
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, 

63 



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 

67 



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 

76 



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 

86 



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 
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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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