated in Cooch Behar, Jalpaiguri , 

Dinajpur and Rangpur districts. 1° The Rajbanshis suffered from various 

diseases throughout the year like fever Gar), cholera (dhum) small pox (basanta) 

,olaota (bhed boomi),measles (khesra), dysentery (bindisor), consumption 

(rajbiadi), jaundice (pandur), cough (kas ,kop),giddiness (chok), rheumatism (bat 

rog), epistaxis (bleeding of nose), colic (bis), asthma (susai), night blindness 

(andha sula) etc. 

In the period under review if anybody was attacked with a disease it 

would be termed as "deodhora". The inner meaning of the term was that instead 

of doctor an exorcist would be called, because he could alone find out the causes 

of diseases and only his exclusive treatment could make the unhealthy 

completely in good health. The Rajbanshi medical practitioners excelled in the 

treatment of wound, pimple and fracture. 

Like many other indigenous communities of North Bengal the Rajbanshis 

believed that diseases originated due to evil spirits. Thus they undertook many 

measures to inactive and to make disappear the evil spirits. One of them was the 

act of expelling evil spirits by prayers, worshipping or magic words.11 The 

method was known as Mohanti Kora. Treatment with herbs was another step 

undertaken by them to ward off the evil spirits. To eradicate fever the village 

exorcist worshipped to satisfy the evil spirit causing fever. It was a time taking 

process and the exorcist attempted repeatedly to exterminate the fever along with 

the evil spirit. The main ingredient of the worship was a pigeon. In the course of 

the puja (devotion) the ojha kept a pigeon in a cage to transfer the evil spirit into 

its body from the patient suffering from fever. When the fever was very much 

high the exorcist recited the following montro (incantation) over a pot of clean 

water and gave it to the patient to drink. He also created an ambiance of magic 

by blowing some air from his mouth to the body of the patient several times after 

uttering a part of the spell. 
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Dhumtore akas, dhumtore patal 

Nai tor pudzar porkas 

Has khalo paro khalo 

Sogger bura buri, soggo na gia 

Soggo na gia colo 

Its meaning was that the evil spirit used to conceal its real appearance 

always and it never showed its face even at the time when puja was going on. 

The exorcist ordered or requested the spirit to return back to the heaven with 

ducks, pigeons and all meats along with the disease. 

Unfortunatelv if the montro could not work another montro was recited 
J 

in the same style as the previous one on the following day. The sorcerer waited 

for about three days. If that failed, he arranged another prayer. At that time the 

worshipping deity was Lord Shiva. The purpose of the puja was same- to 

exterminate the evil spirit and to incorporate the disease within himself. The 

puja was usually organised at day time. The devotee inherited the montros and 

the rules and regulations of the puja from his father or grand father .The exorcists 

generally belonged to a class by themselves and their profession was hereditary 

continuing from generation to generation. 

In the prayer different kind of ingredients were required like two ripe 

plantain of two branches(about 32 bananas), five malbhog plantains, sugary 

puffed paddy(murki) of about half a seer, curd, milk-each one pot(about half a 

pound each), sugar (half pound), incense(dhup), wood-apple(bel), white flowers 

and one pair pigeons ect. The puja was arranged at the house of the ailing person. 

After the worship , some curd or milk was given to the diseased person to eat. 

Often a little sweetened puffed paddy ,curd and plantain were mixed and a little 

bit was also offered to him. After the puja the pigeons devoted to the gods were 

either sacrificed or made them free to fly by smattering some water on their 

heads and by reciting some incantation. 
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After then the exorcist took some water in a container and recited an 

incantation requesting earnestly to Lord Mahadev for driving away the evil spirit 

causing the disease. He also solicited the god to carry the disease with him while 

going back to his own kingdom at Kailas. Subsequently some water from the pot 

was offered to the patient for drinking. 

Sometimes the Rajbanshi children up to ten years of age were suffering 

from the disease 11 pocchut kata" (ricket) .12 They gradually became debilitated 

and thus were continuously encircled with various diseases coming after one 

another. Some water collected from a river flowing towards north was cautiously 

kept in a mud vessel with exiguous gold and silver dipped in it and very small 

quantity of raw milk was mixed with it. An exorcist was summoned to the house 

of the ailing child. After reaching there he spoke some mystic words over the 

water and kept some dub grass on that water. The pot with the water was kept 

untouched overnight. During the following day when the sun was going to 

disappear from the sky the child was kept at a crossing of three roads and with 

him or her a plantain leaf and a knife were also taken. The child stood on the 

plantain leaf and placed on the tri-junction facing to the south. A robe was 

loosely tied round the waist of the child. The child was bathed with the processed 

water and then the string was cut. After that the child along with the mother 

would return back to home with out looking into the bathing place. The 

Rajbanshis believed wholeheartedly that after the aforesaid process of treatment 

the child would gradually regain good health. 

Night blindness or 11 andha sula" was a common disease among the 

Rajbanshi people. In that disease three living glow-worms were poured into three 

pieces of ripe banana. It was their belief that the afflicted would devour entirely 

each piece of the plantain one by one every day and as a result would regain the 

lost sight. A portion of dry intestine of a cow was mixed with a little saliva of the 

mouth and then it was kept in the inner canthus of the affected eye. It was like an 
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emollient application. Instantly the person was asked to view the stars at night. 

After that the story of andha sula was recited in front of the patient. 

The "Bisua" festival was celebrated on first Bysak ( the first month of the 

Bengali calendar) of every year with the object of uprooting unhealthiness in the 

family and also removing the existence of evil spirit. 13 Paddy, chura(parched 

rice), chaoler-burbhura(crushed rice), chaoler bhajer jhaiya(powered rice after 

being roasted), soresar bhaji(fried mustard), sukatir bhaji(dry jute leaves fried), 

garlic, onions, ginger, and turmeric were collocated in a plate by the head male or 

female member of the family and were mingled properly. In that way a medicine 

was prepared, and each member of the family used to eat some of it. On the same 

day a few onion, ginger and garlic and 21 leaves of the jack fruit (Artocarpus 

integrefolius) tree were stiched together and were tied above the main entrance 

of each hut. Twenty leaves were kept for Bisua and one was for the knot of the 

string on which the leaves were tied as a witness. 

The above process was performed to comply the deity with the hope that 

there might be no further deaths in the family throughout the year. Chirags 

(small earthen lamps) with mustard oil were also burnt over night. From the very 

first day of Bisua celebration a jhora had to be kept over the traditional tulsi tree. 

That consisted of tying an earthen pot was tied with a bamboo pole and was 

placed over the tree. A hole was made in the middle portion of the pot, and was 

filled with dub grass. The pot was then filled with water and it dropped through 

the grass on the tree . A lamp was kept lightning at every night, and water was 

poured every day in the mud vessel during the month of Bysack, with the belief 

that the tulsi tree might grow stronger and the deity would be pleased. 

Among the Rajbanshis Chandi thakurani (Goddess Chandi) was regarded 

as a terrified goddess causing multifarious illness.14 During the time of cholera 

outbreak, atfirst goddess Chandi was worshipped and complied. They 

considered that she was the originator of diseases including cholera. A buffalo 
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,calf or a goat were sacrificed to reduce her anger. The people were also petrified 

by the goddess Kali. Because they thought that she always attempted to destroy 

them by causing diseases . Hence she was worshipped very often and offerings of 

buffalo , goat etc were devoted to her. 

Gram thakur (God) was another deity who was very much popular in the 

villages.15 About 5 to 7little huts were constructed for Gram thakur and his wife 

in the eastern side keeping some distance away from the houses. Some people 

erected a single hut for the two. It was believed that the Gram thakur brought 

sickness among children and was very much active during outbreaks of cholera. 

The people worshipped the deity with the offerings of dahi , chura etc and a 

lamp was also kept in his hut during the time of illness in the house. 

Almost in all parts of North Bengal the Rajbanshis used to worship an 

awful male deity called "Masan". Masan was usually a god of village area. The 

intensity of the worship of Masan in the district of Cooch Behar was maximum 

.Probably it was due to the presence of majority number of Rajbanshi people in 

the region. 

The Rajbanshis celebrated another festival called "Jitua" in the month of 

Assin (during October) by people who were involved in law cases or in whose 

house there might be sickness. A great number of green and ripe plantains were 

placed in a dala (plate or tray) and were devoted to the deity. The person who 

used to make offerings promised that, if he would win the legal case or if the 

ailing would regain his health, he would perform the Jitua ceremony for some 

days to satisfy Jit-bahah Tacur. 

Certain superstitions prevailed among some of the Rajbanshis and those 

had affected the society in many ways. Like medicine could not be given to an 

ailing member of the family by a female member.16 Because it was wrongly 

believed that medicine would not work if it was given by any female. In some 
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families fathers were not allowed to give medicine to their off springs. In those 

cases neighbours were called to give medicine. 

The Garos were the primitive indigenous tribes of North Bengal long 

before the coming of the British in the region. The chief troublesome diseases 

among the Garos were fever (kalam), headache ( dakamsha), colic (sha), cholera( 

rok), dropsy (kanchikavartoa), goiter, cold (sopai), cough ( tokesptua), 

rheumatism, consumption (raj biadi) and bowel complaints. In sickness the huji 

(priest) was called in and he supplied different herbal medicines for different 

diseases. The supreme god of the Garos was Rishi.17 Juggo was the husband of 

Rishi and he was also prayed. The Garos believed that both the deities were 

wandering in the huts of the Garos. In the Bengali month of Choitro or Baisakh a 

new bamboo called sirfak was cut and planted in the Hat- Kung (courtyard). The 

bamboo representing the existence of Rishi was kept with the hope that the house 

or village might be cleared from enemies, fire, sickness and other troubles. Rishi 

used to eat flesh of pigs and fowls. She also drank chokot(liquor). Juggo did not 

eat flesh, but took liquor. Rishi was much powerful than Juggo and for that 

reason a Garo man had to surrender completely to a Garo woman whole 

heartedly. Her caprices were laws to him. 

There were other deities also among the Garos like Mohes Tacur, Mahakal 

and Lamengju .The Garos prayed before Grajjo. During the course of the prayer 

a thun or hut was set up and an idol of Lamengju was made with pith (sola) and 

was placed on the hut to respect the deity who probably brought cholera and all 

other serious diseases among the Garos. There was also a female god called 

Subachini among the Garos. The worship of the goddess Subachini was held in 

the month of Baisakh and was observed by all Garos. They devoted plantains, a 

male goat, two pigeons, along with pan and betel nut to the goddess Subachini 

to stay away from unhealthiness and diseases. Abet Rengge was a harmful deity 

among the Garos. If anybody refused to obey the deity he or she had to suffer 

from serious illness. Neori Simeri was also a destructive deity .Its main act was to 
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attack one's body with disease. Those who did not obey the god they had to face 

serious diseases and it resulted in even death. The deity Goera was also some 

times worshipped as the god of healthiness. 18 

The Garos believed in ghosts, ghouls and evil spirits. When they were 

attacked by grave diseases, they believed that some evil spirits took refuge within 

them. Thus they immediately worshipped those spirits to save themselves from 

diseases. They also believed certain mystic or esoteric words which were used 

during the time of worship. In general or normal diseases they did not go to 

doctors and treated the patients with the help of some herbs and made them well 

also. Even they successfully treated the patient injured by snake.19 

The Garos generally burnt to ashes the dead bodies. In case of normal 

death due to old age or general disease they cremated the corpses. But if any 

body died due to some contagious diseases like small pox, leprosy, cholera or 

several other infectious diseases the Garos used to bury him. They also buried 

dead bodies in case of death due to snake or tiger injury or in accidental death. 

The reason was that probably they believed that germs from the human bodies 

died after suffering from infectious diseases would spread every where . 

A large Bhutia village existed in Chunabatti within the Buxa sub-division 

of the Duars. Phyaically the Bhutias of Buxa were very much strong. The majority 

of them was short in height. But all were very hardy than the people of the 

plains. Most of them had a light olive complexion. But there were many dark

skinned Bhutias, whose features were very much similar with the Rajbanshis, the 

only difference between the two being the dress and language. According to the 

Bhutias the reason of their dark skin was due to a fever which was very much 

common prevalent in Chunabatti and at the foot of the hills. The fever used to 

blacken the face and body of the affected person. But it was also known from the 

local inhabitants that the dark Bhutias were the descendants of the Rajbanshi 
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women who were taken by force to Bhutan before the coming of the British in the 

Duars.2o 

Before the annexation of the Duars, a cantonment was remained at Buxa. 

The Bhutia village existed just above the then present cantonment area of Buxa. 

But as the people were very much dirty and unclean, the British dreaded that 

cholera would cause and affect the troops and thus the village was removed to 

Chunabatti, about a mile or two west of Buxa, where the Bhutias then remained. 

But unfortunately the Government of Bengal remained inactive and did not 

undertake any sanitary measure in the village where diseases repeatedly showed 

their ugly faces. 

The Totos were the smallest tribes of West Bengal residing in Toto Para 

village of Madarihat police station of Alipurduar, a sub-division of Jalpaiguri. 

They were animists and very much superstitious. They had two supreme gods. 

The gods were Ishpa and Chima. Ishpa was believed to stay in the Bodoo hill. 

The Totos believed that diseases occurred when he was not satisfied. 21Thus to 

satisfy the deity, pigs, cows and cocks were sacrificed to him. He did not like 

goats, fowls and pigeons. Drink called eu was also continuously offered to him. 

The goddess Chima was worshipped by the Totos to deactivate her anger or 

dissatisfaction and to save the village from various ailments. Offerings of alna 

rice, fowls and eu were given to her. As she also disliked cocks, pigs and pigeons 

those items were not offered to her. 

The Totos had no priests. Every man worshipped the deities individually. 

When they worshipped the goddess Ishpa , they prepared a square place and 

made it clean and clear. They placed a plantain leaf on the field. Then some 

uncooked alua rice was kept on it and a kind of drink called eu was poured over 

the leaf. The liquor was fermented from rice, maize, marua and kauni. As it was 

their most favourite drink the Totos devoted that to their god. The other 

ingredients were some meat of the cow, pig and cock that might be killed and 
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also some of their blood and those were placed on the leaf. It pleased the deity. 

The deity Chima was being worshipped inside the house and the deity Ishpa 

was adored in the langang (courtyard). 

The Totos organized another celebration for the betterment of themselves. 

It was called "Garom Puja" or prayer for the wellbeing of the whole village. Their 

celebration was for the removal of unhealthiness from the village. For their 

veneration they brought a priest crossing the boundaries of their villages. Some 

times the priest belonged to the Garo clan. Women were not permitted to be 

present at the puja. Probably as the priest came from outside of the Toto village 

the women were restricted to join the prayer. For the puja fifteen pigeons, two 

pigs, one duck, three goats( one white, one black, and one reddish), cocks and 

hens as many as possible and also eggs of hens were sacrificed. 

A lot of sticks were also required for the prayer. Vermillion containing 

holy power was set aside on the top of each stick. After the completion of puja 

every top member of the family took one such stick and stroke the floor, the wall, 

the posts of his house and then carried the stick back to the puja place and left it 

there. The Totos believed that by the above religious procedure all ghosts and 

evil spirits causing diseases would be removed from their houses at least for one 

year. 

The most consecrated worship among the Totos was the puja of Mahakali 

(Ishpa) . The deity was so much wakeful that later on she was placed in the great 

temple of Totopara. The temple looked like a Toto house, though its size was 

large than that. It was accompanied by a group of other huts in the wide 

extended complex. There was no image of goddess Ishpa. The Goddess 

Mahakali was identified with two sanctified drums. Those drums were hanging 

from the roof of the temple. Wine and flesh were the supreme ingredients of the 

prayer. The wine was prepared in the wooden cup of the temple and flesh was 

boiled over the flame of the sacred "chulla" or furnace inside the temple. 
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The principal priest used to offer the liquor ,the meat and rice to Mahakali 

and afterwards all the devotees used to eat the offerings. Only the Totos were 

entitled to enter within the temple during the puja. After the puja the main 

priests brought down the sacred drums and started the celestial music. The 

second class of priests joined in the song and then the whole assembly. During 

the course of the music all shouted at the top of their voice as if to reach the 

heaven. The Totos did dance during the puja. Males stood on one side and the 

females on the other. They stood face to face at a distance and did dance. Never 

the males and the females could dance together. In Toto society the influence of 

jhakri or ojha was immense. But they were like friends to the Totos. They were 

not identified as special priviledged group like other purohitas or priests of 

various tribes. 22 

The Totos were reluctant to take medicine in their illness. In most cases the 

diseases cured naturally. The Totos believed that their diseases broke out due to 

evil spirits. Thus they devoted gods to reduce their anger and dissatisfaction 

towards them. They expelled evil spirits by prayers or magic words. During 

delivery they did not consult doctor and instead of that they did consult pau. 

One aged woman performed the delivery case as midwife. If any problem or 

complication did arise during pregnancy they did some magical activities to 

remove evil spirits by sacrificing pig or fowl. The umbilical cord was cut with a 

strip of bamboo piece. 23 

Many of the Totos suffered from ulcers, stones or leucoderma -like white 

patches on the face, hands and feet. Some times the nose swelled, became red and 

the face also became red. This was the symptom of leprosy. After partition of 

India in 1950 the Government of West Bengal sent a dermatologist for the first 

time to Totopara for investigation of the skin disease prevalent among the Totos. 

The skin specialist did not recognize the disease as leprosy (yaws). It was a 
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different disease. The disease probably enraged due to scarcity of better 

nutritious food and sufficient clothes. 24 

Dr. Ashish Dutta, L.M.S was deputed by the then Government of West 

Bengal as Welfare Organizer of Totopara in February 1956. He was the first man 

who made the Totos bound to accept western medicine. 25 In the year 1956 a 

health survey was also made. After the end of the survey in 1956 it was found 

that cough, carries, ulcer, leucoderma, Toto sore, yaws, swelling, dysentery, 

malaria were the most prevalent diseases among the T otoes. 

Among the above diseases they suffered mainly from fevers, especially the 

malaria. They hesitated to touch cold water when they were affected by high 

fever. They did not use it even when advised to do so. They suffered from 

dysentery and other bowel complaints. The Government of West Bengal had 

appointed in Totopara a Welfare Officer. He was sent with sufficient medicines. 

At the initial stage they did not agree to take medicine. But later on they began to 

use western medicine. Causes of cholera, small pox, tuberculosis or any venereal 

disease were not found among them. They needed cheaper and better food, 

blankets in winter, umbrella during the rains ,soap for personal cleanliness and 

sufficient medicines. The ulcers and sores of their bodies gave them mental 

pressure. 26 

A story was popular among the Totos that when they entered to Bhutan 

from CoochBehar their women were very much pretty. But the people of Bhutan 

and Mech , Garo and others used to disturb and molest their women members 

and even took away some of them. They approached to Mahakali and she gifted 

the women bad ulcers and saved the women by making their faces ugly. 27 

The Totos believed that death came as a result of disease which was 

created by evil spirits. They satisfied those vice spirits by submitting fowls, pigs, 

etc to meet the requirements of the village magician. But often those sacrifices 

128 



were so much expensive that they had to borrow money from mahajans (money 

lenders) to fulfill those requirements.2B 

In 1967 the Swedish Mission, Cooch Behar Branch set up a dispensary at 

Totopara and John Lakra was made compounder of the dispensary. A duly 

qualified medical practitioner was also deputed by the Mission. From Cooch 

Behar he visited the dispensary once a month. The Totos started to come to the 

dispensary slowly. But the situation changed when Lakra suddenly left his job. 

Then a Garo couple named Harendra Mankim and Pritilata Mankim, coming 

from East Pakistan took the charge of the Mission dispensary of Totopara. Mrs 

Mankim used to do the activities of a midwife. Both of them extended their help 

for removing ailments of the Totos. Afterwards though the Mission was closed, 

but the Mankim family continued to extend their medicinal services. Through 

their services the Totos began to depend on western medicine gradually. 

But inspite of the initiative taken by the government or the Swedish 

Mission to make the Totos familiar with western medicine, the Totos could not 

completely depend on it. At the initial stage of any disease they used their 

traditional way of treatment. Because they had firm belief on that. But their own 

system of treatment was sometimes so expensive that they had to borrow loans 

from money lenders for that. Those borrowing made them more poor than 

before. 

The Mech, a Mongolian tribe, was nature loving and had preferred to 

settle in the hilly area of Darjeeling, Jalpaiguri & CoochBehar districts encircled 

by dense forests and near hill-streams for their living. They also settled in the 

portions of Bogra and Rangpur .Although now they had reclaimed much of the 

forest, they adhered to the rivers , but now they had hardly any need of it. In the 

last flood of the Tista in 1968 many villages were washed away but they came 

back as soon as some land appeared above the water with the cessation of the 

flood. 
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The following statement shows the number and distribution of the Mech 

tribe in 1872 and 1881 in North Bengal-

District 

Bogra 

Rangpur 

Darjeeling 

Jalpaiguri 

Cooch Behar 

1872 

893 

40 

1881 

31 

6835 

1063 

8760 

224 

(Source: H. H. Risley, The Tribes and Castes of Bengal, Vol-11, Calcutta, 1891, P. 91.) 

Malaria showed its face regularly in the Duars and Terai .But the 

indigenous people like the Meches ,had succeeded to struggle with malaria. 29 

They lived in good health in the atmosphere dominated by malaria. They resided 

in deep forests for many centuries. They liked the moist weather of the Duars. 

Their healthiness instead of living in a malaria prone area surprised every one 

especially the Europeans who were mostly affected by the disease. The Meches 

were so much inclined with the atmosphere that even the aged people used to 

sleep always outside under the open sky in all seasons excepting the rainy 

season. 

Some people believed that the Meches were able to survive in a deadly 

malaria zone because they accumulated their medicines from their own food. By 

putrefying the rice they prepared their drinking liquor and it was used as 

preventive against the life taking malaria. Even the labourers who came from 

Ranchi, Chotanagpur, Santhal Parganas to work in the tea gardens of the Duars 

gave up their own drink and adopted the said drink invented by the Meches to 

combat malaria. 30 
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They rarely suffered from malaria or cold and cough. Previously the 

Meches used to sacrifice their lives regularly suffering from "Dhemal-gha". That 

ulcer first attacked the legs and then spread the whole body, resulted in 

untimely death. Most people believed that it was a kind of "yaws". Leprosy was 

also a serious disease among the Meches and many of them suffered from that. 

Small pox , dysentery , diarrhoea and goiter were common diseases. Cholera did 

not regularly visit the Mech inhabited areas. There was no trace of venereal 

diseases also. 

It was the belief of the Meches that their ailments broke out due to the 

activities of supernatural powers. The evil spirits did attack the ailing person. 

Thus an exorcist was summoned. He was familiar with different names like Roja 

(Ajaguru) , Deusi or Dousi. He treated the patient with herbal medicines and 

arranged pujas to satisfy the specific spirit causing the disease. A pantole or a 

Deuri performed as a compounder and assisted the Roja or the Deusi in the 

above mentioned treatment procedure. 

The exorcist initiated the treatment by drawing a circle on the ground 

representing the deities and kept 13 leaves each representing a spirit with some 

rice on each. The Ojha placed a pendulum attached to his thumb by a spring to 

vibrate before the leaves while repeating invocations. The leaf before which the 

vibration continued, was removed and then asked the god about the sacrifice he 

liked. He replied through the exorcist. The patient agreed to do that after his 

recovery. Afterwards the sacrifice was offered to the said god according to their 

promise. 

The Meches believed that from the month of Bysak( from middle of April 

to the middle of May) the natural calamities began and after that the cattle and 

human being felt ill. Even epidemics also visited during that period. Thus to save 

the people and cattle from unknown diseases, epidemics and natural calamities 

they considered it necessary to worship different deities. 
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The Meches worshipped the deities like Grajjo also called Kali, Biso Hari 

and Miinao tacur to expel the diseases . Grajjo caused many problems and illness 

when she became annoyed. When her anger took a serious form cholera 

appeared. She was devoted with fowls, goat, curd, chura and plantains. The 

goddess Biso Hari was placed in a small hut. The hut was set up on east keeping 

some distance from the house. She also created diseases among the Meches. 

Sacrifices of duck, fowl, goat, pigeon, curd, chura and plantains were devoted to 

her for her satisfaction. Minao tacur stayed in the hut built in the northern side, 

where a small mud plinth was set up for her. She was also given offerings of pig 

and fowl, jao etc. 

Among the Meches when Dhum (cholera) occurred a special puja was 

performed to appease the anger of kali thakurani (Goddess Kali) . Offerings of 

pigeon, dahi, chura, goat and plantain were made to her, but not pig or fowl. The 

Meches believed that goitre (goolando) affected old people more than the young. 

31Its cause was not known .Dropsy was called deinangdong. It was a common 

disease which affected both young and old. The cause of its outbreak was also 

unknown. The remedies were (1) harinabis, which was purchased from the 

Bhutias. Its purity wais tested by putting it in some water. If the water was 

absorbed the medicine was good. (2) Bis-bas-, which was also purchased from the 

Bhutias. Those medicines were tied with a cord on the sick person's neck or 

hand. Some people were said to recover by the process. Consumption was 

known as raj- biadi and it was not common. Jaundice( amai- mundong) was a 

very common disease. 

When a Mech became ill he was called "jobra", meaning unhealthiness. 

The term "Mudivadang" was also used to denote their ailment. In their diseases 

the Meches did not use any medicine and they also were unaware of its 

application. They called the deosi or priest for treatment. After reaching the spot 

the priest started a religious function. He sat at the head of the patient and said" 
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If this sick man recovers we will give the Deo a pig. " He then waited for 

sometime. If he saw that no development was there within three prahar, or three 

hours , the deosi then said- "If this sick man recovers we will give a goat", or , 

after the lapse of another prahar "we will give a fowl", and so on. If the patient 

recovered within the prahar, in which any animal is mentioned, he had to offer 

that animal after his recovery to the deity to satisfy him. 

The deosi also prescribed many bitter vegetables, which were eaten by the 

patient and also rubbed over his body. The patient generally recovered. Spleen 

enlargement was called pelai by Meches as well as Garos. No medicine was 

known. Fever was called lumjadung. Dysentery was called thoi-kina-jadung. 

The Meches liked music very much. They had various kind of musical 

instruments. The kham or a big drum was an essential musical instrument of 

every Mech house. Because they believed that caused illness and disaster. Skin 

diseases were common among the Meches. The most prevalent was white 

leprosy , which was called "dharma chata" , and the more advanced form which 

was called "khuria biadh". People who suffered from "dharma chata" were not 

outcasted. Meches used to eat from their hands and dined with them. Those who 

suffered from "khuria biadh" were also not outcasted. The cause of the disease 

was not known, nor was it considered to be hereditary. 

The Rava was an important tribe of North Bengal residing in Cooch Behar 

, Jalpaiguri and Darjeeling districts. When a Rava child became ill due to fever , 

they worshipped the deity "Longu". They also believed in the soul of their 

ancestors like "Dekal", "Joura-kal", super natural power "Lyas bai, Bulua, 

Kanch-pania" etc and worshipped them to please them. They called an ojha or 

gunin in case of illness. Because they believed that an evil spirit took shelter into 

the body of an ailing person. The ojha assembled the young dheki plants into one 

broom and used to beat the ill with that broom by uttering mystic words or 

mantras. 32 
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The Ravas mainly considered three dangerous deities responsible for the 

diseases of the children. They were Michicbai, Nurbai and Joka- Jukini. Probably 

Michicbai was a female deity. The Ravas were very much afraid of the deity 

because its main target was the new born baby. Immediately after the birth of a 

baby the deity entered into it . That a new born baby was influenced by the deity 

was evident from the changing colour of the baby. The baby used to become red, 

yellow, blackish or white. They called the huji (priest) as soon as possible to 

detect the cause of disease and dedicated duck for Michicbai. 33 

"Nurbai" was also a destructive deity of the Ravas. 34 The meaning of 

"Nurbai" was the deity of the thatched roof of a house where he also existed. Its 

activity was to constantly erode the babies. Their main target were the babies 

from 0-8/10 months old. "Nurbai" affected baby used to cry constantly without 

any reason and some times their eyes also turned over. Then without any late the 

kaviraj or huji was called and chicken and polau were sacrificed before him. After 

that all the ingredients of puja were kept on the roof as it was the place where 

Nurbai stayed. 

"Joka - Jukini" was another evil spirit or sub-deity of the Ravas. He was 

not so much dangerous like Michicbai or Nurbai. Mostly babies from four or five 

months to eight- ten years old were attacked by Joka- Jukini. As a consequence 

the babies suffered from fever, cold and cough, dysentery, vomiting etc. The 

deity was satisfied with naru made of muri or chira. After the worship of the 

deity Kamaksha the Ravas floated pigeon or other ingredients of the puja with 

the belief that all the diseases and danger of the village would be driven with 

them.3s 

The Tamang was an important tribe of North Bengal mainly residing in 

the tea gardens of Jalpaiguri Duars and Darjeeling. 36 They performed different 

pujas to wash out diseases. In the month of Chaitra (March) they worshipped 
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mother Sansari to save themselves from the epidemic diseases. 37 In that occasion 

pigeons were thrown in to the sky. They believed that the pigeon could make 

vanish diseases with itself. The puja of Sansari mother did not happen in the 

homestead. It was generally performed in the river or in some sacred place 

.During the puja hen or goat was sacrificed. The Tamangs celebrated the Lochar 

ceremony to welcome the new year. They hoisted flags in their houses with the 

belief that ghost, demon and disease would flee from the whole village. 

Lepcha, a Mongolian tribe principally settled in Darjeeling. A large 

number of Lepcha people were exorcists (bijuas). They used to eradicate diseases 

by removing the influence of the evil spirits and worshipping the deities. They 

were respected by the common people and acquired 

prestigious status in society. 38 

Another hill tribe, Limbu, also had great faith on the exorcist who was also 

familiar with the name of Bijua. They were completely ignorant of education. 

They used to tour different areas 

when they were summoned by the people during their illness. The exorcist 

recited several mystic words during worship. They also sang and danced to wash 

out the diseases. They wore a purple robe and wide hat . They had reputable 

position in society. 39 

The Dhimals inhabited in Darjeeling, Jalpaiguri districts. They believed 

that the deities also had fixed time for their diet, rest and daily morning duties of 

personal washing etc. like human being. If any person went at that time the 

deities became furious and men were attacked by disease. But during untimely 

puja in house, the deities did not become angry and thus disease could not 

become serious.40 They did Pachima Paka Puja for defending themselves from 

various diseases. As purohitas or priests of the Hindus the Dhamis of the 

Dhimals did not only worship, they had to be also efficient as ojhas. In disease 

though the dhami used the vegetable drugs for preparing drugs, the treatment 
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was mainly depended on puja and mantra and incantations. Their belief was 

that disease generally appeared due to two reasons- either for super natural 

power or due to poison or adulteration of food. 41 

In North Bengal the Malpaharias were scattered in Maida and Jalpaiguri 

districts. They were mainly affected by diseases like gastric ulcer, leprosy, T.B, 

asthma, tetanus etc. They had aversion for taking hospital treatment. Thus they 

were carrying some diseases like leprosy from generation to generation. They 

were of the opinion that their diseases occurred due to some natural, super 

natural or man made reasons. The natural causes like unhealthy environment, 

indiscipline, transgression, malnutrition were the reasons for the occurrence of 

fever, cold and cough, dysentery, gastritis, acid. In those diseases they mainly 

depended on vegetable drugs and exorcism .The Malpaharias believed that 

tetanus, diarrhoea burst forth for the occult methods .The serious diseases like 

T.B, leprosy, asthma, gastric ulcer were the results of their sins of past life. As 

those diseases were created by the ghosts they worshipped them to remove the 

diseases. Atap rice, two eggs, sidur, and dhupkathi (resin stick) were the 

ingredients of the puja. Hens, sheeps, goats or pigs were sacrificed to satisfy the 

ghosts. 42 

Among the different puja or worship of the Malpaharis the "Gao Puja" 

was significant. In any day of the Bengali month of Falgun this puja used to 

occur. In a same holy place or than many deities like Bura Thakur (Ganesh), Kali, 

Masan Thakur, Sarkari Deo, Shikari Banashakti, Kalashur, Baghasur etc were 

collectively worshipped. In the Gao Puja the Malpaharis had no idol. The 

"Dehebi" or the priest used to do the Gao Puja to prevent the entry of disease, 

unhealthiness and misfortune into the Malpahari villages. 

In the tea plantations of North Bengal the various tribes coming from 

Bihar and Orissa settled themselves. They were the Oraons, Mundas , Baraiks, 

Mahalis, Naiks, Kharias , Santhals, Raj Gonds, Bhoktas, Nagesias , Kharwars, 
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Bhujnhars, Sonar , Birgias , Jhoras, Nagabansis etc. Those tribes had evolved 

different cultures with their traditional health care system. 

The Oraons belonged to a Dravidian farmer class. The Oraons believed 

that their misfortunes or unhealthiness broke out due to some goblins or ghouls 

who were dissatisfied with them. Thus the Oraons arranged prayer and 

worshipping to satisfy the evil spirits. Nature spirits, dead ancestor spirits 

beneficient and maleficient were sincerely worshipped by the Oraons. Their firm 

belief was that the deity Pat or Pat Raja saved themselves from ailments. 

At the time of initiation of a disease they called the ojha or medicine man 

to find the reason of a disease. He also gave relief to the ailing person. The ojha 

was also known as Mati or Deonar who used divination and also neutralized evil 

eye. Evil eye, evil touch and evil mouth were very much recognized by the ojhas 

. Any Oraon could become a Bhagat or Soka. Women themselves helped their 

neighbours as mid-wives. They believed that chordewan spirit might do harm to 

the mother and to avoid this spirit they had to keep a fire burning all the time. 

Generally Nasan Bongas and some other evil spirits were believed by the 

Mundas to bring diseases. Skin diseases were believed to be caused by Nageras. 

Madness occurred due to one's own spirit. Cholera and diarrhoea were caused 

by Rog-Bonga or Deb-imai. Usually the Mundas identified the deity responsible 

for diseases by dropping oil into a vessel of water. 

The Nagesias believed in supreme supernatural being. They also 

commonly believed in two other malevolent supernatural beings whom they 

called Churil and Muan. Churilled her to death. Those evil spirits were appeared 

by a dewair only in individual case of sickness. But when a large number of 

people were suffering from any form of mischief of any of those evil spirits , they 

worshipped them to protect the people by driving away the evil spirit. 
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North Bengal was extensively rich with its collection of numerous herbs 

and it had an ancient system of indigenous treatment practiced by the medicine 

men and herbalists. Those herbal medication practices still exist today connected 

with many superstitious practices for the treatment of diseases. The value of the 

medicinal herbs and the method of treatment used by the people did not differ 

much from those mentioned in the Ayurvedic, the Unani, the Allopathic and the 

Homeopathic literature. 

The indigenous people of North Bengal used a great variety of medicinal 

plants and herbs for eradicating various diseases. The Rajbanshis of Terai, 

including the Siliguri subdivision of Darjeeling district also used many herbs to 

cure their ailments. As for example, for burns crushed boiled potatoes was 

applied on the burnt limb. Hemkantsa (Bryophyllum - Pathorkuchi) leaves were 

crushed and applied. For coughs and colds turmeric was tied in a piece of cloth 

and allowed to hang round the neck with a string. The child's mother would not 

eat rice at night. For headache , a green plantain was cut into small pieces 

crushed with lime, honey and salt pasted on the forehead .For abdominal pain 

the tuber of a particular grass (kenna ghas) was crushed and some juice was 

extracted. It was mixed with ginger and salt and taken by mouth warm. As a 

treatment of diarrhoea a kind of small plantain containing many seeds was 

roasted, crushed in water and taken by mouth with a little salt. Ulser and 

wounds were treated with " Kesari Ghas" and " Bhomva Cita" boiled together in 

mustered oil and applied. In the case of a big ulcer a little green area was crushed 

and mixed with the boiling oil. Snake bite was treated with Dhulphi leaves juice 

of which was poured into the nostrils. 43 Apart from the use of medicinal herbs, 

magical rites were performed and various charms applied to cure diseases. 

But it can also be assumed that as the different tribal medicine men 

collected the medicinal plants from the forests, the passing of several forest acts 

by the British Government posed a restriction on that very activity of the medical 
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practitioners. Thus the forest acts and deforestation activities were pernicious for 

the health of the indigenous people of rural North Bengal. 44 

Thus the folk medicine or healthcare system of the indigenous people of 

North Bengal was a primitive, closed and unwritten medical system. Its main 

theory was based on natural and super natural ideas. It had not always 

connection with science and reasoning. This medicinal system had a close 

connection with the tradition, culture, believes and practices of the aboriginals of 

the soil and it was going on from the antiquity based on generation to generation 

tradition. 

In villages of North Bengal people of different profession like vaids, 

purohitas, ojhas, astrologers, fakirs, pirs performed the functions of the medical 

practitioners. In village society the influence of religion was immense. Religion 

also entered into the treatment sector. Goddess Sitala, Kali, Manasha, 

Dharmathakur, Chandi, Durga, Shiva, Sanithakur,Olabibi, Satyapir, Tistaburi etc 

were the deities who on the one hand brought wellbeing of the people, on the 

otherhand could injure people when they got angry and disappointed. Thus to 

satisfy the deities causing harm, daily, monthly, annual worship of the deities 

was an acquainted picture of the villages of North Bengal. They were also 

complied with offerings, sacrifices, oblation. After the prayer of the deities the 

flowers, amulets were used by the people as preventive and remedial measure 

for diseases. 

In Cooch Behar state there were two main sects among the Hindus, viz, 

the Vaishnavas and the Saktas. Among the Saktas the Assam Brahmanas almost 

monopolized the priestly class of the district before the migration of the East 

Bengal people into this district after 1951. They were called bhawariyas who were 

fortune tellers. They were generally called for removing diseases and or other 

calamities in order to obtain preventable medicine from the gods. When patients 

went to visit them for treatment, they repaired to a pat or raised mound and 
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there shook their head as if in a state in which the soul seemed to be absent from 

the body. It was done with the accompaniment of a drum. Soon a revelation or 

directive was obtained from the god who was thought to have been angered. 

The angry god was then propitiated by a puja with some profit for the bhawriya. 

The Ayurvedic system of medicine was very much popular in the 19th 

century Bengal. According to the Census Report of 1872 in Bengal there were 

3769 educated doctors , whereas the number of kabirajas, govaidyas and 

hakeems exceeded 24000. But the hakeems were less in number. The Brahmins 

and the vaidyas predominated the ayurved treatment sector. According to the 

prevalent Hindu tradition the medical system was the monopoly of the vaidyas. 

The fact also became clear from the statistics of the existence of the vaidyas of 

North Bengal from 1872 to 1881.45 

District 1872 ----------- 1881 

1. Dinajpur --- 585 ----------- 685 

2. Jalpaiguri --- 42 ---------- 201 

3. Maida 403 --------- 6 

4. Darjeeling --- 10 ---------

(Source: H.H Risley-" The People of India", Reprint, 1991, Calcutta) 

Apart from individual effort the rajas, zamindars and different voluntary 

organizations took initiative to popularize ayurvedic medical system. For the 

prosperity and publicity of ayurvedic system they had taken different positive 

steps like - to distribute free ayurvedic medicine, introduce free ayurvedic 

medical education for the students, arrange essay competition on health care 

according to ayurvedic system and publish different journals related to ayurved. 
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The ayurvedic physicians or kavirajas possessed valuable knowledge of 

indigenous medicine. Shuk Chand Baidya of Baneswar in Cooch Behar state was 

very much efficient medicinal practitioner and showed his excellence in some 

wonderful cures in cases of carbuncles, ulcers, etc. He had imparted some of his 

knowledge at least to the state kaviraj, who had been able to cure some cases. The 

Maharaja of Cooch Behar intended to grant some land to Shukchand in 

recognition of his special knowledge. 46 

As Cooch Behar was a princely state its medical system was well 

developed. The Ayurvedic Charitable Dispensary run by the state was very much 

popular among the local inhabitants. The local people used to visit the 

dispensary spontaneously and the attendance of patients there was increasing 

day by day. Approximately 41-50% persons used to attend the dispensary 

regularly. 47 

Kaviraj Biraja Charan Gupta was a notable ayurvedic practitioner of 

Bengal. While he was in the service of Cooch Behar state , compiled the book 

called the "Banausodhi Darpan". The Maharaja bore the total expenditure 

required for the printing of the book, as it was considered to be a very valuable 

work on native medicine. It was an Ayurvedic Materia Medica with quotations 

and copious original Sanskrit perceptions from standard works. The suggestions 

of efficient Brutish medical practitioners on different medical drugs had also been 

prescribed. The famous A yurvedic practitioner Mahamahopadhya Bijayaratna 

Sen Kabirajan had written the introduction of the book. 

After Kaviraj Biraja Charan Gupta Kabisudhan resigned his post in 1909, 

kaviraj Srish Ch. Sen Kabisudhan served the post of the Cooch Behar state 

ayurvedic practitioner. Besides the ordinary medicines he distributed medicated 

oils prepared by himself . It fostered the popularity of the State A yurvedic 

Dispensary. The king of Cooch Behar appointed a permanent compounder to 
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assist the kaviraj. 48 He became very popular among the residents of Cooch 

Behar. 

Kaviraj Kamini Kumar Bhattacharya, Paritosh Bhattacharya were the 

renowned ayurvedic practitioners who used to attend the kings of Cooch Behar. 

Kaviraj Srish ch. Sen, Jyotish ch. Sen, Srijut Rabi ch. Karjee, Kishori Mohan Roy 

Goswami, Tarun Krishna Bhattacharya, Satyabrata Bhattacharya were the other 

popular ayurvedic practioners of Cooch Behar. They treated patients suffering 

from diseases like gout, ulcers, dysentery, curbuncles and other skin diseases in 

the Ayurvedic Dharitable dispensary according to the indigenous method of 

treatment.49 

A ground for the Ayurvedic medical garden was being laid out and steps 

had been taken to grow shrubs and medical plants there. Later on some of the 

herbs and shrubs like anantamul, sonachal etc grew there and some trees like 

peepal, amla, bohera, ashoka were being used in the preparation of medicines. 

The kavirajas utilized the ayurvedic medical garden or kaviraj bagan for the 

collection of the raw materials for their medicines. They also used to buy 

medicines from ayurvedic shops like Sadhana Ausadhalaya. 5o 

In the year 1940, in Jalpaiguri district Sitanath Pramanik, the eminent 

kaviraj had shown excellent performance in the treatment of small pox. Thus the. 

municipality of Jalpaiguri had given him rupees 150 in two phases as his reward, 

where as the other kavirajas were given rupees twenty five as their allowances. 51 

In Alipurduar kavirajas bought some medicines from Gouri Amar Ausadhalaya 

established in 1937. 52 

In the 19th century the large areas of North Bengal were devastated by 

malaria. In order to struggle with the disease, experiments were made on 

cinchona bark by the British and quinine proved to be a panacea for malaria. But 

the quinine left a negative impact on the growth and prosperity of indigenous 
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medicine. To compete with the quinine, the ayurvedic physicians prescribed that 

nata fruit, gulancha and vat plants would be effective as anti- malarial 

medicines. 53 

In Raiganj of Dinajpur district there were some eminent ayurvedic 

practitioners like Rohini Mohan Nag, Rasik Kabiraj (Thana Road), Biren 

Bhattacharya Kabiraj (North Birnagar), Girija Chakrabarty ( South Birnagar), 

Panchanan Chakrabarty (kanchan pally). Bidhu Kabiraj passed from the Pabna 

Astanga Ayurved College and practiced in Subhasganj.54In South Dinajpur 

Dinanath Chowdhury was a famous ayurvedic practitioner. 

Rangpur district was ravaged by the famine of 1943. It was followed by a 

sore called "Naga Gha", cholera and small pox. At that crucial moment Sita 

Kabiraj of Laxmitary village of Rangpur formed a medical squad to face the 

attack of small pox. 55 

The ayurvedic physicians also published journals to aware people about 

the benefits of ayurvedic medicine. In the year 1889 Dr. Binod Bihari Roy edited a 

monthly journal named "Chikitsak"which was published from Taland of 

Rajshahi. Its aim was to grow consciousness among the ayurvedic physicians and 

western medicinal practitioners also about the positive effects of ayurvedic 

medical system and they would spread the knowledge among the poor mass. 56 

From Malda to Cooch Behar , the one-fourth part of the total population of 

North Bengal was Muslim. The remaining majority population were converted 

Muslims. By far the majority of the Muslims were the Sheks, or as they popularly 

called Nasyas. The Mauta Bajikars were the nomadic people among the Muslims. 

Apart from showing different games of snake and bear, they also used to sale 

vegetable drugs, animals and charm. Females also sold drugs roaming in 

villages. 57 
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In the then Muslim society the physicians with supernatural powers were 

mostly respected. Because they quickly recovered the patients with magic or 

sorcery. Later the Muslims started to recognize Satyapir, Kalurai, Kalugaji, 

GajDakshinrai, Olabibi, Bonbibi, Masandali etc deities as their saviours from 

various diseases. In treatment sector also the demand of the pir, gaji, roja, fakir, 

muskil ashan, ojha was gradually increasing instead of the unani practitioners or 

hakims. The patients used to assemble in mosques, darga or pir' s majar instead of 

going into hospitals. 58 

In the 19th century North Bengal though unani medicine was not popular 

like Ayurved, but its master-pupil tradition from generation to generation was 

undeterred. In Maida the "Unani Ousadhalay "set up by Hakim Abid Ali Kha 

was very much popular. 59 The Muslims established in Bengal many khanquahs 

or monasteries. There were langarkhanas also with many khanquahs. Their 

khanquahs were of great benefit to the people and served many useful purposes. 

It was also a hospital where the sick and the old could find shelter and were 

treated. In some tea gardens where the Muslim labourers were in good numbers , 

unani medicine became popular there. In the haats (local rural markets) adjacent 

to that gardens unani medicines were sold to serve the medical needs of the 

Muslim labourers. 60 

But the popularity of unani system of medicine was reducing hastily in 

comparison to ayurvedic system of medicine. In North Bengal the number of 

unani practitioners were very few. During the Muslim rule the unani system of 

medicine of Bengal reached to the peak, but under British rule it lost its 

popularity and started to fade away from the medicinal system of North Bengal. 

During the 19th century for the revival of ayurved several steps were taken. But in 

case of unani no such initiative was seen. 

With the initiation of the allopathic system in the very golden days of 

colonial rule the ayurvedic system lost its past glory. But due to the chief price of 
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the ayurvedic drugs in comparison to the high cost of the allopathic medicines 

and also the vital need to introduce European medicines into the rural areas 

through the kavirajas and hakeems prevented the state from taking a unbending 

step against the indigenous system. In fact , there were enthusiastic attempts on 

the part of the government to appoint the kavirajas and hakeems of the rural 

areas in the health service and encourage them to popularize western medicine 

with the help of indigenous drugs. Thus ayurveda survived without the support 

and aid of the British Government. However the existence and survival of tl;le 

kavirajas was possible not only due to the fact that the colonial Government 

wanted them to stay alive, but because the kavirajas were utilized as a "necessary 

link" in the spread and popularization of European medicine in the Indian 

market. 

But it can not be denied that the patronage of the British government to 

western medicine undoubtedly paved the way for the decline of indigenous 

medicine. On the other hand, the old practitioners of A yurveda did not record 

the fruits of their medical and surgical experiments. Their knowledge died with 

them. This was true of kaviraj Haran Chandra Mukhopadhaya of Rajshahi, who 

did not teach his students and so his knowledge of ayurveda also disappeared 

after his demise.61 

The ayurvedic medical system attempted to revive itself by the reprinting 

of the translated versions of the ancient treatises on medicine and surgery and 

partly by putting forward arguments for indigenous drugs against European 

medicine. The ayurvedic medical practitioners believed that allopathic medicines 

were suitable for cold regions like Europe and unsuitable for warm climatic 

zones like India. Thus they were of the opinion that people should take 

medicines made of those plants and herbs which were suitable for the country in 

which they were brought up. It was also argued that allopathic drugs brought 

immediate relief but showed its faces frequently. The ayurvedic medicines, on 

the other hand, went to the root cause of a disease so it took a longer time but 
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resulted in total relief and cure. The indigenous medicines were available at 

moderate price, because the raw materials or plants and herbs for curing the 

diseases could be collected from the natural neighbourhood. It was also argued 

that ayurveda succeeded where allopathy could not go further. There were other 

traditional forms of medicine which developed out of people's needs and 

mastery over nature and which did not fall strictly within the scope of ayurveda. 

A yurveda had its base in the countryside, in the tols and gurukuls where 

the students learnt the art from their masters and gained some practical 

knowledge and experience when they went along with their masters to the 

houses of the patients. However in the wake of urbanization, many kavirajas 

shifted to big towns and got a foot hold among the urban people. On the other 

hand European medicine was basically an urban phenomenon, despite attempts 

made by the government to spread allopathy to the rural areas through the 

ayurvedic practitioners. 

It should be noted that while ayurveda had its roots in the villages , it 

depended for its survival and growth also on the rajas, princes, zamindars and 

other feudal lords. Many of the kaviraji practitioners were employed as their 

family physicians and amassed considerable fortunes. The medical science 

received patronage from the Koch kings of the native state of Cooch Behar. The 

royal physician was called Vaidya. The royal cook, called Supkar, might have a 

proper knowledge of medicine. 62 The Darrang Raj Vamsavali mentioned that he 

knew the causes and remedies of diseases like bat (gout). There was also a 

professional class of medical men called Bej who treated diseases with medicinal 

herbs and incantations. It was therefore, among them that ayurvedic treatment 

was cultured. The "Gurucharitas" contained reference to a kind of medical oil 

called Mahanarayan tel prepared by some villagers who definitely had some 

knowledge of ayurveda.63 
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To compete with the western medicine numerous ayurvedic medicine 

concerns came into being. The prominent drug companies were C.K. Sen & Co, S. 

K. Burman (Dabur) & Co, Sadhana Aushadhalaya and Dacca Ayurvediya 

Pharmacy Ltd etc. 64 Kaviraj Mrityunjay Haldar of Kotwali, Maida, produced 

Swadeshi quinine for the treatment of malaria patients. It was prepared through 

chemical process from indigenous plants and that was in no way inferior to 

foreign quinine. It was displayed at the exhibitions held at Maida and 

Murshidabad and highly appreciated for its intrinsic merit. 65 

In North Bengal the Homeopathic system of medicine also prospered 

among the people simultaneously with the western system of medicine. But it 

appeared afterwards. The homeopath doctors who contributed largely for the 

growth and development of homeopathy medicine in Jalpaiguri district were Dr. 

Mukunda Das, Dr. Satish Dsagupta, Dr. Naren Das, Dr. Arun Dasgupta, Dr. 

Brahmapada Dasgupta, Dr. Hemchandra Mazumder. 66 In Cooch Behar Dr. 

A.C.Roy, Promod Das, Nripen ch. Das, Kanak Sarkar were the notable 

homeopaths.67 In South Dinajpur Dinanath Chaudhury was a famous ayurvedic 

practitioner. 68 In 1968 at Rangpur a Homeopathic Medical College and Hospital 

was established by Dr. Ismail Kha. The Diploma in Homeopathy Medicine and 

Surgery (DHMS) of four years' duration was introduced in the college. The 

students who used to get the diploma from the college began their practice to 

cater the medical needs of the people of Rangpur. 69 

In the foothills of the Himalaya the Tibetan system of medicine was 

prevalent. According to the system all diseases occurred due to lust, anger and 

ignorance. The first was caused by wind, the second was caused due to bile and 

the last due to phlegm. The accessory causes of disease were season ( cold and 

heat), evil spirit, wrong use of food and ill conduct of life. They also believed that 

skin, the flesh, veins, bones, viscera and the bowels were generally attacked by 

several diseases. Diseases caused by wind arose mainly in the summer before the 

dawn. The diseases caused by bile occurred in autumn about midday and 
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midnight. Phlegm prevailed during the morning and evening of the spring 

season. 70 

As the Tibetans used to believe that diseases occurred due to evil spirits 

also, they used different kind of amulet-charms to drive out those spirits. To 

remove the diseases they also chewed a special paper in which magic sentences 

containing certain letters ( za-zig or eatable letters) of old Devnagari script were 

written. Most of the believers in Tibetan system of medicine wore "charms 

folded up into tiny cloth -covered packets tied around with coloured threads as 

geometrical design as pendants in the neck". There was a general form of charm 

called the "The Assembly of the hearts of the Lamas",used to struggle against 

accident, disease and ill-fortune . 71 There were also separate charms for different 

diseases 721ike leprosy, cholera, small pox, fever, plague etc.73The Tibetans also 

considered several diseases responsible for various diseases. The demons were 

familiar with the name of "gshed". The lamas worshipped the demons and great 

oblations were offered. 74 

Among the western, ayurvedic, unani, homeopathic systems of medicine, 

apart from ayurvedic all were alien in Indian soil. The Government patronized 

the western system of medicine to a large extent and also backed the unani 

medicine. But the homeopathic medicine was deprived of getting government 

aid and support. Afterwards in the long run the ayurvedic and homeopathic 

system of medicine have increased their popularity and accessibility among the 

poor people of both urban and village areas. The urban people were benefited by 

the western system of medicine. But the rural mass was deprived of getting the 

benefit of it. Thus the gap was fulfilled by the ayurvedic and homeopathic 

medical system. 
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CHAPTER-S 

HEALTH CONDITIONS IN PLANTATION SEGMENTS 

The tea industry was one of the exclusive profitable industries of North 

Bengal. Tea in North Bengal was doling out immense wealth, both to the people 

and to the Government. The industry not only changed the economic structure of 

the region, but also shaped its political, social and cultural life. The tea belt of 

North Bengal was mainly concentrated upon the four districts of northern 

border-Darjeeling, Jalpaiguri, CoochBehar and West Dinajpur. Before the 

annexation of the British ,the Koch, Mech, Rabha, Kshen, Paliha, Garo ,Toto, 

Tharu, Dhimal, Bhutia, Lepcha etc people of different indigenous race used to 

reside in that region.l The superior tea gardens were mostly centred upon the 

districts of Darjeeling and Jalpaiguri. In the year 1969 approximately 98 gardens 

were located in Darjeeling, 151 gardens in Jalpaiguri Duars and 48 tea estates 

were present in T arai.2 The gardens were created in the region covered with 

dense forests, jungles and swampy lands, favourable for the rise of diseases 

espec;ially malaria. As it was an important location for the expansion of British 

economy, numerous malaria investigations, enquiries, refresher courses to 

awaken the medical officers about the prevention of different diseases, were 

undertaken at several times considering the importance of the region.3 

The purpose of the chapter is to bring into light the essence of the malaria 

and black water fever surveys, the nature of various diseases which attacked the 

garden labourers, the causes of dearth of efficient doctors especially in the Indian 

tea plantations, the poor housing, sanitary and health conditions of the workers 

and the reasons of aversion of the labourers for going to hospitals. Even at 

present the tea industry is the most beneficial industry of North Bengal. The 

British planters were replaced by the Indian planters. But the health conditions of 
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the workers are in disastrous situation even now. Thus the present chapter's 

focus on the poor health condition of the labourers in the previous period can be 

a model from which the present planters can take a lesson, can review their 

policies and modify their defects. 

Tea plantation was first set out in Darjeeling in 1839, in the Tarai in 1862 

and in the Duars in 1874.4From 1856 tea was started on a commercial basis in 

Darjeeling DistrictS. From 1860, with the speedy boost up of the tea industry, the 

augmentation and expansion of Darjeeling was quick and magnificent.6 Within 

fourteen years of its journey on commercial line the number of tea gardens 

increased to 56 incorporating an area of 11,000 acres on which 8000 labourers 

were employed in the yield of 1,700,0001bs of tea.7 

Thus when the British faced a problem to acquire land for new tea 

plantation in Darjeeling area, they kept their eyes on Duars. The annexation of 

Duars became necessary to meet the demands of the tea planters. In 1865 an area 

known as the Duars, situating at the foot of the Himalayas and to the east of the 

river Tista was taken from Bhutan by the British Government followed by a war. 

The Eastern Duars to the east of the river Sankosh were amalgamated with 

Assam. The Western Duars, the region between the rivers Sankosh and Tista 

were incorporated in the Jalpaiguri district which was formed in 1869.8 The 

prosperity of tea industry was also a reason for the formation of Jalpaiguri 

district. Land Acts were implemented in the other districts of West Bengal .But 

Duars and Darjeeling were kept out of its jurisdiction .Waste Land Act was 

initiated in this region.9 It was clearly mentioned in the Act that the majority of 

the waste land would be utilized for the creation of tea gardens. The rate of land 

tax would be a minimum for tea plantation. In certain cases there was also a 

probability of tax exemption .The prevalent rules and regulations of the country 

were not applicable in the tea gardens. Due to the absence of any labour act the 

planters and garden managers reigned in the gardens. 
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Duars was very much unhealthy and certain diseases, especially malaria 

and black water fever raged there. But the tea planters very much preferred the 

area as it was climatically suitable for tea plantation. The high rain fall of 180 

inches and red loamy soil of the Duars were perfect combination for the growth 

of tea. Dr. Brougham, who had started Dhutaria garden in Darjeeling in 1859, 

launched a garden at Gazaldubi in 1874, employing as his manager, Richard 

Houghton. He earned his fame as he opened up the journey of tea in the 

Jalpaiguri district .After that gardens were set up at Fulbari and Bagrakote and 

by 1876, 13 gardens had been brought into being.lo 

The year 1877 was a milestone in the history of tea industry of North 

Bengal.11 In that year Munshi Rahim Baksh, though he was a peshkar (bench

clerk)of the Deputy Commissioner, but became able to obtain an endowment 

from the British Government for production of tea. He was the first Indian to 

obtain such a special grant which came to him in the form of the Jaldhaka 

Grant.12Subsequently Baintbarrie, Bamandanga, Ellenbarrie ,Dam Dim, Kumlai 

and Washbarrie tea estates began their journey.B The first Indian joint stock 

company was started at the initiative of a few Bengali lawyers and clerks of 

Jalpaiguri in 1879. 14 The first Indian tea garden named Mogalkata tea estate and 

an Indian enterprise Jalpaiguri Tea Company Ltd were initiated in 1879. In 

1878,the Duars Planters Association (DPA), an organization of European planters 

was set up. But the organization of the Indian planters came into being in 1915 

under the name of Indian Tea Planters Association (ITP A). The growth of tea 

plantation was not satisfactory from 1879-1910. At that period only 11 companies 

had taken birth. But during the period between 1910- 30 the Indian tea industry 

in the Duars reached to the pinnacle ,by escalating the number of gardens owned 

by Indians to 47 .1s 

The total plantation area in the Duars region was 365,752.78 acres or 571.49 

square miles under the control and management of different tea estates and out 

of this total area 156,200.24 acres or roughly 244.06 square miles were under 
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actual plantation of tea. Major portion of the total number of tea estates in the 

province of West Bengal was located in the district of Jalpaiguri. 

As a result of a creation of a large number of tea gardens, there was a 

significant change in the demographic composition and consequently in the 

social and economic life of the districts of North Bengal . The change came in the 

form of large -scale migration of tribal peasants, especially Oraons, Mundas and 

Santhals from Chota Nagpur and from Santhal Paraganas to the tea gardens as 

labourers .16 In 1888 the tea gardens of the Duars employed more than 50,000 

labourers. The indigenous population mainly consisted of Rajbansis, Muslims, 

Meches ,Bhutias, and Totos etc. They were unwilling to join the gardens as 

labourers. Because those people were not satisfied with the cheaper rate of the 

wage given by the tea planters, which was as low as Rs. 3 per day .170n the other 

hand the wage of an agricultural labour was Rs. 7 per day. Moreover it would be 

difficult for the planters who were new comers in the region, to make torture on 

the local peasants. They could exploit and made injustice to the outside labourers 

as much as they could. The tribal regions of Bihar where there was a massive 

dislocation and economic distress due to agrarian changes in the wake of the 

Permanent Settlement provided a good number of labourers. As a result of large 

scale immigration, there was a jump in population figures. / 

At the initial stage in the tea gardens of Western Duars the coolies 

(labourers) were mainly Nepalese.ls Afterwards labourers were recruited from 

outside especially ChotaNagpur and the Santhal Parganas.I9 But in the tea 

gardens of Darjeeling labourers came mainly from Nepa1.20 As Nepal was 

situated near to Darjeeling the Nepali labourers came to Darjeeling tea gardens 

seeking for job. In Nepal the farmers were facing miserable conditions. Always 

they were under pressure of various taxes and levies. In case of failure of paying 

tax to the king, the peasants had to provide their free labour not only to the king, 

but also to the other members of the royal family and employees of the court. 

Enslavement was a prevalent system in Nepal. Apart from that Shah kings of 
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Nepal transformed the land law and as a result the indigenous settlers lost their 

lands to the high caste Hindus . 

Just in that transitional period the Britishers set off tea gardens in 

Darjeeling. To run the tea estates they required a good amount of labourers. The 

helpless landless labourers of Nepal entered to Darjeeling tea gardens in group 

by group seeking for new profession and for new destination. The Nepali 

labourers used to work efficiently in the tea gardens of Darjeeling hill area. But 

when they were brought in the tea gardens of plains of North Bengal their health 

started to deteriorate. Especially the Duars area was habitat of malaria and 

kalazar. Fever was so much common disease in the Duars that it was sometimes 

known as Duars Fever. Dysentery and diarrhoea were also prevalent. The 

labourers also suffered from sore in their skin while working in the tea gardens. 

For them the Duars and Tarai were not at all healthy and hygienic. 

As the Nepali labourers were reluctant to work in the Duars gardens due 

to its unhealthy nature the tea planters started to recruit workers from outside. 

Thus the labourers were brought by arkati (recruiting agency) from outside 

BengaJ.21The system of recruitment of labourers from different places was going 

on through the sardars.22 The sardars or recruiters collected labourers from their 

native districts of Hazaribagh, Chota Nagpur, Santhal Parganas etc. Sufficient 

money was being given to them in advance to pay their expenses back to the 

gardens. A Sardar used to get remuneration for each labour.23 Those recruits 

were known as Madasias by the British as opposed to Nepali Paharis (hill 

people). 

There was some problem in collecting labourers in that way. The Duars 

sardars returning with coolies had to face the trouble of the arkatis or 

professional recruiters .A good number of coolies who left their villages for 

finding out their destiny in the Duars gardens were forcefully taken by the 

arkatis and carried off to the Assam gardens and were sold at rupees 100 per 
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head .24 In the initial years the coolies were brought to the gardens by road. But 

afterwards most gardens decided to utilize the railways to save time and "certain 

number of coolies were lost enroute through desertion or cholera" .25 

Mostly the labourers came to the tea gardens with their families. Because 

in tea gardens along with the male labourers, female labourers were also 

necessary. The process of recruitment in the tea gardens was based on family

husband, wife and children. But they were given low wages. The individual 

salary was not counted. The family salary was reckoned.26 The planters seemed 

that the total wages of husband, wife and their children were sufficient for the 

livelihood of the labourers. But in reality the amount of total wages was not 

inadequate. In addition there was discrimination in case of male, female and 

child labourers. The wages of male labourers were higher than the female 

labourers. On the other hand the child labourers got lower wages in comparison 

to the female labourers.27 

Though the labourers were collected from outside Bengal, but the main 

problem of tea garden authorities in the Duars was to keep a permanent number 

of adequate workers to run the activities of the tea estates efficiently. The 

labourers were hijacked from the gardens and were dispatched to other gardens. 

But the Duars Planters Association became inactive.28The British Government 

was also silent despite several memorandums to formulate any legal step for 

keeping the labourers permanently in a specific garden. The process of 

recruitment of the labourers was a recurring expenditure of the planters as it 

included the expenses of the labourers and their recruiting agencies also. 29 

The labourers in the Duars regularly shifted from one garden to another 

due to the free atmosphere and absence of any legal contract.30 The practice was 

not visible in Assam gardens and the main difference between the Duars and 

Assam gardens was that the Duars was much nearer than Assam to its main 
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recruiting centre. Only Duars gardens sent sardars annually to collect labourers 

from Chota Nagpur, Santhal Parganas and Chaibasa. 

As the population was not static in the tea gardens, it was also difficult to 

collect perfect statistical data of their birth and death. The provisions of Act IV of 

1873 were in force in the whole of the Rajshahi district, except the region of the 

east of the Tista. Chaukidars had been appointed under Act VI of 1870 in all 

parts of the Kalimpong area. 

The tea garden managers preferred to use hatchittas or the English form 

report for keeping the record of birth and death. The chaukidars under Act VI 

would have to attend weekly at the police stations and reports of births and 

deaths were also made weekly by them. As in the month of January the 

labourers were not found in sufficient number, the managers were advised to 

send the reports in two phases- one in the first week of January and another in 

the first week of June. 

Insanitary condition prevailed in the tea gardens of the Duars and 

Tarai.The most common ailments in the tea gardens were malarial fever, 

dysentery, diarrhea, phthisis, kala azar, anaemia, blackwater fever, goiter, 

worms, skin disease, skabis, tuberculosis, leprosy, xerophthalmia (night 

blindness due to vitamin A deficiency), avitaminosis ,small pox, cholera, 

rheumatic afflictions and other respiratory diseases.31 But majority of the tea 

garden population sacrificed their lives due to malarial fever. 

The following table shows the annual figures of death due to various 

causes among the tea labourers in Jalpaiguri. 
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Cause of death 1916/17 1917/18 1918/19 

Fever 1601 1481 4276 
Chest complaint 754 833 2116 
Other causes 1837 1774 2048 
Smallpox 31 23 216 
Cholera 83 78 1223 

Source: D.P.A Report 1920, P. 116. 

In the Duars tea gardens the labourers who came to work out of Bengal, 

most of them were attacked with malaria and died. Due to the drinking of 

unhygienic water cholera also used to occur among the coolies. The legs of the 

labourers especially the female labourers were bulged out for excessive walking 

in the gardens. The coolies were so much frightened terribly by diseases that they 

fled away from the gardens inspite of the increase of their monthly salary and 

even recruitment of the guards to keep constant eye on their movements. 

During the period 1886- 1905 there was no proper health centre in the gardens. In 

some tea gardens in the Duars the health centre was in the form of a thatched 

room and there was wanting of qualified doctors also. The managers and 

assistant managers sometimes gave medicines to the labourers. The managers 

also hired people as doctors who could only read and write and were familiar 

with the name of "malaria" and "quinine". 32 

Due to the paucity of efficient doctors and well maintained health centres a 

large number of labourers lost their lives in malaria. It is evident from the 

following table that from 1938 to 1944 a huge people sacrificed their lives due to 

malaria. 
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Total Dysentery 
Chest 

Black 
Year Populati Fever & Cholera Pthisis 

complaints 
Kalaazar Water 

on Diarrhoea Fever 
1938-39 2,85,789 1326 1175 26 477 1061 9 8 

1939-40 2,90,174 1228 1024 41 490 802 9 8 

1940-41 2,91,253 1314 950 5 541 736 10 9 

1941-42 2,85,877 1142 1065 9 528 648 20 5 

1942-43 2,89,239 1244 1104 8 517 765 22 5 

1943-44 2,75,398 1256 1181 144 543 241 28 11 

(Compiled from the Annual Report of the Jalpaiguri Labour Act for the 

respective years) 
.,. 
' 
As the majority tea garden labourers in the Duars were coming from 

outside they did not experience malaria before their arrival. The annual constant 

flow of new-comers aggravated the situation.33 There was probably no malarious 

region in India like the Duars tea gardens where the disease was threatening and 

taking lives of coolies in large scale. Moreover in the Duars the constant 

immigration of labourers from non- malaria zone and their regular shifting to 

other gardens spread the disease rapidly. 34 The Duars was so much malarious 

that it was difficult for the planters to keep immigrant labour settled there.35 

In the tea gardens black- water fever was also a common disease affecting 

both the Europeans and the indigenous settlers. Due to the frequent occurrence 

of this disease causing a heavy mortality, an appeal was sent to the British 

government for an investigation. New-comers were rarely attacked by the 

disease. In few cases the disease did attack the residents of less than 6 months' 

staying .The second and third years of residence in the Duars was the most 

sensitive period. The majority of cases occurred then. After four or five years of 

continuous residence in one place the danger of the disease was much reduced. 

The actual mortality was about 10 percent of all cases, but was generally greater 

among Europeans than among natives. 
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From the graveyard of the Ranichera tea estate of Odalguri located in 

Jalpaiguri district it is evident that a large number of the planters lost their lives 

due to malaria. Thus the planters were alarmed by the ravages of malaria. 

Unfortunately there was no proof of the death of thousands of labourers and 

pther employees of the tea gardens36. 

At the repeated requests of the planters an enquiry into the occurrence of 

malaria and especially of black - water fever in the Western Duars was 

undertaken by Dr. Bentley, M.B. and Captain Christopher, I.M.S. 37 After the 

coming of the British in the region they found that the area was malaria prone 

and took lives of many people especially of the European planters. Thus it 

necessitated the coming of the commission in 1909 and it determined the causes 

of malaria in the region. The investigations were made by Drs Stephens and 

Christophers and Captain S. P. James, I.M.S. During the course of the enquiry 

they explored that among all the diseases, malaria took the dominant position in 

the Duars. They stated that the region was also affected by black- water fever 

.That was not a new disease for them as they found it in Africa during their visit 

there .38 

One result of the enquiry was that malaria was the most prevalent disease 

of the area and it was dangerous mainly for the Europeans. The enquiry also 

made it clear that the malaria affected persons and the vulnerable anopheles 

mosquitoes were the carriers of the germ of malaria which had taken lives of 

many people. 

Among the Europeans who stayed in the Duars, were mainly affected by 

the malaria. In every season new comers suffered from the disease after one to 

three weeks of their coming. 39 Those Europeans who stayed in the region for a 

year and those who recently returned to the Duars after enjoying leave were 

affected by repeated attacks of fever. But the others who lived there for long 
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duration were not attacked by malaria, though suffered from liver problem, 

biliousness and dyspepsia, common symptoms of mask malaria. Thus, the death 

rates among Europeans in the Duars were very much high. Among the 

Europeans approximately 20 to 75 adults among 1000 people used to die 

regularly due to malaria, where as in the whole country about 7 Europeans died 

among 1000 people.4o The investigators were of the opinion that malarial fever 

which led to infection and death among the Europeans in a large scale occurred 

due to contact with the indigenous people suffering from malaria. 

The enquiry was undertaken mainly in the tea gardens, where more than 

15,000 persons worked. Those people were severally suffering from malaria. 

After the examination of the blood of young children in the Duars it was found 

that the endemic index was very high, did not fall below 50, but in many cases 

reached to even 100, and in general it was staying in about 80. 

As Captain Christophers and Dr. Bentley vehemently criticized the 

medical conditions of the tea gardens, the Government of East Bengal and Assam 

thus appointed the Duars Committee in 1910 under the chairmanship of Mr. 

S.J.Monahan, I.C.S, to inquire into the sanitary and economic conditions of the 

labourers in the Duars. The Duars Committee rejected many statements of the 

two medical officers. The reason of difference between the statements of the two 

committees was due to the fact that Christophers and Bentley conducted their 

enquiry in 1908, a year of scarcity, ailments, high prices, high influx of new 

labourers having poor health. But in 1910 during the second enquiry the situation 

was much better. 41 

Though the malaria was a dangerous enemy for all the people who used to 

come to the Duars for the first time, but it was not so much perilous for the 

people who were the permanent settlers of the region. Malaria was chiefly found 

among the young, and the rate of child mortality was very high . Most of the 

European officers stationed at Duars cited the example of the Meches, an 
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indigenous tribe of the Duars who were malaria proved. But with the rapid 

growth of the tea gardens the Meches were expelled from their habitats and most 

of them took refuge in Alipurduar sub-division and others went to Assam. 

The symptoms of black water fever and malaria was not similar. "There 

was usually a sharp chill like severe ague, but this was quickly followed by the 

passage of dark brown, blackish or bloody urine, and generally by repeated and 

persistent bilious vomiting. The temperature raised rapidly, pain at the pit of the 

stomach might be complained of and jaundice soon became evident. The attack 

might last from twelve hours to four or five days and relapses were not 

uncommon." In most cases the first sign of recovery from the disease was the 

clearing of the urine. When the disease became serious the patient used to die 

from heart failure. 

The investigation established the fact that black water fever appeared as a 

consequence of regular and frequent attacks of malaria, a permanent danger to 

the residents of the Duars. The investigation also disclosed the fact that same 

measures would be taken for the prevention of malaria and black-water fever 

and for remedy a wide anti- malarial propaganda would be very much effective. 

Thus as an after e~ct of the enquiry the Europeans were very much enthusiastic 

to spread ideas among their fell'bw friends about the causes of malaria, 

precautions to be taken and reg~rO.ing the preventive and remedial measures. 

From 1907 about 75 percent of the Europeans residing in the Duars started to 

take quinine containing 5 grain at a regular basis.42 Moreover as an additional 

precautionary measure they started to use mosquito nets and a large proportion 

of the bungalows had been covered with galvanized wire mosquito screens to the 

doors and windows or corridors to combat the intrusion of the mosquitoes. 

It was surprising that after enquiry most of the European people residing 

in the Duars began to regain their health. The British administrators were not 

definite whether it was the positive effect of the investigation or not. Fever was 
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not found in such a virulent form like before and the number of people affected 

by it became less. Black water fever also did not attack the people who had taken 

the prior precautionary steps. 

But the impact of the investigation was not so much effective for the 

general workers. Among them no extensive anti- malaria or anti- black water 

fever propaganda was undertaken. As regards prophylaxis among the general 

population, in a number of gardens, planters had begun to distribute quinine in 

palatable form freely among the coolies. In some cases the consumption of the 

valuable remedy, previously used in little quantity, had increased tenfold. 

When the labourers used to come to factory to submit the leaves paludrine was 

directly poured into their mouths as profile active or precaution. If they denied to 

take paludrine their leaves were not taken. When the labourers were attacked 

with malaria they were given quinine.43 

Though the investigation to prevent the spread of black water fever was 

undertaken, but no concrete step had been taken to check the ravages of black 

water fever till1920. Thus the Medical Officer of Indian gardens, Dr. T.P. Sanyal 

approached to the Vice- Chairman of the Duars Planters' Association for the 

initiation of research of black water fever by the School of Tropical Medicine. The 

doctor believed that in black water fever the tone of the liver became weak. Thus 

he was of the opinion that after the preliminary treatment of the liver by liver 

tonic ( Hydrarg Subchlor) the doctors should prescribe Quinine Hi-hydrochloride 

of 5 grams in solution 4 times a day for the first four days. 

Numerous notes and leaflets both in English and Bengali on influenza, its 

causes, prevention and control had been prepared and widely circulated by the 

Sanitary Department to the tea gardens in 1920. Afterwards in 1946 the 

Darjeeling and Duars sub-committee sent demands to urgently send quinine 

from Calcutta as malaria appeared there as an epidemic form. In the year 1946 

the immense use of mepacrine began in a large scale than previous years and the 
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experimental use of paludrine on selected gardens in the Duars by the Bengal 

Government Health Authorities was initiated. 44 

In black water fever atebrin was used. The medicine came from London. 

But as the disease disseminated widely in every garden of the Duars, Ahoi tree 

was planted. It was a tree 20 to 40 feet high with numerous branches and twigs 

and leaves. The Kols, Santhals, Oraons and Mundas used the leaves of Ahoi or 

Vitex peduncularis as a febrifuge against black water fever. From them the British 

borrowed the idea and they also utilized it in the treatment of black water fever. 

Green Ahoi leaves were prepared in the proportion of 20 ozs. of water to every 

ounce of leaves. All loss by evaporation was made up by adding boiling water. A 

mixture of the dried leaves was made in 40 ozs. of water to every ounce of leaves, 

and loss in boiling was made up by adding boiling water. The doctors prescribed 

the extract of Ahoi leaves thrice a day as medicine to cure black water fever 

patients.45Later on Ahoi extract was available in bottle. 

Black water fever was a dreaded disease as it had took the lives of many 

tea planters in the Duars. Consequently an officer was sent by the Malaria 

Department of the All India Institute of Hygiene and Public Health to the Duars 

tea gardens to find out the problem. 46 All the gardens were instructed to inform 

the officer deputed at Kalchini whenever any case of black water fever occurred 

in their gardens. Afterwards seeds of Ahoi tree were easily available from the 

Divisional Forest Office, Jalpaiguri , District Board's Office, Jalpaiguri, Lataguri 

Forest Office and Kumlai Forest Office. From the above centres the tea gardens 

collected the seeds of Ahoi tree and sowed in their respective gardens. 

Hay Arthur, an assistant of Ronald Ross was the Chief Medical Officer of 

the tea gardens of Macleod, Tata and Duncan groups. He took a precautionary 

measure to prevent malaria. In the central points of the branches of the shed trees 

of tea gardens mosquitoes used to breed. According to the instruction of Hay 

Arthur the doctors filled the breeding points by sand in climbing the shed trees. 
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The doctors had also to clean the sea pase water (water coming from under the 

soil) and did not keep it stagnant.47 

In 1934 Dr. G.C. Ramsay of Ross Institute proposed some measurers to 

eradicate malaria after his experiments in the Dumdim area. He was of the 

opinion that without irrigation it would not be possible to eliminate malaria in 

the Duars. In Dr. Ramsay's Draft Bill it was stated that excavation would be 

extended to tank, well, ditch, drain, pit or irrigation channel. It was also 

suggested that the information of the anti-malaria operation would be published 

in the local gazette for the information of the Local Government 48 

But the Indian Tea Planters Association was not in favour of Ramsay's 

Draft Bill. They had several objections against the bill. They firmly stated that the 

estate managers could not request to the local authorities for permission of any 

insignificant matter. They argued that the meaning of the word "excavation" was 

that tea garden managers would be liable to the penal clause and for prosecution. 

Again excavation in the nature of drains etc. could not be undertaken without 

serious loss to the plantation. Moreover the Government would not bring in such 

measures in force which would result indirectly in seriously affecting the very 

existence of the industry. In addition the Draft Bill also would impose financial 

burden to the estates. Thus they vehemently rejected the bill which would be 

harmful to the interests of the people for which it had been proposed.49 

After the First World War the Government had taken initiative to adopt 

several effective anti-malarial measures. This consisted mainly of killing the 

larvae of anophelis type of mosquitoes, the probable carriers of malaria. 

Prevention of water-logging, spraying of insecticides in water-logged areas and 

such other measures were adopted mostly by every garden to a very large extent. 

The Ross Institute of Calcutta played an important role for executing those anti

malaria measures in the tea estates. During the Second World War the allied 

troops were exhausted by the heat of the Duars, and thus anti-malarial measures 
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were started on a very large scale. After independence, the then Chief Minister of 

West Bengal, Dr. B.C.Roy also took a great effort to oust the danger of malaria 

and the menace to the health of Duars had removed to a large extent. 

To remove malaria in the tea gardens Quinine Sulphate and Quinine 

Hydrochlor were distributed. Both powder and tablets of quinine were used and 

both sugar - coated and compressed tablets were given. Weights of tablets varied 

from 5 gm to 1 gm. The prices of quinine sulphate varied from Rs. 18/ toRs. 

23/8/ per 16 and about 2-10 1bs were necessitated for every garden. The prices of 

quinine Bi-Hydrochlor varied from Rs. 24/- to Rs. 28/13. Mostly quinine was 

brought from Germany, at times from Java and Britain also. Most of the tea 

gardens collected their medicines from Msrs B.K. Paul & Co. where Government 

quinine was available at very reasonable rate. S0The local purchase of medicine 

was made from Padmanidhi Medical Hall, Siliguri, Manasha Medical, Cooch 

Behar, Padmanidhi Medical Hall, Cooch Behar etc. 

In Darjeeling tea estates, the pulmonary tuberculosis disease repeatedly 

visited. The two reasons which were mainly responsible for the regular 

appearance of pulmonary tuberculosis were the poor housing conditions of the 

labourers and their social habits were also not hygienic. The other reason was 

that the labourers had not so much immunity power to combat with tuberculosis. 

As the workers had no separate room in their house they used to eat and sleep in 

the same room along with the tuberculosis patient and with the other members of 

the family, both young and old, until they died. Their houses were constructed in 

such a defective way that they had also practically no system of ventilation. Thus 

the germ of tuberculosis used to spread within the houses only. 51 

In 1929 a Leprosy Survey was being made in the European owned gardens 

in the Duars and a large number of unidentified cases were being brought to 

light .The survey made it clear that if in initial stage the disease was identified , 

then by proper treatment the disease could be cured completely. The Indian Tea 

Association also expressed their eagerness regarding the survey and expected 
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that the Indian gardens would join in. Dr. Chatterjee led the survey programme 

and was able to grow interest among the Dumdim and Needam Tea Estates to 

attend. The estimated cost of the survey was about rupees 25 for a 500 acre 

garden. 52 

In 1953 the West Bengal Leprosy Association again conducted a survey to 

get information about the number of leprosy patients in the tea gardens and 

offered to provide refresher courses for garden doctors. As the courses were 

designed for the enrichment of the doctors with latest developments in methods 

of diagnosis, treatment and prevention of the disease, the medical officers of the 

Duars enthusiastically attended that. Doctor P.Sen of the West Bengal Leprosy 

Association delivered lectures at various centres of Duars during the course and 

the doctors were immensely benefited by them. 53 

Beriberi appeared in Darjeeling. The Darjeeling Planters' Association 

proposed for the appointment of a special officer in connection with beriberi. 54 

There were some diseases which were caused due to improper food habits 

of the labourers, atmospheric reasons and also the circumstances of the 

neighbourhood. Thus stomach diseases among the workers were generally 

caused due to intake of bad food and liquor, malaria for mosquitoes and unclean 

water swamps, tuberculosis owing to contaminated water and bad liquor. In one 

of the gardens tuberculosis used to occur because the workers collected water 

from a nearby stream for drinking purposes ,but unfortunately the stream was 

passed by TB hospital located in the Bhutan hills and disposed its waste in the 

stream. Spraying of insecticides in the gardens led to diseases like breathing 

problems and long duration of plucking hours also resulted in general 

unhealthiness among the labourers. 55 

In 1922 in Jalpaiguri Tea Gardens more than 70% of the death took place 

due to loss of protection of previous vaccination. A thorough inspection of all the 
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inhabitants in some choukidars (guards) lines proved the same fact that more 

than 70% of them were fit for revaccination. Thus the question of small pox 

prevention in the gardens was the question of proper revaccination. Vaccination 

was not popular among the coolies because of the pain of the operation and any 

intensive campaign of thorough vaccination during epidemics might result in 

labour movements. "The pain of the operation might be minimized by operating 

in the linear method especially by using a rotary lancet and the inflammatory 

fever might be kept under control using a zinc on boric ointment or only boiled 

ghee from the fifth day of the operation. But those measures were hardly 

taken."The most perfect time of vaccination was the cold season and it would not 

end till the whole population was successfully vaccinated. The managers were 

also instructed to submit a Vaccination Roll direct to the district Health Officer, 

Jalpaiguri. 56 

On March 1929 small pox again appeared in some gardens like Kathalguri 

Tea Estate and Rheabari Tea Estate. It probably occurred due to defective 

vaccination and re-vaccination amongst the coolies. In the years 1930-33 again 

smallpox came in a virulent way. 57 

In Some tea estates primary vaccinations were done on two points only 

instead of four and thus it would not provide proper protection against 

smallpox. 58 A notification number P.H.1215/iv-7 /52 dated 26th April 1952 was 

issued by the Medical and Public Health Department of the Government of West 

Bengal and published in the Calcutta Gazettee of 22nd May mentioned that 

vaccine lymph from the West Bengal Laboratory would be circulated to the tea 

estates at the moderate rate of Rs 2/13/ -per c.c. 59 

In the 1920s in almost 43 tea estates of Darjeeling district, Hookworm 

infection was very much seriously disseminated. The report of the Royal 

Commission on Labour m India proposed that the planters should provide 

annual mass treatment of their workers for hookworm. According to the 
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recommendations of the commission latrines would be made, the labourers 

would be given some protective for legs and feet, such as boots and putties and 

direct skin protective such as emollients coatings. 60 

But the planters were not eager to execute the proposals in practice. The 

recommendation of the use of boots and putties did not satisfy the planters. 

Because that was very expensive and in many cases the foot gear was either sold, 

or used only when the coolies went into Darjeeling market for shopping and 

moreover the labourers put off the boots immediately after they started working. 

It was also suggested that all the laboureres would be treated twice in the first 

year and in the second year they would be treated once and all the coolies which 

still showed signs of infection should get a second treatment from six weeks to 

two months afterwards. In many cases where there was the probability of other 

troubles such as renal disease etc. were sent to health centre and the stools and 

urine etc. were examined before the beginning of the treatment. 

The result was very much effective. The patients having emaciation, 

potbelly, dropsy etc. became relatively few and the numbers of coolies with 

negligible infection were reduced in number. In most gardens the labourers were 

treated in groups of 50 at a time, men and women on alternative days. They used 

to come about 7.00 A.M., provided treatment and were generally allowed to leave 

by noon, receiving a holiday for the rest of the day. If any unusual symptom 

would develop the patient was kept in the hospital until he got the green signal 

from the medical officer. 61 

A peculiar disease appeared in 1920 at Malbazar of Jalpaiguri district. 

There a British man was attacked by a disease called anthrax. It was proved that 

the disease came from a Japanese shaving brush which was purchased from a 

local shop. The Board of Trade at Home seized and destructed cases containing 

1200 Japanese shaving brushes, among which many were found to contain the 

germs of anthrax. 62 
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From February, 1934 treatment of patients bitten by rabid animals had 

been initiated in Jalpaiguri Sadar Hospital. Thus it was made clear that from that 

time the patients could be sent to Jalpaiuri Sadar Hospital instead of sending 

them to Calcutta. The Government ordered to collect ten rupees from each 

patient as fee for treatment. 63Phthisis, a disease was generally found among the 

labourers of the Darjeeling hills. Its outbreak was due to paucity of better 

housing condition. 64 

Inspite of the prevalence of several diseases the general health condition of 

the labour in North Bengal was more improved than that of the labour in Assam. 

Like Assam , North Bengal also experienced several difficulties. The Second 

World War left a disastrous effect on North Bengal and during the war the 

labourers of the tea estates were sent to work on assignments in the Assam

Burma frontier. The difference between the Assam labourers and the workers of 

North Bengal was that the latter were much enthusiastic in farming. They 

produced vegetables and reared pigs, cattle and poultry. In North Bengal the 

labourers of Darjeeling hill were very efficient hunters and thus they used to eat 

regularly wild pig, jungle fowl and various species of deer. As a result the 

labourers of North Bengal became much healthy and stronger than their fellow 

colleagues in Assam by taking high protein at a regular basis. The better diet 

resulted in less under-nourishment and less anaemia. Though the diseases of 

hookworm, bowel complaints and malaria were found in Assam also, but after 

taking nutritious food with full of protein the labourers of North Bengal were 

able to gain much immunity power than their counterparts in Assam gardens. 65 

The following table is a summary of the vital statistics for some of the tea 

estates surveyed by Dr. Lloyd Jones: 
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Average 
Average 

Average 
Infantile 

Tea estates Average mortality Birth rate per Maternal 

Surveyed in rate per 1000 1000 
Mortality rate 

Mortality per 1000 
Per 1000 live 

cases 
births 

Assam 21.5 32.7 190.9 33.3 

Bengal 20.1 34.2 134.1 14.8 

South India 14.0 29.3 122.4 6.5 

Source: The Indian Labour Year Book 1947,P.171 

But the unique feature of the health condition among the tea garden 

labourers was that the average standard of health in Bengal was better than in 

Assam, but the labourers in North Bengal were attacked by certain diseases 

which were chronic and took long time to be cured in a full fledged way. Thus in 

those diseases the patients in Bengal had to stay several days in hospitals. It was 

found that Kala-azar frequently visited Bengal in a large scale than in Assam. It 

was a unremitting disease and thus the patients had to stay more days in hospital 

for complete healing. Similarly, another disease, pulmonary tuberculosis was 

widely prevalent in Darjeeling hills. Probably one to two percent of the whole 

population was attacked by the pulmonary tuberculosis which created great 

problem for the planters and the doctors as the disease also took too time to 

cure.66 

Thus although the labourers in Bengal were much healthy than the 

workers in Assam, the diseases in North Bengal broke out in epidemic form 

followed by long duration of treatment in hospitals. Thus the hospitals had to 

provide numerous beds for proper treatment of the diseases. As a result the bed -

population ratio was almost similar like in Assam. The ratio of hospital beds, 

population, medical officers, midwives, nurses and compounders in Assam and 

North Bengal in the following data justified the fact. 
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General hospital beds per 

1000 population 

Medical Officers( Registered) 

Midwives or dais 

Nurses per 1000 population 

Compounders 

North Bengal 

12 

1/1500 

1/1500 

1 

1/1500 

(Source: Major Lloyd Jones' Report, P.38) 

Assam 

9 

1/1750 

1/1750 

1 

1/1750 

The Plantation Labour Act 1951 clearly mentioned that every plantation 

had to provide free modern medical facilities to its labourers. Each tea garden 

used to run a primary health centre. Thus most of the gardens in the Duars had 

dispensaries and common medicines for treatment of their labourers. In most of 

the European-owned gardens qualified doctors were appointed, but the Indian

owned gardens had generally compounders only. 67 The highest qualification of a 

doctor in some gardens was L.M.f.68 

In 1923 in Duars only 5 out of 135 gardens had resident doctors having 

registered qualification. Those gardens were Atiabari, Bullabari, Binaguri, Killcott 

and Hantapara. 69'fhe doctors were given very much low salary in the Indian 

gardens and thus qualified doctors were reluctant to go to the tea estates. 70 In 

the European owned tea gardens the doctors had uniforms. They had to put on 

khaki shirt and half pant and hat. They visited the coolie lines at first by horse 

and later on by cycle. The Indian doctors joined in the tea gardens as Assistant 

Medical Officers. They had no prestige and respect. When they were called in the 
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quarters of the managers for treatment, they were not even asked to sit. The 

doctors stood like the cooks, gardeners and drivers. They had to make treatment 

of the pet donkeys, cows and dogs of the managers. They also had to leave the 

gardens overnight without any previous information with their bag and baggage 

if they were disliked by the planters. 71 

The general qualifications of the doctors were MB and MBBS. Some FRCS 

doctors were also employed in some European tea gardens. Some planters also 

recruited some L TM, DTM doctors in the gardens. In some gardens microscopes 

were provided for blood examination and ultra violet ray equipments were also 

given in many gardens .The doctors mainly prescribed various mixtures like 

quinine mixture, digestive mixture, caoline mixture, alkali mixture, sodi- by curb 

mixture and cough mixture for different diseases. The doctor was at a time 

general physician, surgeon, gynecologist, dentist etc. Some renowned Indian 

doctors served the tea gardens. They were Dr. Dilip Bhattacharya (Deklapara Tea 

Estate), Dr. Sachin Sen ( Satali Tea Esstate), Dr.S. Chakrabarty ( Saily Tea estate), 

Dr. Hemanta Roy of Trihana Tea Estate, Dr. Satyendra Krishna Segnupta of 

Vijaynagar tea estate etc. 

In every labour line there was a choukidar (watch man or guard) .He 

regularly visited every house of the line and took information about their 

diseases .As the labourers had apathy to come to health centre, the choukidar 

gave information to the doctor about the diseases and then the doctor 

accompanied by him went to the coolie lines with medicines. 

The doctors had to go the lines riding on a pony or cycle for some miles 

and then a walk through each group or group of lines he could visit on that day. 

But in many cases that very duty was also not performed regularly and as a 

result many workers died without having any treatment. Moreover when the 

doctor went to the labour colonies they also approached the workers to visit the 

health centres for the treatment of their diseases. Some doctors also raided the 
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coolie lines when the labourers were engaged in night in "jhakri" or removing 

evil spirits by uttering charms and incantations. The doctors had also to face the 

resistance of the labourers. 

The doctor also had to look after of the sick register properly and maintain 

records of vital statistics, and in many cases had to compound and dispense all 

medicines and when it was regularly given he had to administer prophylactic 

doses of quinine .. But the activities of the doctors largely depended on the 

number of people he had to deal with and how it was housed, i.e. whether 

housing was closely grouped or scattered about the garden. In many gardens 

those factors could not be given importance because it was found that among a 

total population of 2,000 there was only one doctor to look after them. As a result 

in those gardens the doctors could not perform their duties of treating the 

labourers in the coolie lines efficiently. 

But the doctors were very much irresponsible in many cases. In 1923 

medical officers of the tea gardens of the Jalpaiguri district had been supplied by 

the Bengal Public Health Department with vaccine lymph at free of cost both 

direct from the Provincial Vaccine Depot and the District Health officer of 

}alpaiguri. They supplied that with the hope that periodical returns of 

vaccination performed with the lymph would be sent in the prescribed form by 

the respective tea gardens. But unfortunately the medical officers of majority 

gardens did not dispatch the return regularly every month to the District Health 

Officer of Jalpaiguri. Moreover the doctors were so careless regarding their 

duties that the number of vaccination operations about which they used to report 

performing in the three consecutive years (1921,1922 &19 23) was quite wrong in 

proportion to the total quantity of lymph supplied. 72 
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Year 

1920-21 

1921-22 

1922-23 

Quantities of 

Lymph supplied 

12086 grains 

12814 grains 

10038 grains 

Source: DPA Report 1923, P.106. 

Reported numbers 

of vaccinations 

2631 

2456 

444 

The medical facilities in Indian gardens were quite insufficient in 

comparison to the European gardens. In 1935 there were 155 gardens in the 

Jalpaiguri district. Among them 104 were under European and 51 under Indian 

domination. 73 All European - owned and some Indian- owned gardens were 

visited once a week by the Group Medical Officers who were paid by the gardens 

in the group on an acreage basis. But there was also lack of supervision on the 

part of the group medical officers. Again in serious cases it became very difficult 

to get their services on account of the gardens being so widely scattered and the 

absence of proper communication system was also a deciding factor. Very serious 

cases were usually referred to Civil Hospital, Jalpaiguri. But due to the scarcity of 

vehicles it was not possible in many cases to reach to Jalpaiguri within proper 

time. 

The functions of the resident doctors in the health centres were supervised 

by the group medical officers. But there were a number of gardens where group 

medical officers were absent and thus the resident doctors had nobody to 

supervise them except their own managers. The conditions of those dispensaries 

were horrible. There were sufficient resources but systematic organization and 

scientific methods, cleanliness and proper attention to the sick were totally absent 

.Similarly with regard to sick registers many difficulties were found, including 

diagnosis made at random with little or no attention to nomenclature of diseases. 

As a result the accuracy of monthly returns of sickness became a question. All 
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births and deaths were registered by resident doctors. In the gardens where 

bonuses were paid to the mothers the registration of births was almost perfect as 

the outcome of those payments. The registration of deaths, on the otherhand was 

performed in a poor condition. Comparing many death registers with the 

dispensaries' sick registers several mistakes were observed. In many gardens 

several deaths occurred without the resident doctor knowing anything about 

them and as a result he recorded them according to what relations usually told 

him. Though correct registration of vital statistics especially of deaths of young 

children and of expectant and delivered woman was of great significance. 

The Government was very much anxious by the miserable situation and 

asked to the Duars Planters Association about the usefulness of keeping those 

unqualified and irresponsible doctors in the Indian gardens. The DP A argued 

that it would not be possible for them to terminate the services of those 

unqualified and irresponsible doctors who were serving the gardens regularly 

from long time. Their opinion was that when the doctors left the gardens after the 

completion of their service they would be immediately replaced by properly 

qualified medical officers. Those inefficient doctors were working in some 

gardens continuously for twenty or thirty years. In many estates the situation 

was so poor that the doctors had no knowledge of English language also. In one 

garden it was reported that a doctor was preparing a gargle for a woman who 

was seriously suffering from tetanus.74 The doctors were not only unaware of 

medical knowledge, but often they used to do barbaric treatment also. "During 

an epidemic of ulcer a medical practitioner was seen to be cauterizing all his 

cases with strong nitric acid in such a manner that the acid ran down over the 

limb burning deeply and increasing the mischief." 75 

Considering the importance of the situation in 1956-57 the West Bengal 

Plantation Labour Rules determined very high qualifications for certifying 

surgeons. But in reality a negligible number of doctors were able to perform the 

duties except Principal Medical Officers, and the latter unfortunately could not 
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perform the duty of issuing certificates of fitness efficiently. The Indian Tea 

Association thus approached to the Government of West Bengal that the 

qualifications should be reduced and as a result the Assistant Medical Officers 

(A.M.O) could be recruited as certifying surgeons. The State Government lastly 

accepted the proposal and agreed to accept any certificate issued under the 

Indian Medical Councils Act, or the State laws relating to medical councils and it 

was seen that the very minimum qualification was possessed by the majority of 

A.M.Os.76 

The clauses of the Plantation Labour Act (1951) prescribed that for the 

better treatment of the labourers the system of health and medicine should be 

enhanced and "Group Hospitals" would be constructed. Those hospitals would 

be designed in a way to serve the people with all kind of treatment facilities. 

Accordingly group hospitals were started centering ten twelve gardens in 

Malangi, Kalahari, Gopalpur, Aiabari, Alipurduar,Debpara etc. The group 

hospital doctors mainly treated tuberculosis and other lung diseases, malaria, 

bowel diseases, leprosy etc. The group medical officers used to visit the gardens 

placed under their jurisdiction from time to time and looked after the sanitary 

conditions of those gardens and to advise and give instructions to the medical 

officers of the member gardens within the group in case of emergency. 77 

In every tea garden the workers were provided with the medical 

allowance or "sick hazira" when they became ill. To obtain the allowance they 

had to approach the doctor of the garden and on his recommendation he was 

entitled to the "sick hazira" and also the ration which was to be allowed during 

the sick period. But the actual picture was that as the doctors were the 

employees of the tea estates and worked under the domination of the managers, 

the latter interfered regularly within the activities of the doctors particularly in 

recommending the number of days the workers were to be taken as sick for the 

purpose of that benefit. The actual situation was such that time and again the 
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workers had to go in front of the managers initially before they went to the 

doctors for their declaration as sick. 78 

On 27th February, 1953 members in Darjeeling had been advised of an 

increase in the rate of sickness allowance by -/1/6 to -/10/6 per day as the 

selling price of food grains enhanced tremendously. In a Government of West 

Bengal notification of 11th January the cash wages in Darjeeling were raised by a 

further -/1/9 from 15th November, 1953 and by an additional -/-/3 from 1st 

January, 1954. In view of the increases the Association recommended in a circular 

dated 25th February that with effect from 1st January,1954 sickness allowance 

should be paid at the rate of -/12/- per day to adult workers and -/6/- per day to 

minors on estates in Darjeeling. 79 

It was mentioned clearly that "when an ailing worker came for treatment 

in a health centre for the first time, he or she would be treated as a "New" case on 

that date. If he/ she would come for further treatment of the disease he/ she was 

treated for, for the first time, the labour was shown the next day as an "Old" case 

and so on, for every subsequent day that the worker attended till he was 

discharged, cured or otherwise. If after a few days of recovery, the labour again 

attended for the same disease, then would be shown as a new case". 8o 

Regarding hospital Darjeeling had to face several difficulties. The gardens 

were very small in size and they were also situated at difficult places. As the 

region was hilly and communication problem was there the gardens could not be 

supervised properly. The physical atmosphere of the area like the high hills and 

cold climate were responsible for the small size of the gardens. Most of the 

gardens used to have a population of less than 900. The strategic position of the 

gardens created several difficulties in providing medical assistance. As the 

gardens were scattered and their distances were too far, it became impossible at 

times to reach to several gardens accompanied with medical equipments at 
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emergency. As a result it was also impossible in those gardens to get the services 

of the group medical officers frequently. 

Some few garden hospitals were provided with sufficient indoor 

accommodation. In most cases it consisted of a room or two with a few beds. In 

some of the garden hospitals ten beds were provided for each thousand of 

population and two of them would be reserved for midwifery cases. For each 

2500 population one registered medical practitioner, one nursing attendant and 

one dai or trained midwife and one anti- malaria assistant (where malaria is 

prevalent) were allotted. In some tea gardens there was no arrangement for 

cooking of food for the indoor patients. Thus the patients did not visit those 

health centres. There were a small number of gardens where a daily allowance 

was given to a relative of the inpatient to act as attendant and cook food for him. 

To prevent malnutrition many tea gardens in the Duars had taken the step of 

mid-day feeding of non-working children. In Darjeeling, that was performed in a 

little way. 

In respect of medical facilities there were two types of plantations -

plantations with superior medical facilities and plantations with least medical 

facilities. The comparatively better health centres of tea plantations were to be 

found within walking distance from the factory and quarters of the staff, but to a 

certain extent distant from the houses of the labourers. The health centres had 

four parts in it. 81 The first section which was the entrance of the health centre 

was meant for the doctors. The next section was made for the pharmacist. Behind 

that there was a room for medicine stock and utensils for minor surgery. The 

room next to that was a spacious one where there were beds meant for in

patients. The quarters of the doctors, compounders, and nurses were situated 

near the health centre. A salient distinguishing feature of the health centre when 

compared to the health units of other tea plantations with minimum facilities was 

that the former had a permanent doctor. The health centre also had a pharmacist, 

a compounder, two nurses, a dresser and a mid-wife. The health centre 
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functioned from 8a.m to 5 p.m daily except on sunday with a break of one hour 

in the noon. The staff was required to perform duties outside the working hours 

during emergency. In the absence of the doctor the pharmacist was required to 

treat patients. He did clerical jobs also. s2 

But the health centres with minimum medical advantages were left in a 

poor condition. Some of those dispensaries used to run their functions in a 

section of the administrative section and also in store rooms. Thus the patients 

hesitated to go to those health centres. 

But the picture was completely different in European gardens. The health 

centres used to have indoor accommodation from 4 to 12 beds and even more. 

Those hospitals had qualified doctors, nurses, indoor beds, waiting rooms, 

operation rooms, adequate supply of medicine and medical comforts. In the 

Indian gardens those facilities were absent and even stock of quinine was 

abnormally short there. 

The workers were provided with medicines freely from the health centres. 

If the medicines were not available the workers could buy those from outside and 

they were paid for that. Minor operations were done there but serious cases were 

referred to better hospitals. 

In the tea estates where the health centres were set up near the houses of 

the workers, in most cases the labourers, were inclined towards western system 

of medicine. Economical and educational factors motivated the people to adopt 

modern health practices. It was found that the educated and financially sound 

workers accepted more frequently to modern medicine. 

The houses of the workers were not constructed properly. The quarters 

were made of bamboo with thatched roofs. As there were not sufficient doors 

and windows in the houses the rooms were not well-ventilated and thus 
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unhygienic. Those unhygienic atmosphere resulted in the outbreak of several 

diseases among the labourers. But the tea planters were reluctant to set up the 

houses of the workers in a better way. But in the European gardens the houses of 

the labourers were in a better position and had provided much quarters than 

their Indian counterparts where the housing was definitely poor and repairing 

work were not done till the huts were almost falling to pieces. 

The sanitation facilities in all the labour lines of the tea estates were very 

poor. The drainage system too was not satisfactory .In most of the gardens the 

drains were in the form of thin line near the walls of every kitchen or house 

containing garbage and stagnant water. That produced rotten smell and served 

as a breeding place for mosquitoes and germs making the environment filthy and 

unhealthy. 

The strategic position of the Duars tea gardens was important from the 

point of view of water supply to the gardens. As the gardens grew beneath the 

Himalaya near Bhutan, there were sufficient supply of water which used to 

come through pipe lines from the springs coming down from the hills. Some 

gardens had made concrete reservoirs fitted up with taps in the lines for storing 

water. Certain concrete wells were also there in some gardens. 83 

The water supply was adequate in the Terai where "Raniganj Ring" wells 

had been dug up near labour lines. In the majority of the gardens in Darjeeling 

special arrangements had been made for supplying water to the workers who got 

it from the small springs that flew through their gardens. But it created trouble 

for the workers as some of the springs became dry in summer. The workers had 

to go a long distance for water if the spring was not near the line. Spring water 

was carried by bamboo pipes to workers' lines in tea estates. 84 

In most of the gardens of the Duars there was no arrangement for latrines 

or urinals and the labourers both male and female used the open fields adjoining 
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their houses. That practice was unhygienic for themselves. In some gardens 

where latrines and urinals were provided, but the workers could not utilize those 

and instead used the open fields. The planters thus were reluctant to build 

latrines for them. But the actual fact was that the labourers could be given 

sanitary sense by proper education. But the authority did not show interest for 

that. 

Women were the most significant portion of the labour force of the tea 

gardens. In the tea gardens of Jalpaiguri district the female labourers mainly 

came from Chotanagpur, Ranchi, Lphardaga, Nepal, Bhojpur. In some gardens 

local labourers were also employed. Their main functions were plucking, 

weeding and hoeing. By the abolition of unequal wages between men and 

women in 1976, and its full implementation in 1979 the women got significant 

status as workers. In most of the gardens the system of health and medicine was 

not satisfactory. The main complaint of the women labourers was about the 

doctors. There was no provision for nursing and there was no female ward in 

some health centres. Generally in most of the gardens there were no female 

doctors and the women labourers used to hesitate to discuss about their female 

diseases in front of the male practitioners. As a result they did not go to the male 

doctors and ultimately they became dependent on occult methods. A few female 

labourers used to consult with the doctors through their husbands. 85 

The Bengal Maternity Benefit Bill was passed in 1941. It was enacted that it 

would be called the Bengal Maternity Benefit (Tea Estates) Act 1941. According to 

the act no employer would employ a woman in any factory during the four 

weeks immediately following the day of her delivery. Accordingly every 

pregnant woman worker would be entitled to get maternity benefit in respect of 

the period of four weeks preceding the expected day of her delivery and four 

weeks immediately following the day of her delivery. 86 
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According to the unwritten law of the tea gardens the labourers were 

under the "no work no pay" rule. This law was applicable to the pregnant female 

labourers also. Though tea garden trade unions had various demands, but they 

were never vocal for that. The Maternity Benefit Act was passed by the then West 

Bengal Government in 1962. Though in later years many changes were 

undertaken in the clauses of the Act, the passing of the Act itself was a historical 

step. 

But in reality its execution was a difficult task. The tea planters had many 

objections against the Act. They argued they would not be able to give maternity 

benefit according to the act, because in that case their expenses might be 

increased manifold. It was stated in the Act that before delivery some money 

would be given to the mother. But the planters were afraid that the husband of 

the female labour would digest that money. They were also not agree to give the 

daily wages of the mother for the maintenance of discipline in the tea garden. 

Inspite several memorandums of the tea planters for amendment of the Act the 

Government did not pay any heed to their demands. 

The garden labourers did not welcome family planning measures. Because 

that posed a hindrance towards their source of income. As in tea gardens the 

labourers were recruited on family basis, thus by adopting family planning 

measures they did not want to reduce their family income. Although due to a 

large number of children they suffered from malnutrition and anaemia they 

disliked family planning measures. The tea industry also had to face serious 

difficulties due to overpopulation. It resulted in unemployment. 

To aware the labourers a family planning campaign was introduced by the 

Family Planning Association of India. In the cold weather of 1957 -1958 Dr. 

Krishna Rao began her journey towards the Duars. In her tour, during the last six 

weeks of the year she conducted a series of five-day courses for medical officers 

at different centres of the Duars. The medical staff of the Duars tea gardens 
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enthusiastically accepted the courses consisted of lectures and clinical 

demonstrations on theory and technique of family planning.87 

But the impact of the courses was not so much fruitful for the labourers. 

An interesting incident transpired related to family planning. In one of the 

gardens of the Duars the doctor made vasectomy for male workers. But that was 

disliked by the Christian labourers of the garden. They were united under the 

Christian father of the church of the garden and raised their voice against the 

doctor. Not only that the father collected the signature of the Christian labourers 

and made a deputation demanding the expulsion of the doctor from the garden. 

Their allegation was that the doctor was doing vasectomy forcefully , he did not 

do treatment properly and he also did not give maternity allowance. The doctor 

became furious and commented that he would do vasectomy of the father also. It 

was like a spark to the fire. Consequently a tremendous resistance started .The 

whole Christian community became enraged and became vocal to remove the 

doctor from the garden. They even assembled in front of the quarter of the doctor 

with shovels, crowbars in their hands. 88 

Consequently an enquiry was undertaken directly from the Writers' 

Building .The Enquiry Commission interrogated the Christian labourers 

individually in a room and did not allow any one to go outside during the whole 

process of interrogation to keep transparency. The labourers stated that the 

doctor did perform delivery cases, used to stay over night in the health centre 

after delivery cases and also properly provide maternity allowance to the female 

labourers. 

The members of the Commission became astonished and they asked the 

labourers that then why they did signature on the deputation. The labourers 

responded that they were instructed to do so by the Christian father. Finally 

when the report of the enquiry came out it was found that the doctor was not 

guilty and the Christian father was expelled from the tea garden. The expulsion 
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of the father left a negative impact on the doctor and an anti - propaganda was 

started. The R.S.P Christian labourers accused to the R.S.P leader Gopal Mitra 

against the doctor and threatened that they would give up the association if the 

doctor was not removed from the garden. But Gopal Mitra did not pay any heed 

to their illegal demand and saved the doctor from expulsion. 89 

The Indian Tea Planters' Association had set up the Duars and Darjeeling 

Nursing Home at Darjeeling to cater the medical needs of the tea planters. The 

equipments and x-ray apparatus at the nursing home were modernized and it 

used to offer the best possible medical attention to the stuff of subscribing tea 

companies and to the local residents of the tea districts also. 

The tea board donated rupees 57,000 for the maintenance of the 

Deshbandhu T.B Chest Clinic, Darjeeling. The facilities provided by the clinic 

became available to the tea garden labour during 1956. Tea garden workers 

attending the clinic had to show a letter of authorization from their manager and 

they were provided with an x-ray examination at the concessional rate of rupees 

10 and with the free supply of common medicines, the more costly being charged 

for. 90 

The Deshbandhu Maternity and Child Welfare Centre at Darjeeling were 

trying to expand their dhai (midwife) training schemes so as to meet the 

requirements of tea gardens in the districts of Darjeeling and Jalpaiguri for such 

personnel. In February 1956, the Tea Board informed the Association that the 

Board had made a grant of rupees 60,000 towards the Centre which had therefore 

agreed to train 24 girls a year nominated by tea gardens throughout India. The 

training courses to be provided would be of six months duration and would 

commence on the 1st April, 1st June, 1st August and 1st September each year. It 

was decided that no fees would be charged for the training and each candidate 

would receive a stipend of rupees 30 per month from the centre. The candidates 

would have to be less than 20 years old and should have studied atleast upto 
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class VI. Those courses became quite popular and several nominees of tea 

gardens in the Association's membership not only in West Bengal but also in 

Assam received training during the year. 91 

In 1955 Jalpaiguri and Cooch Behar hospitals gave a proposal for the 

establishment of Nurses' training school . Accordingly the Indian Tea Planters 

Association accepted the proposal as it would be best to utilize the facilities 

offered by those hospitals for the training of the nurses that would be required by 

tea garden hospitals. It was then appealed to the Tea Board that a grant might be 

made by the Board to the hospitals at the rate of Rs. 1000/ for each garden 

candidate accepted for training as a nurse. At the end of the year 1955 the Board 

informed the Association that they had received a similar proposal from the 

Indian Tea Planters Association, Jalpaiguri who had suggested a grant of Rs. 

40,000 to the Jalpaiguri Hospital for the establishment of the Training School and 

stated that tea gardens would be prepared to meet any recurring expenditure 

involved in connection with the training of candidates nominated by them. The 

Government of West Bengal was also interested in establishing Nurses Training 

School at which some 120 trainees from North Bengal would be accepted every 

year. The training course would be for two years and if tea gardens were 

prepared to meet half the cost of training amounting to Rs. 70 per month of each 

of the candidates nominated by them then half the seats at the courses would be 

reserved for the tea industry. 92 

From 1935 the tea gardens under the banner of the DBIT A (Duars Branch 

of Indian Tea Planters Association) subscribed every year to the Jalpaiguri 

Hospital at the rate of 3 per acre .But after 1950s they understood that the 

strategic position of Jalpaiguri was not suitable from the point of view of medical 

facilities. Because its distance from all the gardens of the Duars was not the 

same.93Thus in 1955 the tea gardens in the Duars began to subscribe towards the 

Duars Hospitals fund at the rate of 3 as in acre and the donation money was 

divided between the Jalpaiguri and Cooch Behar hospitals in proportion to the 
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total number of patients sent by members of the Branch to each hospital during 

the year. 94 

To cope up with new arrangements introduced by the Central 

Government, the Government of West Bengal approached the Association 

through the Bengal chamber of Commerce whether the Association desired to 

put forward names of medical officers in the tea districts in charge of hospitals or 

other institutions, who might be authorized to authenticate International 

Certificates of Vaccination and Inoculation. The Association in response to this 

approach published a list of names of the Chief Medical Officers of the various 

medical practices in the tea districts of West Bengal who were also certifying 

surgeons under the Factories Act, 1948. 

The first phase of the Association's campaign to increase resistance against 

tuberculosis among tea garden labour in West Bengal by means of B.C.G vaccine 

was concluded early in 1952 under the management of the Ross Institute of 

Tropical Hygiene. From then a team had been touring all members estates once 

more in order to follow up the original campaign by testing and vaccinating, if 

necessary, new arrivals. Inspite of many difficulties in communications and also 

in arranging for the supply of vaccine from Madras by air, about 66,248labourers 

were tested and 28555 number of labourers were vaccinated at the end of the 

year. 95 

After the Second World War steps were taken to modify the medical 

services of the tea industry. The recommendations provided numerous planters 

and doctors, were completely combined into a comprehensive note by Mr. P.J. 

Griffiths, the Association's adviser. The note recommended the "drawing up of 

minimum standards for tea garden and group hospitals and the establishment of 

a medical service for the industry with standard conditions of service , 

centralized recruitment and a system of promotion for medical officers within the 

service". 96 
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In 1959 the government's objective was to spread the National Malaria 

Eradication Programme to the tea districts. But initially the .intention of the 

government was not so broad. It did intend to provide the spraying programme 

excluding tea gardens and to limit their services only to the surrounding country 

side and to those gardens which in the past had been taken no malaria expulsion 

measure. As the decision was not good for most of the gardens ,the Indian Tea 

Planters' Association requested the government to reassess the matter . 

But at a meeting under the supervision of Dr. Gilroy, held in April 1959 

between the Director, National Eradication Programme, the State Malaria 

Officers and representatives of the Association, the government agreed that tea 

gardens should be given the option of carrying out their own spraying 

operations, of receiving supplies of D.D.T from government, which they could 

apply themselves, or of having their spraying programmes taken over. 97 A 

refresher course for Assistant Medical Officers was held in the Duars in February, 

1960 and was attended by a large number of doctors. 98 

In most of the gardens the labourers adopted the Christian religion.Apart 

from spreading Christian religion among the labourers the Christian missionaries 

also worked for the expansion of western medical believes and practices among 

the workers. But their activities did not bring so much effective results. The 

labourers had more belief towards their own traditional medical believes and 

practices. Though the workers belonged to different ethnic groups but there were 

some common features among their medical practices. They always believed that 

the causes of illness and treatment of disease had a direct link with the super

natural power. Their traditional system of medical beliefs and practices was often 

based on magic and sorcery. 

The workers had apathy towards accepting western medicine for many 

reasons. Some of them were even against the spraying of D.D.T inside their 
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quarters on the ground that bugs would increase. A section of workers had 

sacred rooms in their houses. Those rooms were preserved for their forefathers 

and there spraying of D.D.T was prohibited. They also opposed the steps to 

inactive the worms because the worms were necessary for digestion and also 

keep the heart beating normal. Their abhorrence towards vaccination of children 

was due to the fact that through vaccination they would be attacked by fever. 99 

The labourers were unwilling to visit the health centres because in many 

cases the doctors were not sufficiently qualified. The seriously ailing patients 

were regularly sent to district hospitals for better treatment. The most essential 

medicines were also frequently not available in the garden hospitals. 100 

The tea garden labourers were not health conscious. They could not also 

live in a clean environment. Thus they had to become victims of various diseases. 

Mainly illiteracy kept them far from doctors and hospitals. Deep attraction 

towards herbal treatment and occult methods also increased the distance 

between the labourers and western method of treatment. But the irony of history 

is that before the labourers did not go to the health centres out of fear or their 

blind faith towards sorcery. But later on when they started to visit the health 

centres, there were scarcity of efficient doctors and medicines also. Thus in reality 

the tea garden coolies were always deprived of taking the benefit of western 

medicine. The health system of the tea gardens was not similar. Some where it 

was developed but some where nothing was there. 

According to the Plantation Labour Act, 69 of 1951,in every plantation 

medical facilities would be provided and maintained so as to be readily available 

such medical facilities for the workers and their families as might be prescribed 

by the State Government. But in spite of such Act all plantations were not found 

to provide such essential services equally to their workers. 
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The health policy of the tea gardens was incomplete, defective and not 

beneficial for the labourers. A significant reason for it was that the health policy 

was formulated by people who had no knowledge, training or experience in 

health problems. So long-term health planning was not adopted. The health 

policy mainly was in the hands of the individual managers to a very great extent. 

The majority of the managers were paid on a basis of a fixed salary and they also 

got the percentage of profits of the industry. Thus the managers always tried to 

reduce the expenditure on health policy. The tea companies were so much 

interested on short term policy that in one of the gardens of the Duars a company 

had spent over 1000 rupees on expensive treatment for one of their labourers 

suffering from an unknown medical complaint. But it refused to make an 

arrangement of a water point inside their garden hospital, although that would 

probably had been repaid a thousand fold in a very few years. 

After independence in 1947 the European planters were replaced by the 

Indian planters in the tea gardens of North Bengal. They understood that the tea 

garden labourers got legal rights by the Plantation Labour Act in 1951. The right 

was so widely extended that they no more could run the gardens by mere 

exploitation, torture and enslavement. During the British period or pre- 1947 

period two- third tea gardens were under British control and one third tea 

gardens were Bengali dominated. But after partition the Bengali tea planters 

began to sale their gardens. The Bengali entrepreneurs were gradually removed 

from the scenario of the tea gardens and came the business community of 

western India. The Marwari tea planters did not invest the money of the profit 

from the tea gardens for the betterment of the tea gardens. Their imperialism was 

not at all better than British colonialism. Group hospitals were closed . In some 

gardens health centres were also withdrawn. In 1959 it was found that out of 960 

hospital to be provided, the gardens had only made 695 beds. Among 25000 brick 

houses to be constructed, by the end of 1959 only 6773 gardens were built. 1o2 The 

annual medical expenses were synchronized. The death rate of the labourers due 

to various diseases were appalling. 
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CHAPTER-6 

Social and Economic Impact of Health and Medical Policy 

The medicinal policy of the British Government undertaken during the 

colonial period had left enormous impact on social and economic field of North 

Bengal during the colonial and post- colonial period. This chapter would focus on 

certain areas like agriculture and industry which were affected by the diseases 

and the health policy adopted by the British Government. It would also highlight 

the impact of health policy on the general people, individual, family and society 

at large. The disastrous effect of health policy was visible from miserable 

conditions of hospitals, dearth of medicines and medicinal instruments, paucity 

of scientifically trained medical men, inadequate medical fund etc. The failure of 

the formulation and application of health policy was also viewed from recurring 

occurrence of diseases followed by appalling death rate throughout North 

Bengal. The purpose of the chapter is to disclose the fields related to health care 

of North Bengal which were deprived and suffered due to the indifference on the 

part of the British Government. It would also emphasize on the role played by 

the individuals, peasants, landlords, kings and missionary and charitable 

societies for improving the health care system of North Bengal. The role played 

by the women is also another important subject of discussion of the chapter. 

North Bengal or the Rajshahi Division of Bengal before 1947 was 

extremely insalubrious and the municipalities as also the district boards were 

suffering from scarcity of funds. It was, therefore, beyond their capacity, with 

the limited resources at their control ,to initiate large measures of sanitation. 

Good drinking water was prime necessity of life. But the public bodies had no 

sufficient money to make arrangement for providing good drinking water to the 

rural mass. Many rivers had silted up and created stagnant and pools of water, 
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and those were utilized as reservoirs for soaking jute, washing cattle , clothes and 

utensils and for drinking purposes as well. There was abnormal illness and 

unhealthiness throughout the division. The mortality rate in some parts of it was 

unusually high. 1 Thus the Rajshahi division was suffering from diseases and due 

to economic crisis the local boards became helpless in combating the diseases. 

In Rajshahi Division the number of deaths from different diseases was 

171664 in 1885 or at the rate of 22.19 per 1000 people. A picture of mortality 

could be clearly comprehended from the following statistical data of the seven 

districts of North Bengal. 2 

Mortality in the seven districts of North Bengal in the year 1886 (Ratio per 

mille) 

Jalpaiguri 31.01 

Pabna 27.68 

Rangpur 27.12 

Rajshahi 24.86 

Dinajpur 23.92 

Bogra 22.21 

Darjeeling 16.35 

Source: Nineteenth Annual Report of the Sanitary Commissioner for Bengal for 

the year 1886. 3 

Among the people who suffered from different diseases fever had taken 

the supreme position among them. It could be proved by a report of the Eden 

Sanitarium , Darjeeling during 1890 and it showed that 25% of the total number 

of people who got admission there was suffering from malarial fever. 
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Annual return of patients treated in Eden Sanitarium during the year 1890 

Names of diseases Male Female Children Total Cured Relieved Died 

Dysentery 2 1 3 6 4 - 2 

Malarial fever 55 11 9 75 72 2 1 

Debility 21 23 8 52 48 4 -
Syphilis 8 - - 8 5 3 -
Gonorrhoea etc. 7 - - 7 5 2 1 

Others 190 

Source: Report on the working of the Eden Sanitorium, Darjeeling during the 

year 1890. 4 

Among 338 people who were being treated did not belong to North Bengal 

alone. Among them 183 people came from Calcutta, 105 from Darjeeling, 4 from 

Sikkim, 9 from Jalpaiguri, 3 from Krishnanagar, 3 from Cooch Behar, 4 from 

Burdwan, 12 from Howrah and 2 from Dacca. s Thus fever was a widely 

disseminated disease of Bengal. 

Though malarial fever attacked rich and poor at the same time, the great 

majority of people who died belonged to the poorer classes of rural North 

Bengal. Thousands of people died for want of proper nourishment. The greatest 

mortality among the poor was due to mainly three reasons- their bigger number, 

their inability to budge temporarily to more healthy areas and their incapability 

to obtain better medical attention, medicines and diet during their ailments. 

206 



Comparative mortality from fever in the urban and rural circles 

Deaths From fever in Ratio per 1000 of population 

1883 1878 
1883To 1878 to 

Circle 1888 1887 1888 1887 To To 
1887 1887 

1887 1887 

Urban 24836 25195 30669 35266 10.40 110.45 12.72 14.63 

Rural 1067266 1062573 982772 864015 16.76 16.66 15.44 13.57 

Source: Twenty-first Annual Report of the Sanitary Commissioner for Bengal for 

the year 1888, by W H Gregg. 6 

The above statistics had made it clear that the ravages of fever were not so 

much in virulent form in urban areas and much widespread in villages. Reports 

of the year 1889 also exhibited the fact that the devastation of fever was 

unrelenting. During 1889, 589252 males and 512269 females or a total of 1101521 

persons died from fever. Mortality rate was higher in several districts like 

Jalpaiguri (28.18), Dinajpur (25.74), Darjeeling (24.93), Rajshahi (22.74), Rangpur 

(22.07) and Maida (21.20). 7 

The outbreak of diseases followed by abnormal death rate appeared as a 

result of the malfunctioning health policy of the Government. Especially the 

malaria policy of the Government was very much defective and gave rise to 

many unwanted complications and created unhealthiness. The excessive neglect 

and indifference and faulty policy of the Government was completely responsible 

for the dissemination of malaria in every year through out North Bengal. 8 There 

was abnormal crisis of quinine all through North Bengal. The poor patients of 

rural North Bengal were facing difficulties in buying expensive quinine. Even the 

Government also confessed at times that the amount of quinine dispatched to 
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different dispensaries was not sufficient to cater their requirements. 9 Though 

fever was spread like wild fire every where, there was dearth of proper 

satisfactory arrangement for the systematic distribution of quinine. When the 

packets of quinine reached the post office the shop owners immediately took 

control of that and sold it at a high price and often in a tainted form for their own 

profit. 10 

As a result the bulk of the malaria patients were bound to collect the anti

malaria medicines from outside at expensive rate. The situation became so grave 

that the shop keepers created an artificial crisis of quinine and they imposed high 

prices for it. 11 The price of quinine became too expensive that the general people 

were left far away from it. 12 By making a machination with the Kina Bureau, an 

influential Dutch concern, a controller of the world price of quinine the British 

Government intentionally made the price of quinine high.B Due to the excessive 

crisis and enormous demand for quinine, the Government started a quinine 

Rationing Scheme in 1943. But unfortunately the medical practitioners of the 

rural areas had to face numerous tribulations and problems to collect quinine 

instead of the initiation of the above scheme. The scarcity of quinine also resulted 

in outburst of malaria in a virulent form in villages. It was also found that the 

people who were treated with quinine at the beginning acted as messengers of 

malaria and spread the germs to others. 

The shortage of quinine was also evident from the song of a folk poet. He sang-

Malariae ektire sishu 

Prane bujhi mare, 

Bangladeshe quinine nai bhai , 

Daktar ki kare? 

Its essence was that the children were dying due to malaria. In Bengal quinine 

was not found and in that condition what were the activities of the doctors? 14 
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But in reality the scarcity of quinine was not a correct fact. By making an 

unnatural condition of deficiency of quinine the government tried to introduce 

mepacrine as a preventive medicine for fever and replace it against quinine 

among the people of North Bengal. The British Government sent Quinine to 

different medical shops only when they were satisfied by the fact that those 

shops had sufficient storage of mepacrine. But the physicians of Bengal showed 

their steady unwillingness to accept and prescribe mepacrine as a perfect 

alternative for quinine.15 

Though kala azar was a dreaded disease of North Bengal, but there was 

dearth of sufficient medical practitioners in the treatment of kalazar. The 

situation became more serious in the rural areas . Consequently, a large number 

of kala azar patients were referred to Kolkata for treatment. But as the 

metropolitan hospitals were always exhausted with patients , the rural patients 

had to be returned back without getting any treatment. Some times kala azar was 

considered as malaria in North Bengal. It was probably due to the fact that there 

was dearth of proper arrangement for examination of blood in the rural areas. As 

a result in the country side and even in the towns, the patients had to suffer for a 

long period and even had to die.16 

Kalazar had a disastrous impact on the demographic and economic 

development of North Bengal. It depopulated whole tracts of Tarai portion of 

Goalpara, Kamprup and Nawgang districts and so greatly reduced the 

population of the other parts that some of the tea gardens found it impossible to 

get more than a fraction of their labour force from the local sources. 

Depopulation and desertion caused by kalazar adversely affected cultivation. 

Land lost its value. The decrease of cultivation resulted in an abnormal loss of 

revenue. 
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The Government practically was indifferent and inactive towards 

treatment of kala azar in 1925. The inefficient employees of the Public Health 

Department did not wholeheartedly participate in kala azar centres. The district 

boards and the municipalities showed their deficiency in recruiting capable 

doctors, to open kala azar treatment centers and to apply to the government for 

financial fund. The Amrita Bazar Patrika observed in this connection that "the 

money was not the patrimony of the bureaucracy and the money could not be 

used for a better purpose than for serving the lives of those who had paid for it." 

17 By 1935 treatment centres were opened by all most all the district boards in 

areas affected by kala azar. 

Year after year cholera took the lives of many people. From the month of 

June, 1943 to October there was continuous rain in Dinajpur. The rain was 

followed by famine and epidemics. In Dinajpur during 1943-44 many people died 

due to cholera. The hospitals did not provide sufficient accommodation for 

cholera patients. As the local authorities were indifferent towards cholera 

outbreaks the missionary organizations and the peasants also took a great role. 

In villages of Dinajpur when diseases like cholera, small pox appeared the 

peasants immediately went there and endeavoured to relief the patients. The 

peasants like Pratap Mandai of Tapan police station, Fulchand of Maradanga, 

Sarbeswar Mandai of Chamta Kuri, Gaweswar Barman, Punneswar Barman, 

Chaitu Barman of Dal Malancha, Haricharan Barman of Hatsaoile, Dhiren 

Barman of laskarhat played great role at that time. 18 

Medicines were not found during the famine affected areas of Dinajpur. 

Malaria and dysentery took a dangerous form. The deceased persons also 

suffered from sufficient quantity of food. The Bengal Relief Committee 

distributed milk, biscuit, medicines and many other essential materials for daily 

use to the famine affected persons. 19 The Ramakrishna Mission had taken a great 

initiative for the interment of dead bodies. Gopal Maharaj and Jyotikrishna 

Maharaj , the two monks of the Mission kept the dead bodies on the cart drawn 

210 



y one buffalo and took them to the Fultuli funeral ghat for their funeral 

eremony. 20 

During the famine of ninteen fifties lakhs of people lost their lives in 

hunger at Rangpur. After the famine for about five months no child had taken 

birth due to malnutrition in Hariar Kuthi and neighbouring areas. Two treatment 

centres were opened . One ( Hariar Kuthi) among them was under the 

supervision of a registered doctor who used to provide voluntary treatment to 

the people for about two years. Dr. Nilkanta Dutta and comrade Kalipada 

Barman( doctor) were the popular physicians of the centre. 

Small pox had come as an after effect of the famine. Villages after villages 

were ravaged and deserted by the disease. Many people were attacked even for 

two or three times also by it. Houses were left without people and those who 

were living were also being attacked by the small pox. Due to the scarcity of 

mosquito nets flies spread infection and created sore. Those who could save their 

lives used to die when the wound dried and a dangerous feeling of pulling was 

felt. 

There was a crying need for proper vaccination. According to the Report 

of the Bhore Committee (1946), vaccine lymphs were prepared under miserable 

conditions. The general people did not know anything about effectiveness of the 

lymph which was the main ingredient of vaccination. People protested several 

times as because the vaccinators were not efficient and experienced. Most of 

them were illiterate and did not have sufficient medical knowledge and training 

to perform vaccination. Thus those vaccinators were harmful for protecting the 

lives of the people also. 21 In 1929 small pox had broken out in some tea gardens 

of North Bengal like Kathalguri Tea Estate and Rheabari Tea Estate . It was due 

to defective vaccination and re-vaccination process among the garden 

labourers. 22 

211 



In North Bengal, leprosy was a disease which was mostly found among 

the people. Thus it became imperative to set up hospitals for leprosy patients in 

North Bengal where the number of leprosy affected patients were growing more 

and more. But the shortage of fund of the British Government hindered the 

process of opening leprosy hospitals in different areas. 23 

The arrangements for treatment of tuberculosis were also insufficient to 

treat the patients even of a negligible part of North Bengal. 24 In North Bengal 

tuberculosis hospitals were established at Kurseong and Cooch Behar. But the 

majority people were deprived of availing special treatment in other areas. There 

was no seperate arrangement for the tuberculosis patients apart from insufficient 

arrangements in some district hospitals. In district hospitals also the quality of 

treatment was very poor. Thus the patients mostly preferred to confine them 

selves in their homes and spread the germs of tuberculosis among the other 

members of the family. 25 

The occurrence of various diseases and the indifference of the 

Governtment towards the patients in many cases brought losses to the 

individual, the family, society and even to the community. The districts of North 

Bengal suffered from various diseases , especially malaria, cholera, small pox, 

diarrhoea , dysentery and other diseases. Those diseases not only depopulated 

the affected areas, but also left a worse effect on family also. The peasants 

escaped from the villages leaving their houses and fields dreaded by diseases and 

consequently became land less labourers. It affected the structure of society . 

Families began to break due to poverty and the joint family structure was 

shattered in different areas. As a result fragmentation of lands also started. Due 

to poverty and unemployment the moral character of people also was broke 

down. In the tea gardens among the female labourers the instances of abortions 

occurred more due to the severity of malarial fever and also for wide spread 

anaemia. 
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In 1907 from the report of the Eden Sanatorium it was found that majority 

of patients who got admission there were people suffering from anaemia. 

In regard to malaria mortality about 40% occurred among adults and 

about 60% among the children under 15 years of age .Thus it brought complete 

destruction to the families. 26 Regular attacks of malaria in the childhood 

weakened themselves completely when they grew up. It was a grave loss to the 

society and nation at a large, because they were the future makers of the country. 

The financial losses included the cost of ailments like hospital charges, 

doctors' fees, nursing, medicines, the cost of sick leave, the loss of wages during 

the sickness etc. In the tea gardens of North Bengal Dooars there was tremendous 

financial loss. As local labourers were not sufficiently available, labourers had to 

be recruited from Bihar, Santhal Parganas, Chaibasha etc. But as Dooars had an 

evil reputation for unhealthiness especially due to malaria, labourers did not 

permanently stay there. A good number of them used to shift from garden to 

garden and many of them had to die also due to malaria. Thus the planters had 

to recruit new labourers and the process went on throughout the year. 27 It left a 

heavy financial burden on the planters. 28 

The labourers in the tea gardens of Western Dooars were absent in the 

plucking time, at a time when they were most needed. The absence of the 

labourers in the plucking season was a source of direct financial loss to the 

gardens. Not more than 65% of the total labour force were available in the 

plucking season, the rest used to leave due to malaria sickness. 29 

In 1908 Bentley had given a statistics that in a tea garden of North Bengal 

Dooars having 1350 working coolies, an average of some 50 to 70 women visited 

hospitals on every day during the rainy season due to fever of their children. 30 

Again a large number of women labourers who regularly performed their duties 

during the winter, but became absent in the plucking season. As their children 
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suffered intensely from malaria and the infants needed proper nursing , the 

mothers could not go to their work for that. 31 

Rice had shown a statistical data which stated that about 4% of the 

working days were washed out due to malaria among the workers in the 

plantations. If a garden labourer worked about 300 days in a year, he would 

absent for atleast 12 days from his working place for the suffering of malaria. The 

loss was about two days per person every year. 32 Sometimes malaria resulted a 

loss of one week or more. 33 

The diseases especially malaria lost the working ability and efficiency of 

the workers for an indefinite period . Thus the financial loss was inaccountable. 

The economic loss could be compensated by the Government in initiating 

adequate scientific anti-malaria measures . For an example, the United Fruit 

Company, functioning in highly malarious region in the Gulf of Mexico, 

experienced a heavy increase in production as the health of the workers of the 

area was improved. 34 But in North Bengal that kind of initiative was hardly 

found among the activities of the British Government. 

As North Bengal was an agricultural belt, the outburst of diseases also 

affected the agricultural community. The farmers suffered heavily from malarial 

fever. Some areas of North Bengal like Pabna and Malda, which were previously 

healthier areas were found malarious afterwards. 35 Again malaria generally 

occurred in the harvesting months resulting in the reduction of labourer's income 

from land. Consequently the labourers became indebted and were involved in 

court cases by losing their houses and lands. The farmers who used to die due to 

malaria attack mostly belonged to poorer classes. The death of a farmer in a 

house meant the total destruction of the family. Agriculture was so much affected 

by the ravages of malaria that in the seventies of the 19th century the demand of 

land was abnormally dropped down. 36 
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In Maida the decade from 1901 was almost healthy except for the 

prevalence of fever during the years 1905, 1906 and 1907. The deaths per mile 

from fevers during those years were 34.64, 34.47 and 34.77 respectively. As a 

result price of every commodity, rose high in those years. Due to heavy mortality 

there was shortage of production of bhadoi and robi crops and there was also a 

scarcity of mango crops. Thus due to fever the agricultural economy of Maida 

faced a big jolt. 37 

Me Combie Young stated that there was a high mortality among the 

workers who were engaged in constructing a branch of the Eastern Bengal State 

Railway through the Maida district of North Bengal in 1903-1907. 38 During the 

creation of the line between Kishanganj and Siliguri a large number of labourers 

became seriously ill. 39 

The Government also had to bear a heavy financial burden due to 

diseases in the form of medical leave, medical allowances etc. People stationed at 

malarious areas had to be given special allowances and leave to regain their 

health. In 1877, in Dinajpur district, among 17 adult Europeans, 15 left the area 

due to repeated attack of fever and as a result official work was disturbed. 40 

Though different diseases repeatedly visited North Bengal, but there were 

limited number of hospitals and dispensaries in the rural North Bengal. Most of 

the hospitals in the rural areas had not proper infrastructure. They had paucity 

of funds and the beds and medicine that were available were quite inadequate to 

cope with the necessity of the patients. Money was provided by the government 

in the budget, but unfortunately no funds were available when required by them. 

Medical college(North Bengal Medical College situated near to Siliguri), medical 

school (Jackson Medical School located at Jalpaiguri) and most of the hospitals 

and health centres were situated in district towns and urban areas and thus they 

could not benefit the majority people who lived in villages. In villages patients 

had to be removed to distant hospitals .In many areas the ailing villagers had to 
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travel to a distance of ten to twenty miles for their treatment and sometimes they 

had to accept death. 

In many villages the health centres were in a disastrously weak condition. 

Those health centres were existing in theory only, but in practice they could not 

serve the purposes of the villagers. Except some hours in day time those health 

centres were closed. There were no doctors or other stuff during night in the 

health centres. Thus the inhabitants could not get any medical help during 

emergency. The patients had to go to district hospitals covering a distance of 30-

40 kilometre at night also. In remotest areas ambulances were also not available. 

So the patients had to depend on van rickshaw. Medicines were also not 

available in some health centres. For every disease red and white tablets were 

given to the patients. 

In some health centres there were no permanent quarters for the doctors. 

In a primary health centre the post of doctor, a pharmacist and a nurse was 

allotted . But due to the paucity of sufficient doctors in the village health centres 

one single doctor had to perform the functions of health care of two primary 

health centres dividing the days of the week. In some health centres the only one 

doctor was also absent for a week. The poor villagers were not capable to go to 

distant places for treatment in many cases. Then they were forced to go to the 

local kavirajas or ojhas for primary relief from diseases. Thus inspite of the 

existence of the health centres the influence and prosperity of the local quack 

doctors and ojhas were increasing regularly. Many health centres were left in 

broken condition and during night the people involved in unsocial activities 

took shelter there. 

In North Bengal there was dearth of efficient medical practitioners in the 

countryside of North Bengal. Thus the people were deprived of availing proper 

medical aid in due time.41 The better doctors were engaged in cities and due to 

their absence in the villages the unqualified and some vague doctors dominated 
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the treatment sector of the rural North Bengal. 42 In most cases the rural people 

did not get medical assistance due their financial crisis .43 The doctors generally 

preferred to stay in cities, because there was scarcity of modern privileges in the 

villages. The other reasons which made themselves away from the villages were 

the poverty of the rural people and also the existence of several unqualified 

doctors. 44 

"In 1938, the per capita expenditure on medical relief in Bengal was only 2 

annas and 1 paisa and only Rs. 84 per square mile. The average population 

served by each hospital or dispensary was 34585".45 In 1939, a member of the 

Bengal Assembly criticized the attitude of the British Government which was not 

liberal in giving proper medical treatment to the villagers. He even thought that 

"there was a criminal conspiracy with the motive that the poor patients in the 

rural areas should be allowed to die so that they would not be able to raise 

embarrassing demands for their comfort and happiness." 46 In rural areas miles 

after miles were left in helpless condition without any doctor. 47. 

The government had taken initiative to cope up with the crisis of 

deficiency of reputed medical practitioners. They created medical schools with 

the hope that they would produce numerous medical professionals. But 

unfortunately most of the schools were left with insufficient medical personnel 

and poor infrastructure. The Jackson Medical School of Jalpaiguri district had to 

experience similar situation and ultimately it became closed forever. 

In 1921 when his Excellency Lord Ronaldshay visited North Bengal, he 

viewed that diseases like malaria and cholera and others were predominated in 

that area and the medical assistance was very much insufficient to check the 

diseases. Consequently he felt that at that grave situation it became indispensable 

to produce a large amount of medical practitioners who would be trained at 

comparatively low rate. Their qualifications might be certainly lower than those 
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of the Calcutta MBs, but would be sufficient to serve the urgent medical needs of 

the districts and put off the ailments. 

At that time there was no existence of State Medical Faculty and Bengal 

Council of Medical Registration. Then the tea industry was in a very rising 

position and the scheme of creating a medical school got massive support of Sir 

Lancelot Travers. The people of Jalpaiguri district also welcomed the proposal. 

Accordingly rupees 171000 was collected from the local inhabitants. As a result 

Jackson Medical School was set up in July 1930.By that time a State Medical 

Faculty and a Bengal Council of Medical Registration had been established and it 

became clear that no medical school without the registration of the Council 

would not get a success. Thus after its formation the schooi authorities applied 

for affiliation upto the primary and intermediate examination. Afterwards Bengal 

Council of Medical Registration sent a committee to investigate the actual 

condition. 

The committee in their report declared the school to be not in a proper 

position for teaching purpose as it had dearth of sufficient nursing staff, x-ray 

apparatus accommodation for maternity cases and defective outpatient 

department Due to the paucity of sufficient funds it was impossible to do the 

modifications advised by the committee. Thus when the committee visited the 

school three times more it firmly stated that it could not give affiliation for a long 

period unless the suggested improvements were made. Although the district 

boards of Jalpaiuri and Darjeeling British tea gardens, Indian tea gardens, 

jotedars, and individuals like Nawab Musarruff Hossain, Sir W.L. Travers, the 

Maharaja (King) of Coochbehar, Bengal Dooars railway, Mr. Jogesh Ch. Bose, 

Babu Ramdin Daga, Bipul Banerjee, Mohan Lal Ramchandra, G.W. A. Norton, 

J.R. Gargil contributed money for the medical school, unfortunately it could not 

ultimately survive due to some political reasons also yet to be unexplored. The 

medical school was a divisional institution intended to serve to whole of North 
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Bengal and its sudden discontinuance was a calamity for all the districts of the 

division. 48 

The hospitals which were set up in urban areas were left in a miserable 

condition. There was shortage of accommodation in the hospitals of North 

Bengal. The hospital authorities sometimes denied to admit many serious 

patients for want of accommodation. Mostly the sick poor people could not get 

admission in hospitals because they were always occupied by the people who 

could afford medical attention outside. 

The internal atmosphere of the hospitals and health centres was 

decreasing day by day due to the lack of efficient administration. In the hospitals 

the patients were exploited even by the subordinate staff in many ways. 49 The 

hospital authorities became inactive inspite of those malpractices and corruption 

and illegal activities were increasing day by day in hospital premises. The 

doctors forgot the principle of sacrifice. Even some times they behaved rudely 

and often patients had to bribe the compounders and at times to the doctors to 

get medical privileges. The situation became so miserable when the poor patients 

of the villages had to roam around the urban areas to collect the reference of the 

rich powerful men of the society for taking admission in the hospitals. In most 

cases those men did not recommend the poor patients and thus they were 

deprived of getting proper treatment in due time. 5o In most of the district 

hospitals, there was absence of scientific method of treatment. In some hospitals 

several medical equipments were available for various tests, but they were not 

functioning as there was scarcity of efficient men to run the instruments. 51 

In many hospitals there were no permanent medical supers. Though 

generally the duty hours of the doctors was from 9 a.m to 2 p.m, but a class of 

doctors regularly were engaged in private practice in some medical shops from 

10 a.m. onwards without giving any importance to hospital duties The patients 

assembled before the medical shops. The brokers also assembled there- brokers 
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of doctors, medicine shops, pathological laboratories, X- ray clinics etc. The 

illegal activities of the brokers were the usual practices of most of the hospitals 

.The fear of the brokers rebuked the patients coming from distant villages. Taking 

the advantage of the worn- out health care system of the hospitals the brokers 

were increasing their power day by day in the hospital premises. Everyday the 

patients and their relatives were becoming utterly ruined by the brokers. But the 

hospital authority and the political parties were totally silent about those illegal 

practices. 

The administration within the hospitals was so inefficient and corrupted 

that the necessary medicines were also not available. The ailing persons collected 

medicines from outside. The condition of nursing was also very poor in some 

hospitals. 52 In most cases the nurses were not properly qualified and trained to 

perform their duties. Thus the patients depended on the ward servants, female 

attendants and friends and even of their relatives . 53 The patients also had to face 

ill treatment in the hospitals. The poor patients in the hospitals were exploited by 

domes, sweepers, guards and sometimes even by the physicians. 54 

There were protests among the people through the newspapers on the 

abolition of free treatment and the practice of free distribution of medicine in 

government hospitals from January 1923. Due to increased prices of medical 

stores and the rise in maintenance charges of government hospitals, the number 

of free beds were reduced to half. 55 

In rural areas of North Bengal, the emergent need was for more free beds 

and free medicine. Many poor people were made returned back, and a large 

number of inpatients were evicted for their inability to pay fees. 56The 

government spent money for its administrative expenditure, but not for the 

betterment of the hospitals. 
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There was a practice of quackery prevalent in the villages of North 

Bengal. They were many ignorant quacks who used to play with human lives. 57 

Quackery was a serious evil which increased in an atmosphere of ignorance and 

superstition and also in the villages where registered doctors were very few. 58 

The quacks also performed a good number of abortions and as a result the 

patients had to face untimely death. The quacks were the greatest danger to the 

society. They played with human lives and the Government, Police and the 

medical council became silent. 59 

North Bengal was like a dustbin for every variety of quack medicine and 

adulterated drugs manufactured in different parts of the world. The region was 

flooded with spurious and cheap medicine from foreign country. 60 People took 

those drugs avidly, owing to the attractive propaganda of the respective 

companies. 61 There was also a flourishing trade in old bottles and containers of 

expensive drugs.62 Faking of cartons and levels of reputable manufacturers had 

become a trend. Faking and adulteration of a product would mean financial loss 

only. but for the patients who were taking those foods and drugs might mean 

complete death. But it is surprising that the Government was silent and inactive . 

Hence the adulteration of drugs continued as usual. 

There was dearth of improved maternity and child-welfare services in 

rural North Bengal. The qualified and trained midwives in the villages were 

rarely found. Most of them had no scientific knowledge of maternity and child 

care. However, the need for an efficient and comprehensive service of the trained 

midwives for promoting the welfare of infants and mothers was not fully 

recognised. The work of the Public Health Department of the Government of 

Bengal was confined to giving grants to the local authorities for the training of 

dais, and to certain voluntary organizations for maternal and child-welfare work. 

Thus the medical policy of the British Government in North Bengal was 

formulated not for the people. It was designed to cater their own needs and 
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purposes. The hospitals were always fulfilled with patients. There was paucity of 

trained nurses, honest qualified doctors and sufficient necessary medicine in the 

hospitals. Mostly the hospitals were situated in urban areas. Thus the rural 

people were deprived of getting medical assistance in the emergent situation 

also. 

The medical sector was completely dominated by the Europeans. All the 

important posts in the hospitals were occupied by the British medical personnel. 

As they were alien in India they did not perform their duties wholeheartedly for 

the betterment of healthcare of the country. North Bengal was not an exception in 

this regard.63 According to Dr. Bidhan Chandra Roy, "why medical men 

belonging to a foreign country, trained in a different environment, and having 

little or no knowledge of the people and their models of life should continue to 

occupy all important posts of medical education and public health, in preference 

not only to equally but in many cases much more competent Indians, particularly 

when their maintenance means a drain on the public exchequer which a poor 

country like India can hardly bear."64 

In Britain the public health movement began for the development of 

sanitary conditions, nutrition and welfare services for the poor. But in India the 

picture was completely different. The British initiated their public health 

activities in India to meet up the medical requirements of the soldiers and British 

officials. It clearly showed the difference of their motives and intentions in their 

own country and in India. 

The financial aspect of the problems of public health was also important. 

The majority of the district boards were in a very uncomfortable financial 

position. Their resources were too little to sanction the proper discharge of public 

health duties imposed by statute on those bodies. They had no excess with which 

to enlarge their public health organization and the government too did not help 

them with liberal grants. With an income that was almost fixed, the boards could 
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focus only on one scheme of public health at the cost of diverting funds from 

projects that were no less imperative. Thus the path of development was 

thwarted by financial difficulties. Even if a district board had the money , it could 

not efficiently carry out any public health programme through a district, because 

of the difficulty of securing adequate supervision over the various items of work 

scattered over a vast area. In addition the local institutions had to look to 

government at every step, and without the approval of the government, could 

not put any scheme into operation. 

Upto 1907-8 the medical requirements of Dinajpur district were much 

ignored. It was very difficult to obtain medical treatment in many part of the 

district. This was due to the want of fund of the District Boards, the bulk of 

whose funds were being spent on keeping up communications. The number of 

dispensaries was too small to meet up the medical requirements of such a large 

district. The railway dispensary at Parbatipur was not so much worth mentioning 

and it could not be called a charitable dispensary as it was only for the railway 

servants and travelers by the line. There were only 11 such medical institutions in 

the whole district. Among them the dispensaries at Thakurgaon and Phulbari 

were run by the cost of the District Board and also by the donations of the local 

people. The male and female hospitals in the town of Dinajpur were collectively 

maintained by the District Board, the Municipality and by the Government. 65 

In Maida when several fairs occasioned a large number of people 

congregated there. The District Board then arranged for a supply of sweepers and 

the protection of the water supply and medical attendance. But with insufficient 

fund the District Board could not meet the medical and sanitary requirements of 

that huge population. The town of English Bazar had developed a drainage 

system. But in the villages it had not been created. 66 

As a result of reluctance on the part of the British Government for setting 

up dispensaries and hospitals, many native jamindars, jotedars , rajas and 
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individuals patronized in a large scale for the establishment of medical 

institutions throughout North Bengal. In Dinajpur the dispensaries at Raiganj, 

Churaman, Ramganj, Haripur , Sitabganj, Patiram and Raniganj etc were 

maintained at the cost of some benevolent jamindars. 67 In Maida there was a 

private dispensary at Chanchal. It was run by Raja Sarat Chandra Roy . The 

dispensary was supervised by an assistant surgeon, and medical aid was given to 

the different parts of the Raja's estate by traveling hospital assistants. It was a 

sufficiently well equipped dispensary of the district. 68 In Jalpaiguri a dispensary 

was opened at Patgram in 1907 at the request of the local inhabitants who 

donated about one-third of the cost of the maintenance. The king of Cooch Behar 

patronized a well equipped dispensary at Debiganj . The Maharaja Gobind Lal 

Roy of Rangpur, donated rupees 90, 000 for the construction of the Lowis Jubilee 

Sanitorium for the Indian patients. The Maharaja of Cooch Behar gifted the land 

where the sanitorium was built. It had two parts, one for the orthodox Hindu 

patients and the other was a general department for the people who were 

tolerant to all religion. 69 

The Maharajas of Cooch Behar contributed in an immensurable extent for 

ameliorating the medical condition of the people of Cooch Behar. In Cooch Behar 

Maharaja Nripendra Narayan presented the inhabitants of Haldibari with the 

building and out- offices, furniture, medicines and instruments to start a 

dispensary there and subscribed one half of the expenses incurred. 70 

The Christian Missionaries worked sincerely for the medicinal benefit of 

the people of North Bengal, especially among the primitive tribes and the lowest 

classes among the Hindus, the depressed classes and untouchables. They 

constructed hospitals for both males and females, provided training to the Indian 

women doctors and nurses and prepared the midwives efficient in assisting in 

the delivery cases. Thus they helped immensely in improving the condition of the 

patients of North Bengal and in care of the children, thereby reducing mortality 
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among both. Hospitals and dispensaries mainly manned by the missionaries 

were established in several parts of North Bengal. 71 

In Darjeeling district the missionaries contributed immeasurably for 

ameliorating the medical benefits of the people. At Kalimpong though the 

Charteris Hospital was financed by the State but it was maintained and governed 

by the Church of Scotland Mission . It was guided by a medical missionary and 

two lady nurses. The Mission also patronized a dispensary at Nimbong in the 

Kalimpong sub-division. It was such an extended hospital that it used to provide 

medical facilities to over 17,000 patients every year. 72 The Mission maintained 

another dispensary at Kizom. It was situated in the west of the Tista. In the 

hospital about 1200 persons got medical assistance annually. A small 

independent medical mission was developed at Sukiapokri near the Nepalese 

border. More than 10,000 people were treated annually by the missionaries either 

at the dispensary or on tour. The Mission spread its acivities among the Nepalese 

both of the Darjeeling district and Nepal. The dedication with which the 

Christian missionaries worked for the benefit of the ailing Indians by making 

available medical staff and medical institutions to them, endeared them to the 

people. They helped in breaking the social barriers. The religious barriers did not 

come in the way of providing the much needed medical aid to poor people of 

North Bengal at places even far off from the city. 

There was no obstruction to admission of women patients in hospitals of 

North Bengal. Despite a minimum number of women patients went to the 

hospital because of the lack of female staff there. The needs of the female patients 

were met by the dais (midwives) who were trusted by the people. But the female 

hospital of Dinajpur proved a failure. Though it was a well-equipped and well 

maintained hospital and contained suitable accommodation even for the Muslim 

ladies, and under the control of an efficient lady doctor, but could not attract the 

patients. Their orthodox attitude prevented them to visit the hospital. In Cooch 

Behar women of the lower castes did not hesitate to attend the hospital. But the 
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majority of female in-patients in the Sudder Dispensary were the prostitutes 

suffering from venereal diseases. 73 The women of the royal family and higher 

classes of the society avoided the hospitals avoided hospitals used to call the 

midwives in their houses.74 

Once women of North Bengal used to avoid the male doctors. When a 

disease became serious, then only male doctors were called. In general the 

women depended more or on female Kabirajas. To get immediate relief from 

various diseases, they took help from Ojhas, Sapure, Vedimis, midwives etc. 

Though there was life risk in many cases of quack treatment, but even then the 

Indian women relied or their treatment and medicines. The male members also 

did not want to make treatment of their female counterparts by the medical 

practitioners as they were very much concerned to protect the dignity of the 

household. In case of pregnancy also male doctors were not called. In this matter 

the experienced midwives used to treat both rich and poor. As a result women 

could not get the facility of modern treatment. The death rate of pregnant women 

and children was high. Due to child marriage the females became pregnant in 

their childhood and it was also a reason for their early death. Some time wrong 

treatment was done by the midwives due to lack of proper gynecological 

knowledge. There was also another side of the coin. The patients in most of the 

cases preferred to be treated by male doctors instead of females in the hospitals in 

the 1930s. 

But afterwards the scenario changed completely. Women patients started 

to visit the hospitals and dispensaries in a large number. In Cooch Behar 28 cases 

of natural labour were attended during the year 1890-91 by the midwife 

Soudamini Ghose, whose services were in constant request among the babu' s 

wives. 75 Muktakeshi Bannerjee, the midwife attached to the Haldibari 

dispensary of Cooch Behar attended at 60 cases during the year 1898-99. 76 But 

the number of female Muslim nurses and midwives were very few. Probably 

they dishonoured the profession. 
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There were also some renowned female doctors in North Bengal who 

devoted their lives for the welfare of the people. Ashrukana Dasgupta of 

Jalpaiguri and Pramila Mazumdar of Cooch Behar, M. M Khatun of Rangpur, 

Bidyutprabha Mallick of Rajshahi were important among them. Asema Khatun 

of Rajshahi was the first student of the Campbell Medical School..M.M. Khatun 

wrote on patient theory, peculiar activity of "Antine Turner", "Orientalist of 

Anacardia", "Description of Typhoid patient" etc. in Haneman Journa1.77 

Bhaktigiri Devi (Ayurvedic Practitioner) Practiced in Pabna though she had no 

requisite medical degree. Sunity 

Shirajganj of Pabna district.78 

Roy practiced homeopathic medicine in 

Priyabala Guha who was a student of Campbell medical school, became doctor 

in 1892 and joined at Taherunnisa Jenova Hospital of Bogra. In 1893 Banatoshini 

Chandra joined in the local native hospital of Pabna. In 1898 Bidyut Prabha 

Mallick passed from Campbell Medial School, but she worked in Rajshahi 

Hemangini Majumdar belonged to Birbhum, she began to practice in Dhubri. She 

not only used to treat but also fed the patients by cooking herself in many cases. 

Bidyutprabha worked in the charitable dispensary of Rampur Boalia. But without 

any fault she had to lose her job to the disappointment of the local male 

members. The management could not show any allegation against her, but also 

did not give her the opportunity to defend hersel£.79 

Sometimes the female doctors had to experience various troubles also. In 

1902 Maida's lady doctor Pramilabala faced a critical situation during her visit to 

a patient's house. She went to treat local Jamindar Madan Gopal Choudhury's 

wife and was molested by him. Pramilabala suited a case of molestation against 

him and in that way the case came in front of the public. Madangopal was 

proved accused and he had to give one thousand rupees as reparation. But his 

punishment was very much nomination comparison to his offence and it was 

analyzed in contemporary newspapers. so 
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Thus the healthcare and medicinal policy of North Bengal left a far 

reaching impact on its society and economy .By the defective policy of health and 

medicine the population of the region was steadily decreasing in a large measure. 

The diseases were mainly prevailed in the rural areas affecting the poor people of 

the society. The high mortality rate not only brought destruction of the families 

but also destructed the economy of the villages. As North Bengal was an 

agricultural area so it got a great joggle. The rural mass were deprived of getting 

medicinal benefits as most of the hospitals and modern amenities of health care 

system were located in urban areas. This instigated many individuals and 

missionaries to set up medicinal institutions at different nook and corner of 

North Bengal. The women also played a great role to enrich the medical system 

of North Bengal by serving as doctors, nurses and midwives . 
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CHAPTER-7 

Conclusion 

If we look back to the preceding chapters we will explore the fact that 

North Bengal despite of being a small and less significant area of India had drew 

forth the concentration of the British for several reasons. Their major intention 

was to utilize the pleasant weather and scenic beauty of the only hill station of 

North Bengal, Darjeeling by making it a sanatorium for the ailing British. The 

favourable weather, soil, temperature and rainfall suitable for tea plantation 

instigated the Europeans to set up numerous tea gardens in different areas of 

North Bengal especially in Darjeeling and Jalpaiguri districts. Thus mainly 

influenced by economic interests and health matters the British casted their eyes 

on North Bengal. 

Inspired by the European tea planters, the Indian entrepreneurs also 

invested their capital for the formation of tea gardens especially in the Duars. But 

the picture of the health condition of the workers in the European and Indian 

gardens was completely different. In the European gardens qualified doctors, 

adequate medicine and medical instruments, proper indoor and outdoor 

arrangement in the dispensaries were provided. But in the gardens owned by the 

Indians the doctors did not have requisite qualifications, there was scarcity of 

insufficient medicine and medical equipments and the health centres were 

deprived of modern indoor and outdoor facilities. This created discrimination in 

the health conditions of the tea gardens. 
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There were discrepancies also in the organization and standards of 

·medical care in Indian tea estates. In some gardens the standard was very high 

whereas medical system in other gardens was almost dead. This was the problem 

of medical care in the tea gardens of North Bengal. No steps had been taken to 

bring the backward gardens up to the standard of the better gardens. 

There was an aversion among the labourers of the tea gardens for 

adopting western medical system. They used to avoid vaccination. The principal 

objection to vaccination amongst the mass was due to pain of the operation 

followed by inflammation and fever. The pain of the operation might be 

minimized by operating in the Linear method especially by using a rotary lancet 

and the inflammatory fever could be kept in check using a zinc or boric ointment 

or only boiled ghee from 5th day of the operation. But those measures were rarely 

adopted. Thus in many cases the labourers being dissatisfied and unimpressed 

with the hospital infrastructure kept safe distance from the health centres. They 

had their blind faith towards sorcery, enchantment and magic which also 

prevented them to go to the dispensaries. 

North Bengal was like an ethnological museum of India. With the 

establishment of tea gardens, cheap price of land, partition of India in 1947 and 

many other reasons abundant people came to North Bengal to seek their destiny. 

The high influx of people completely changed the population structure of North 

Bengal. There also evolved diverse cultural, religious, social and medical beliefs 

and practices. 

The medical and health care system of the indigenous people of North 

Bengal and the immigrated population had some unique features not identical 

with each other. To eradicate various diseases their method of devotion to the 
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deities and ingredients of worship were different. The priests also became 

familiar with separate names in different ethnic communities. In several cases 

they were guided by blind faith and superstition. But it can't also be denied that 

at times their medicinal believes had scientific base also. They mostly 

worshipped the nature to restrict the outbreak of diseases and also used to seek 

their medicines in the nature in herbs and shrubs. They considered some deities 

responsible for certain diseases and again prayed before them and worshipped 

them with different offerings containing both herbal and animal products by the 

help of their own priests or exorcists. 

The rest of the people were fond of ayurvedic , unani and homeopathic 

medical systems. The ingredients of the ayurvedic and unani medicine were 

mainly collected from the neighbouring forests. The Coochbehar State Ayurvedic 

Dispensary was set up mainly to cater the medical needs of the local people. But 

unfortunately the unani medicine could not sow its seeds firmly due to the lack 

of interest and patronage from the side of the local kings, land lords, people and 

also the British Government. The Muslims also found their medical remedies in 

ayurvedic medical system. Thus medicine played a great role in creating a strong 

bond between the two religious groups of North Bengal -the Hindus and the 

Muslims. The ayurvedic medicine was much popular among the rural mass. As 

the raw materials or the herbal plants for preparing the ayurvedic medicines 

became unavailable due to rapid urbanization and the process of preparation of 

medicines was also difficult and time taking, the homeopathic medical system 

became popular in North Bengal. Its wide acceptance was also due to easy 

availability of sufficient medicines in prepared form. Inspite of the development 

and prosperity of western medical system the indigenous medical systems are 

also prevalent even still now without disturbing each other. 
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During the post colonial period in the urban areas western medicine 

almost totally expropriated the indigenous medicine like ayurvedic and unani. 

But on the other side of the coin the picture was totally different. In most of the 

rural areas of North Bengal indigenous medical system based on ojhas and 

kabirajas was dominating. The reason lied in social and economic factors. The 

village people were living in a society where they gave much importance to 

community life rather than individual life. They collectively used to depend on 

the kaviraja who had acquired status in village society. Instead of going out of 

the village they preferred to consult him during their crisis. Some times they also 

went to other villages for better kabiraj. From generation to generation their deep 

faith on kabirajas kept them in distance from western medicine .The antipathy of 

the rural people towards western medicine was also due to their economic 

insolvency. The price hike of western medicine prevented them to take the help 

of the western medical practitioners whose prescribed medicines were 

comparatively higher in price than the local kavirajas. 

Initially the western system of medicine was introduced in North Bengal 

to serve the medical needs of the European soldiers, European tea planters and 

British officials. But afterwards it also fulfilled the medical needs and 

requirements of the local inhabitants. They set up hospitals and health centres in 

different areas. But most of the dispensaries were supported by local 

subscriptions and received government aid in the form of the native doctors' 

salary and the supply of European medicines and surgical instruments. Doctors 

were appointed in the dispensaries to look after public health, vaccination and 

anti-malarial activities. Anti-malarial measures were adopted by the distribution 

of quinine and cinchona febrifuge through District Board dispensaries, post 

offices and anti-malarial co-operative societies. Chlorodyne and cholera pills 
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were freely distributed among the people through the Foujdari Naib Ahilkars, 

primary school teachers and police. 

But despite the noble intention of promoting western medicine, the 

benefits of colonial medicine were limited to a small section of the population in 

North Bengal. The attendance of the Muslim patients and higher caste Hindu 

women patients in the dispensaries was very poor in comparison to the Hindu 

male patients. Women of the lower castes did not hesitate to attend the hospitals. 

The majority of female patients in the dispensaries had been prostitutes suffering 

from venereal diseases. 

During the post colonial period in the urban areas western medicine 

almost totally expropriated the indigenous medicine like Ayurvedic and Unani. 

But on the other side of the coin the picture was totally different. In most of the 

rural areas of North Bengal indigenous medical system based on ojhas and 

kabirajas was extant dominating. The reason lied in social and economic factors. 

The village people were living in a society where they gave much importance to 

community life rather than individual life. They collectively used to depend on 

the kaviraja who had acquired status in village society. Instead of going out of 

the village they preferred to consult him during their crisis. Some times they also 

went to other villages for better kabiraja. From generation to generation their 

deep faith on kabirajas kept them in distance from western medicine . The 

antipathy of the rural people towards western medicine was also due to their 

economic insolvency. The price hike of western medicine prevented them to take 

the help of the western medical practitioners whose prescribed medicines were 

comparatively higher in price than the local kavirajas. 
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Doctors were few in number and hospitals and dispensaries could hardly 

cater to the needs even of a small section of the population of North Bengal. Since 

most of the medical centres were located in urban areas, colonial medical 

facilities were almost unavailable to the rural population. After independence 

and even today the expensive western medical facility is beyond the reach of 

poor people. On the other hand indigenous medical knowledge was not the 

preserve of any particular caste. It was not so much expensive and easily 

available and thus had a popular open character. 

The hospitals were set up in the urban areas. The huge distance of a 

village from a town was also a deciding factor for the aversion of the western 

medical system of the rural mass. In addition to that the villagers were still then 

not so much literate and conscious for cordially accepting the benefits of western 

medical system. Though medical awareness programmes and projects were 

going on in several villages of North Bengal, but they could not inspire and 

convince the people living in villages properly to rely on western medical system. 

Thus during the British period the western medicine was far away from the reach 

of the rural people and in the post colonial period also the villagers isolated 

themselves from the western medical system. The health centers established in 

the villages were not medically equipped sufficiently. The qualified doctors were 

averse to go to the villages for the scarcity of modern facilities there. 

The poverty of the people had brought into being cheap and insufficient 

doctors and sellers of cheap medicine. Poverty and post partition problems had 

created abnormal pressure on urban hospitals and rural health centers by 

increasing the number of patients. As those medical institutions were not so 

much sufficiently equipped, they could not provide proper treatment to all the 
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patients. As a consequence the doctors, hospitals and health centers were 

becoming although over flooded with poor patients. 

The influx of the refugees also created another health problem. As the 

people coming from East Pakistan became jobless they had to lead their 

livelihood by setting up small shops over the municipal drains and on the road 

side. The government was also unable to remove such shops. The refugee 

colonies were also created by small huts. Those tiny huts were built eve to eve, 

living very narrow lanes in between. The filth were left in the small spaces 

between the huts and those were the wombs of all epidemics and home of ill 

nutritious and weak children. 

The native kings though patronized Ayurvedic medical system but they 

had great belief for western medicine. Even they went to abroad in most cases of 

their illness. The prince Raj Rajendra Narayan of Cooch Behar State visited 

England in July 1905 to regain his health. 

After independence the medical system and healthcare of North Bengal 

became more developed. A good number of hospitals, dispensaries, health 

centres, sub- health centres were increased. Numerous patients also started to 

visit those centres for their medical check up and treatment. As a result the 

number of death rate was decreased in the region in comparison to earlier period. 

The epidemics also did not show their ugly faces so virulently like before. 

The local people related to health and medicine sector were provided 

scholarships and training to make them aware of contemporary modern medical 

system. As the medical system became developed, the demographic feature of 

the districts of North Bengal was also changed. From different parts of the 
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country people were coming to set up their permanent establishments in 

Northern Bengal. Houses were built by clearing away the jungles. Thus the 

unhygienic atmosphere of the earlier time also became lusterless. 

Aforetime only two seasons - winter and rainy season were visible 

especially in Jalpaiguri, Darjeeling and Cooch Behar. During winter the sky was 

cloudy continuous for six -seven days and the sun was not seen. But afterwards 

the virulence of winter became mild due to the enormous growth of number of 

people and deforestation. Now the other seasons have also started their 

periodical visits in North Bengal, though for shorter time. 

Thus standing in 1969 if we have to recollect the medicinal history of 

hundred years' old North Bengal ,we would explore that it was the history of 

eternal evolution .The forests, desolate areas were cleared and became populous. 

The longevity and working ability of the people were increased .But it was 

followed with physical and mental illness .The dreaded malaria, black water 

fever, kala azar almost disappeared and in their place new kind of diseases like 

dengue, chicken guinea, cancer, aids entered . Most of them were life taking 

diseases. Their treatment also needed a large amount of money . Thus many 

times the people could not get the benefits of modern medical system due to its 

expensive nature. 
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APPENDIX - I (a) 

Quinine Bihydrochloride 

Source: Private collection of late Ashrunan Dashgupta ,private tutor of the royal family 
Courtesy-Deepanwita Dasgupta 
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APPENDIX - l (b) 

Post Office - an outlet for distributing Quinine 

Source: Basudeb Chattopadhyay, "A Jingle of Bells", A Short History of the General Post 
Office,Kolkata, K.P,Bagchi, Calcutta, 2004. 
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APPENDIX- 2 

Publicity of anti-malarial measure in news paper. 

Source: Ekdin, Nabapatrika,23rct October, 2011, P.3. 
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APPENDIX-3 

Chlorodyne- Remedy for cholera and diarrhoea 

Source : Private collection of late Ashruman Dasgupta, private tutor of the Royal Palace, 
Cooch Behar 
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APPENDIX - 4 

Eden Sanitarium. Darjeeling 

Private collection of Dr.Pradip Sengupta 
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APPENDIX - 5 

JALPAIGURI HOSPITAL 

Source: Private collection of bJ-t , ~CM'YI ~ 
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APPENDIX -6 

BALURGHAT HOSPITAL 

Source : Private collection of Dr. Saradindu Sarkar. 
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APPENDIX -7 

COOCH BEHAR SADAR HOSPITAL 

Source: Private Collection of Dr. Pranesh Majumdar 
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APPENDIX - 8 

The Travelling Dispensary of Cooch Behar 

Source: Private collection o5 ~~M\ ~ f2oq 
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APPENDIX- 9 

INDIGENOUS PLANTS 

The following is a list of the indigenous or vegetable drugs used by the ayurvedic 

practitioners- (1) Bel (Aegle mannelos), used in diarrhea and dysentery; (2) ishanmul 

(Aristolochia Indica) used in cases of fever and snakebite; (3) Satamuli (Asparagus 

sannentosus); (4) Kotilu (Asparagus vinus), used in diarrhea; (5) Nim (Azadirachta Indica), a 

bitter tonic; (6) Palis papri (Butea frondosa), used in diarrhea (7) sidhi (Cannabis Indica), a 

sedative; (8) Sosha (Cucumis sativus) the seed is a diuretic; (9) Dhatura (Datura stramonium), 

a sedative; (10) Anantamul (Hemidesmus Indicus), an alterative; (11) Gulancha (Tinospora 

cordifolia), a tonic; (12) Madhu, or honey; (13) Pudina (Mentha sativa), a carminative; (14) 

Hatisura (Tiaridium Indicum), applied to ulcers. (15) Ada, or Ginger. The root used in colic 

indigestion it has the properties of a carminative or stomachic. (16) Ajwan or jawani. The 

seeds are eaten, sometimes with betel leaf, in colic indigestion same properties as the above. 

(17) Alu Bokhara. The fruit makes a cooling drink, used in fevers to allay thirst, sharbat is 

also made from it. ( 18) Am kasi, the stone of the mango fruit roasted and powdered, and used 

in fever and dysentery as an astringent. (19) Amla, an astringent, used in gonorrhea and in 

urethral disorders. (20) IMli or Tetul (tamarind), used as a cooling drink to allay thirst in 

fevers. It is cooling, diuretic, and a mild laxative. (21) Amrul, eaten mixed with food in 

scurvy. (22) Amar or dalim (Pomegranae). The juice of the seeds are made into sharbat, as a 

cooling drink in fevers. The rind is an astringent, and is given in dysentery cases, boiled in 

milk. The root is an anthelmintic, and a decoction of it is given in cases of worm. (23) Imli 

pata, the leaves o the tamarind tree, boiled into a decoction and given in dysentery. (24) Agia 

ghas, a sweet' scented grass given as tea in fevers; it is a diaphoretic and a diuretic. (25) 

Aranda tel, castor-oil used in fever and dysentery as a purgative. The leaves of the castor oil 

tree are used for fomentations in rheumatism. (26) Bukchi, a sweet scented fruit, the seed of 

which is boiled in oil, and given in cases of leprosy. (27) Babur or babla. Seeds from the tree, 

soaked in cold water and mixed with sugar, are given in cases of sore throat, as a cooling 

drink. Sharbat is also made from the seeds. The bark of the tree, boiled in water, is an 

astringent, and is given as a gargle in cases of syphilitic sore throat. The gum of the tree is an 

emollient, and is mixed with cough medicine. (28) Baera. The covering of the stone of the 

fruit is soaked in water, and used for irritation of the urethra; it is astringent and cooling. (29) 
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Bihi dana. The seeds mixed with water make a sharbat, given in coughs; it is a demulcent. 

(30) Bhang, a narcotic intoxicating drug, administered in debility and for want of sleep. Much 

used as an intoxicant. (31) Bhant. The bark of the root powdered and given in costiveness; a 

cathartic. ( 19) Bagh barendra. The bark heated and used as a fomentation in rheumatism. The 

gum, mixed with haritaki and supari, is used for sore gums. (20) Bar haldi. The root fried in 

ghi, is used in colic. (21) Bihi dana, cough mixture. (22) Barer pat. The leaves, boiled in 

water, are given in anasarca and dropsy cases; it is a diuretic. (24) Boriala pat. The powdered 

leaves applied on boils as a blister. (25) Bach. Root used in coughs, to allay irritation of the 

throat. (26) bel chhal, the bark of the bel tree, used as a decoction in fevers. (27) Kalapnath. 

The plant and leaf are used as an infusion in fever. (28) Kat karanja. The kernel of the fruit 

and the tender leaves are used, with black pepper, as a febrifuge; it is bitter and tonic. (29) 

Kaifal. The powdered bark given as cough powders or mixtures; it is a stimulant and 

stomachic. (30) Chakulia. Plant and leaves used in fever and anasarca; it is a diuretic. (31) 

Chiki supari, used for sore gums, mixed with haritaki, and as a tooth-powder or paste. 
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APPENDIX - 10 

Cooch Behar Ayurvedic Charitable Dispensary 

Source : Private collection of Dr. Tuhin Sen Sharma 
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APPENDIX - 11 

The picture of charms 

Source: H.H. Risley, The Gazetter of Sikkim, Reprinted in 2005, 2010, B.R. Publishing 
Corporation, Delhi. 
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APPENDIX -12 

"The Assembly of Lama's Hearts" 

Source : H.H.Risley, The Gazetteer of Sikkim, Reprinted in 2005,20 I 0, B.R. Publishing 
Corporation, Delhi. 
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Appendix-13 

Medical Practitioners of some gardens of the Duars 

Dr. I.R.Anderson, Manabari P.O. 

Dr. C.C. Harrison, Rungamuttee, Mal P.O. 

Dr. H.W. F. Croft, Matelli P.O. 

Dr. S.Y. Baird, Nagrakata P.O. 

Dr. Hubert Thomas Giblin, Binnaguri P.O. 

Dr. D. Sinclair Smith, Dalmore, Birpara P.O. 

Dr. H.G. Cattell, Hasimara P.O. 

Dr. J. Hay Arthur, Chuapara P.O. 

Dr. Girindra Nath De, Debpara, Banarhat P.O. 

Dr. Brojendra Lal Dutta, Alipur Duar P.O. 

Dr. Suresh Chandra Gupta, Mainaguri P.O. 

Dr. C. McGuire, Newlands P.O. 

Group Medical Officers 

1.Kalabari Group- Dr. S.N. Roy, M.B. 

2.Gopalpur Group- Dr. Nanigopal Majumder, M.B. 

Source: DP A Report 1937. 

3.Atiabari Group- Major Hemanta Kumar Das, M.B, IMS. (Retd). 

Source: ITP A Report, 1957. 
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Appendix-14 

Fixation of pay scale for doctors employed in the gardens of I.T.P.A 

1. Group A: M.B, M.B.B.s non- graduates with special qualification such as L.M.F 

with D.T.M. and L.M.S.(Nat). 

New Pay scale of Group A would be : 

Basic pay- Rs. 125/-10/- annually- Rs. 325/-

D.A. -25% of basic pay. 

Foodgrains allowance: Rs. 28/-

Servant Allowance as usual as at the garden Bonus - if declared for a year - as 
customary for the garden doctor. 

2. Group B :Ordinary non-graduates, such as: L.M. F, L.M.P and other registered 
doctors. 

New Pay scale of Group would be : 

Basic pay- Rs. 100/ -5-annually-Rs.250/-

D.A. -25% of the basic pay. 

Foodgrains compensation- Rs. 28/-

Servant allowance as usual at the garden. 

Bonus- if declared for a year- as customary for the garden doctor. 

Source : ITP A 1960. 
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APPENDIX-IS 

TEA GARDEN HOSPITAL 

Source: B.C. GHOSE, The Development of Tea Industry in the district of Jalpaiguri 1869-
1968, Calcutta 
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APPENDIX- 15( b) 

Group Hospital of Malangi 

Source : Private collection 1 0HPj r;... b;dfcJ 61k.o~ 
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APPENDIX- 16 

A Maternity and Child Welfare Clinic of tea garden. 

Source: B.C. GHOSE, The Development of Tea Industry in the District of Jalpaiguri 1869-
1968, Calcutta. 
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