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Abstract
A parallel development akin to the spread of trade “western biomedicine” (as it came to be known later) too entered, accom-
panied by both diplomatic and military missions beyond the expanding boundaries of British India. It formally entered the 
Sub-Himalayan Bengal region in the 1870s after the annexation of the Bhutanese Duars and was subsequently developed 
under the aegis of imperial rule. Other prevalent forces too played a part in the spread of the new medical system into the 
mountainous tracts, of which a substantial involvement was that of the Christian missionaries, a discrete if loosely linked 
force. The contributions of the Church Mission of Scotland in this region were deemed significant by the colonial govern-
ment. The enmeshing of the missionary and the medical with the political with special reference to the impact of new medical 
systems on the indigenous population of the region, medicine as a tool of proselytization by the missionaries, the contribution 
of women missionaries towards healthcare, advancement of dispensaries and hospitals, the impact of new medical systems 
on the indigenous population of the region, medicine as a tool of proselytization by the missionaries, the contribution of 
women missionaries towards healthcare, advancement of dispensaries and hospitals established in the process and the lega-
cies they left behind for posterity coinciding with the formation of the Church of Northern India (CNI) constitute the crux 
of the investigation.

Keywords  Scottish missionaries · Western medicine · Guild missions · Medical evangelism · Medical missionaries · 
Healthcare · Indigenous people

1  Introduction

An approach to contextualise the missionaries’ position in 
local society is to focus on the ethical context of healing 
and the construct of the ideal doctor in both cultures (Pir-
yns, 1986, pp. 142–143). The medical missionaries’ chari-
table provision and (generally) high ethical and professional 
standards assign the epithet of religiosity to the profession, 
shorn of the medical or the political aspects (Dhavanony, 
1987, p. 317). Considerable work remains to be done on 
the missionaries, including critical analysis of their writ-
ings, before we can hope to reach conclusions concerning 
such complex issues as their relationship to imperialism. 
One needs to1consider, for example, such diverse factors as 

their shared interests in modernity and ‘‘progress’’ on the 
western model and the common projection of their casualties 
as martyrs (Jala, 2002). However, we may analyse the role of 
Christian medical missionaries (principally those associated 
with the Church of Scotland) in introducing and develop-
ing western medicine in geographically inaccessible regions 
(Pable, 2004, p. 35).

The missionaries were the initial force behind the intro-
duction of Western medicine in places like Kalimpong 
and were also influential in southern Sikkim in the early 
period (Narjinari, 1970). They had provided educational 
and medical services in places where the government dith-
ered to enter; they were sent as emissaries to Bhutan and 
Tibet, where several government diplomatic missions failed 
miserably.

While this was certainly in agreement with the wishes of 
those states, the missionaries could be forgiven for think-
ing that they had been effectively exploited by the imperial 
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Government (Hanlon, 1991, p. 10). The reports purport that 
the government took certain missions into their confidence, 
and the Scottish missionaries were no exception to this. In 
most cases, their modus operandi was in conjunction and in 
co-operation with the British Government regarding educa-
tion and healthcare, and where the need of the hour was 
diplomatic help or political strategy, the government never 
hesitated to take missionary aid. This framework could be 
used to reread missionary activities in India or Southeast 
Asia.

During the latter half of the nineteenth century, health 
care in the Western world was radically transformed by a 
series of dramatic advances in the theory and practice of 
medicine. The emergence of this system in an era of Euro-
pean colonial rule, however, meant that its theory and prac-
tice were rapidly transmitted to colonial territories such as 
India, where the British had established a dominant presence 
in the eighteenth century, commonly known as “western 
medicine” in acknowledgement of its origins and in contrast 
to its indigenous counterparts. Akin to the spread of the ten-
tacles of trade, “western biomedicine” (as it became known 
later) too entered accompanied by diplomatic and military 
missions beyond the expanding boundaries of British India. 
It formally entered the Sub-Himalayan Bengal region in the 
1870s after the annexation of the Bhutanese Duars and was 
subsequently developed under the aegis of imperial rule. 
Other prevalent forces also played a part in the spread of 
the new medical system into the mountainous tracts, among 
which a substantial involvement was that of the Christian 
missionaries, a discrete, loosely linked force. The success of 
their evangelical efforts in India had hitherto been limited to 
the sphere of spreading Western education, but missionaries’ 
access to Western medicinal knowledge proved a powerful 
tool for increased intermingling with local society. Predi-
cated on this, the project attempts to investigate missionary 
endeavours, indigenous responses, and imperial rule in sub-
Himalayan Bengal.

2 � Objectives

The project aims to unravel the (i) intertwining of the mis-
sionary and the medical with reference to the administrative 
and territorial changes in this region, (ii) inquiring about 
the medical centres that were established sporadically (b) 
the nature of government and missionary medical initiatives 
whether they worked in conjunction if not incessantly in 
co-operation; (iii) whether both missionary and government 
medical initiatives followed the dispensary model of small 
biomedical centres initially.

This project sought to construct a brief history of (i) 
diseases prevalent amongst the indigenous population 
in the sub-Himalayas, (ii) the church missions involved 

in missionary endeavours and medicinal practices, (iii) 
impact of new medical systems on the indigenous popula-
tion of the region, (iv) medicine as a tool of proselytization 
by the missionaries, (v) the contribution of women mis-
sionaries towards healthcare, (vi) advancement of dispen-
saries and hospitals and their political implications.

The study constitutes an integral part of medical and 
imperial history, and the methodology adopted includes 
an empirical study based on factual evidence. The study is 
based on both primary and secondary data collected from 
different repositories: (i) the collection of primary data 
from different archival sources (ii) local church records 
and missionary records have been perused in Jalpaiguri, 
Kalimpong, Cooch Behar and Alipurduar District (iii) cor-
respondence letters between company officials and their 
superiors or private papers of health officials available in 
the libraries and archives in Kolkata, New Delhi, Assam, 
district records, archives and other repositories have been 
probed. (iv) Personal correspondences, including diaries 
and notebooks available in the missionary archives, (v) 
interviews with missionaries engaged in the Guild Mis-
sion Schools and the Presbyterian Church, (vi) the col-
lection of secondary and published sources from various 
repositories, including local newspapers, vernacular dai-
lies, and church periodicals. (vii) comparison of secondary 
sources with the data collated through fieldwork, includ-
ing interviews with the indigenous people of the region, 
particularly the Christian population, (viii) analysis of 
sources for constructing a brief history of diseases of the 
indigenous people residing in the sub-Himalayan region 
and the healthcare provided by the medical missionaries.

The objectives of the project and methodology have 
been executed under the following heads:

1.	 Introduction
2.	 Chapter 1–The Geo-historical location of Sub-Himala-

yan Bengal, its demographic profile, and the diseases 
prevalent amongst the indigenous population.

3.	 Chapter 2–Church Missions and Medical Evangelism 
harps on the Scottish missionaries of the region and the 
impact on the indigenous population of the region.

4.	 Chapter 3–Missionaries and their Medicine incorporates 
the hospitals, dispensaries, and other charitable bodies 
contributing towards health care in the region. When the 
hospital administration left, the availability of doctors 
was the need of the hour. Dispensaries and Hospitals 
founded and the legacies they left behind for posterity.

5.	 Chapter 4–Women Missionary Medics and their contri-
butions to healthcare in the region.

6.	 Concluding Remarks
7.	 Appendices – Photos, Statistics, Maps
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3 � Literature review

Several missionary groups from around the globe visited 
India frequently, but not all were British missions. Hence, 
they had to win the government's confidence to pursue their 
work in India. David Hardiman’s book offers interesting 
insights into issues of imperial and missionary activity that 
are applicable to many other parts of India and elsewhere in 
the world (Hardiman, 2008). We are also given nuanced per-
spectives of how the Bhils responded to, resisted, or sought 
solace in these religious, medical, and imperial phenomena 
appearing in their area. This is achieved through a chequered 
journey which witnessed the emergence of nationalist resist-
ance, the perils of the European war, the subsequent impe-
rial waning, and the post-independence years. The Mission 
and its hospital are evident through the prism of indigeni-
sation and dispersal. Early medical provisions were crude 
and knowledge was inadequate, but as professionalisation 
increased (along with the significant role of women), politi-
cal and social weaknesses became more evident. Mark Har-
rison looks for the theoretical, professional, and administra-
tive aspects of the development of public health in India and 
of course, the role of medical missionaries (Harrison, 1994). 
Kabita Ray engages with the medical missionaries in the 
Mission to Lepers, which played a significant role in provid-
ing refuge to them (Ray, 1998). Elizabeth Beilby reported 
the role of ‘dhais’ (traditional rural obstetrician) for child-
birth. Beilby referred to those ‘dhais’ as being essentially 
needful despite lacking proper medical knowledge (Beilby, 
1885, p. 176). So, a trained nursing system gradually devel-
oped in colonial India, guided by the medical missionaries 
(Singh, 2005). Sujata Mukherjee tells us the efforts of medi-
cal missionaries in the sphere of healthcare, especially for 
Indian women—medical assistance in childbirth, growth of 
medical education, involvement of British women in design-
ing health care for women of India, etc. (Mukherjee, 2017, 
p.191). In this regard, it is to be mentioned that in the 1850s, 
the Zenana Bible and Medical Missions started sending 
women missionaries and lady doctors.

For example, Dr. Clara Swain, the first female medi-
cal missionary, was sent to India in 1869. In 1880, another 
female medical missionary named Fanny Butler was sent to 
India. Fanny was taught at the London School of Medicine 
for Women (Arnold, 2000, p. 87). A few studies postulate 
that the nexus between missionaries and imperialism was 
profound. In their zeal for proselytization, they surrepti-
tiously prepared the ground for the legitimization of imperial 
rule (Dutta, 2018). Scholars have also emphasized that medi-
cal work was recognized as an important means of evange-
lism from the early days of Mission. ‘Clinical Christianity’ 
was not a simple ‘humanitarian gesture’ capable of healing 
the sick; in missionary hands, medical interventions were 
designed to Christianize people of other cultures and faiths 

by the end of the nineteenth century (Fitzerald, 2001). As 
Rosemary Fitzgerald has demonstrated, missionary endeav-
ours were focused on preaching the Gospel until at least 
the mid-nineteenth century (Fitzerald, 2001, p. 89). But it 
became increasingly apparent that the evangelical approach 
was failing to produce significant numbers of converts, and 
there was a growing debate among missionary strategists 
over the most effective means of winning converts (Fitzer-
ald, 2001, p. 90). Healing the sick had been an important 
part of Jesus’s ministry, and service to the suffering was an 
established Christian ideal. Therefore, a tradition of healing 
associated with Christian Mission began to take on a par-
ticular context in light of this debate.

However, the medical missionaries failed to eliminate the 
‘heathen’ ritual and practices which their Christian converts 
practised during times of illness (Hardiman, 2008, p. 28). 
Despite their success in some parts of South India, the medi-
cal missionaries hardly succeeded in their aims to be the 
catalysts of mass conversion, and their activities remained 
confined to the peripheries of Indian society (Basu, 2013). 
In a society like India, missionary women had an advantage 
over their male colleagues and were able to access women 
of the local communities, to whom male missionaries had 
no access (Basu, 2013, p.188). The early medical work for 
women in non-Western societies was initially of a tentative 
and experimental nature (Basu, 2013, p. 198). The mission-
ary orientation towards the medical care of Indian women 
only became possible when women missionaries began to 
work beyond the Zenana. After 1880, medical missionar-
ies who were single women trained professionally in medi-
cine came in large numbers in India (Gourlay, 2017). At the 
prompting of Queen Victoria, the Vicereine, Lady Dufferin, 
launched the National Association for Supplying Medical 
Aid to the Women of India (Dufferin Fund). Most of the phy-
sicians working in the Dufferin hospitals and dispensaries, 
located in the major towns and district headquarters, were 
female medical missionaries. The colonial administrators 
did not take direct responsibility for women’s healthcare and 
entrusted the same to the Dufferin Fund (Singh, 2000, p. 25).

Biomedical beginnings are also a part of imperial his-
tory in that the initial agents of change were mainly Euro-
pean colonial officials or Christian missionaries, and Alex 
Makay’s work demonstrates an important point often 
neglected – the extent to which imperial power was frag-
mented at local levels (McKay, 2007, p. 18). The British 
lacked the personnel, the financial resources, and the desire 
to constantly enforce their will in the face of resistance. The 
application of force was thus reserved for extreme cases, 
while constant displays of symbolic power were designed 
to foster an impression of overwhelming imperial strength. 
This included the deliberate cultivation of British prestige, 
which was seen as a weapon in the struggle to convince the 
indigenous people that resistance was futile.
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4 � Discussion

4.1 � The Geo‑historical location of Sub‑Himalayan 
Bengal

A brief survey of the objectives, methodology, and impor-
tance of the study and published historical research on the 
medical missionaries and the impact of their activities and 
medicine in the region under the purview of this study and 
elsewhere in India has been taken cognisance of at the very 
onset. It explores the geographical features and demographic 
profile of sub-Himalayan Bengal (see Fig. 1). It shows that 
the sub-Himalayan Bengal, also known as Bengal Duars or 
Western Duars, is a part of the Terai lowland belt between 
the Himalayas and the plain. The average altitude varies 
between 600 and 1200 m and is not as high as other moun-
tain ranges in the Himalayan range. The Himalayan foothills 
form the sub-Himalayan zone. The sub-Himalayan Bengal 
includes the northern part of West Bengal corresponding to 
the present districts of Darjeeling, Kalimpong, Jalpaiguri, 
Cooch Behar, Alipurduar, parts of Bhutan (Western Duars), 
Nepal (Terai region), Chinese-occupied Tibet, some prov-
inces of Assam, and the North East. The indigenous groups 
residing in the region are the Mech, the Rabhas/Bodos, the 
Totos, the Rajbanshis, the Bhutias, the Nepalese, the Lep-
chas, and Tibetans (Graham, 1897, p. 20).

The environment also imposed a clinical frontier of dis-
tinct zones of disease as observed in the study. Approaching 
the Himalayas from the south, the traveller passed through 
the ‘fever-ridden terrai’, where malaria and kala-azar were 
endemic. As the Himalayas were ascended, the risk of these 
fevers diminished with the increased altitude; malaria was 

not found above 5,000 feet, and kala-azar too reached only 
into the foothills. But new diseases appeared in the hills; 
goitre, for example, was endemic in many of the mountain 
valleys of the Himalayas, and tuberculosis became increas-
ingly common (Narjinari, 1971, pp. 48–49; Worboys, 1997). 
Above 10,000 feet, travellers were liable to be afflicted by 
altitude sickness, snow blindness, and severe sunburn. Thus, 
a correlation between disease and location was demon-
strated, although this was increasingly shown to be related 
to a variety of dietary, economic, and social conditions, as 
well as climatic and ecological factors (Brooks, 2001, p. 
41). It is difficult to isolate Himalayan parallels to studies 
demonstrating the ‘fatal impact’ of European expansion on 
local populations in such places as the Pacific islands and the 
Americas. Nor are there obvious parallels to those showing 
how, in British India, the spread of diseases such as malaria 
was stimulated as a consequence of environmental and men-
tal changes induced by canal-building. On the Indo-Tibetan 
frontier, a negative imperial impact on indigenous health 
patterns, while difficult to assess in the absence of any pre-
colonial statistics, seems limited (May, 2017). There are no 
indications that new diseases developed in this region as a 
consequence of European contact. Although the influenza 
pandemic of 1918–19 affected the entire region, Tibet was 
crossed by trade routes that linked it into a wider economic 
world, and any or all of the trading groups could have been 
the causative agents of its introduction.2

4.2 � Church missions and medical evangelism

It was observed that as a result of the revived interest in for-
eign missions created by the visit of Norman Macleod of the 
Barony and Dr. Watson of Dundee to the mission station of 
the Church of Scotland in, “The Mission to the Aborigines of 
Northern India” was founded in 1869. This Mission aimed 
at evangelising five aboriginal tribes of India, namely, the 
Lepcha, the Bhutia, the Nepali, the Mechi, and the Rajbanshi 
(Narjinari, 1920, p. 10; Bernard, 2000). Two German mis-
sionaries, Mr. Conrad Bechtold and Mr. Beutel offered their 
services to the Foreign Mission Committee of the Church 
of Scotland.3 The two young missionaries arrived at Dar-
jeeling on 31st January 1870 and immediately moved out 
to live among the Meches in Pankhabary near Siliguri and 
began to tour the Duars. Rev. Conrad Bechtold took pains 
to learn the Mechi language and subsequently translated 
three Gospels into the Mechi language (Manuel, 2014, p. 
197). He was then transferred to Assam and the missionaries 

Fig. 1   Map showing the study area in Sub-Himalayan Bengal, India

2  External B, File Nos, 1–4, various correspondence Oct. 1907, pp. 
1–7, National Archives of India, NAI.
3  Report of the Foreign Mission Committee, 1870, The Church of 
Scotland, Edinburgh p. 15.
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amongst the Meches and was heard of only in Christian mis-
sionary records in 1897 when Dr Graham appealed to the 
members of the Church of Scotland for volunteers to accept 
the works as an itinerating Chaplain to the planters and as 
a missionary among the coolies. It was observed that it was 
primarily the services of the Scottish missionaries that con-
tributed towards the development of Western biomedicine in 
this region. In 1829, the First Scottish Missionary to Bengal 
was Dr. Alexander Düff, headquartered in Kolkata. In 1859, 
Alexander Clark followed this with his headquarters in Gaya 
(Bihar).4 In 1865, Reverend William McFarlane joined Alex-
ander Clark at Gaya. Again in 1870, this was followed by 
Dr. Norman McLeon and Dr Watson, who opened a new 
Mission Station, Darjeeling, under the supervision of Rev. 
William McFarlane.5 Rev. McFarlane became the pioneer 
missionary to the indigenous tribes, leading to the closure 
of the Gaya Mission.6 In 1888, Rev. John Anderson Graham 
was appointed as the first Guild Missionary or Scottish Mis-
sionary or the Young Men's Guild Mission to Kalimpong 
(Lepcha, 2017, p.72). Figure 2 is the image of the Scottish 
Missionary at Kalimpong, captured during the fieldwork. 
Again, Fig. 3 shows Dr. Graham and his students in front of 
the Graham’s Homes. It was further observed that Christian 
missionaries attempted to build a complete social system 
in which converts embraced a new worldview imparted 
by their education and entered professions associated with 

Christian society and ideals – the church, education, and 
medicine.7 In an early example from the region under con-
sideration, for instance, Dingbu, a local convert (probably 
Lepcha), was trained as a compounder at the Charteris 
hospital in Kalimpong with the support of the St Stephen’s 
Guild in Edinburgh.8 He was later employed as both a com-
pounder and a catechist at Nimbong and Pemling in Kalim-
pong district. While these radical developments had begun 
earlier in the urban centres of colonial India, they were a 
late 19th-century phenomenon in the Himalayan regions 
under missionary influence, as indeed was the development 
of the category of ‘medical missionaries.’9 It was further 
observed that missionaries posted in the remote areas had 
always been expected to treat themselves and their families 
when they fell ill, just as they were expected to educate their 
own children.10

4.3 � Missionaries and their medicine

The impact of the new medical system on the indigenous 
population of the Himalayas constitutes the crux of the third 
chapter. It was observed that it was initially very limited, 
and its uptake was slow and notably selective. However, it 
increasingly gained popularity with the local populace, and 
aspects of biomedical practice were adapted to local con-
ditions and cultures, and its structures and personnel were 
gradually indigenised in the later twentieth century.11 It was 
further observed that the origins of the systematic transfer 
of Western medicine to the Himalayas are to be found in 
three factors that began to converge in the 1870s. Firstly, 
the conjunction of scientific and medical advances in the 
metropolis; secondly, the political circumstances in Brit-
ish India; and, finally, the increasing use of medicine as a 
conversion strategy by missionaries. In the twentieth cen-
tury, the influence of the missionaries slowly faded, but the 
imperial government continued to use medicine as a political 
weapon in the region until the British withdrew from South 
Asia in the late 1940s.12 Their role was then inherited by the 
new governments of India and China.13

Fig. 2   Scottish University Institute (Photo courtesy: collection from 
field work)

4  External A, File Nos. 40–46, J.C. White to Government of India, p. 
6. NAI.
5  Secret E, May 1906, File Nos. 47–76, Captain Steen’s Shigatse 
diary entry, 26 February 1906, pp, 10–13. NAI.
6  Secret E, File Nos. 375–389, Dept. Political, Branch, Foreign. J.M. 
Holmes, Government of United Provinces to (Indian Foreign Min-
ister) Sir Louis Dane, 25 April 1907; file note by R.E. Holland, 29 
April 1907, pp. 10–15.
  NAI.

7  Minutes of the Church of Scotland Foreign Mission Committee 
[Edinburgh] 1898–1902, 1902, pp. 171, 304, 392.
8  Ibid., p. 304.
9  Ibid., p. 392.
10  Eastern Himalayan Church News, XI.3, October 1965, 43; in the 
1930s, voluntary patient contributions to the 10th mile Tibetan dis-
pensary in Kalimpong exceeded the costs of running the centre; Fader 
2004, pp. 230–35.
11  Ibid., p. 230.
12  Ibid., p. 233.
13  Charteris hospital to Indian Government, 1 August 1972, letter 
in possession of the Rev Subha (Darjeeling); Darjeeling Diocesan 
Church News: October 1974, IV., pp. 11–12.
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4.4 � Women missionary medics

The Women’s Guild took up the medical part of the Mission 
in 1891, built the Charteris Hospital, and sent Dr. Ponder 

in 1893 and Miss Ponder as nurse in 1895.14 Its members 
comprised of women, “Who are engaged in the service of 
Christ in connection with the Church, or desire to give help 
to any practical Christian work in the parish, as well as 
who are receiving Christian teaching and looking forward 

Fig. 3   a Dr. Graham with 
students of Graham’s Homes 
at Kalimpong, b Dr. Graham in 
front of the Graham’s Homes, 
and c Dr. Andrew Graham and 
his wife, Mrs. Katherine Gra-
ham at Graham’s Homes (cour-
tesy: Dr. Graham’s Homes)

14  Report of the Native News Papers for the Week ending the 15 
March 22, 1900, pp. 4–5, NAI.
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to Christian service”.15 The Women’s Guild found in the 
Charteris Hospital an outlet for a small part of the mission-
ary enthusiasm of its 380 branches with 26,401 members, 
but the work at Kalimpong gave, as in the case of the Young 
Men’s Guild, an object for focusing its united interest and a 
stimulus to its wider diffusion.16

Dr. Ponder, the medical missionary in charge, was a 
tea planter in the district for many years before he stud-
ied medicine at Edinburgh University. As observed in the 
fourth chapter, his sister, Miss Ponder, was sent in 1895 
by the Woman’s Guild to help him as a missionary nurse. 
Miss Ponder was assisted by a Bengali nurse.17 Three native 
nurses were employed, and an endeavour had been made 
to teach them ward duties. They were also trained to work 
in the surgical wards.18 During 1899 Nurse Ponder's letters 
tell of many interesting cases, and of a beginning which she 
had made in training ayas or nurses for help in the hospi-
tal.19 Miss Pirrie, D.C.S., who had trained her in the Dea-
coness Hospital, wrote the beautiful memorial tribute which 
appeared in the Woman's Guild Supplement to Life and Work 
for December 1909 in appreciation of Nurse Campbell, who 
had succumbed to typhoid fever. To fill Nurse Campbell's 
place, Nurse Elizabeth Brodie was appointed and began 
work in 1910. Statistics for this year give the number of 
out-patients as 15,944, the number of in-patients 327, and 
the number of surgical operations as 187.20 With the money 
raised in memory of Nurse Campbell, the veranda on the 
women's side of the hospital was enlarged. During 1911, 
efforts were made to secure the services of a Lady Medi-
cal Missionary, who would act as a colleague to Dr Digby 
Roberts, and help with the medical work required for the 

St. Andrew's Colonial Homes.21 Towards her salary the St. 
Andrew's Homes' Committee agreed to give £100, while the 
Woman's Guild offered to supply the balance.

It was further observed that statistics for the year indi-
cated out-patients as 16,364, in-patients as 462, and the 
surgical operations as 306, which was quite a substantial 
number.22 The fourth chapter also showcases the founding 
of a chain of dispensaries and hospitals that contributed to 
healthcare in this region. The government showed its con-
fidence in the Mission by giving a large grant to build the 
hospital, and it had handed it over to Dr Ponder.23 From 
Dr. Ponder's Report for the whole year, 1895, we learn that 
the number of out-patients, including those who attended 
the Catechists, has been 13,446, and that the number of in-
patients has varied from 13 in one month to 22 in another.24 
In this Report, Dr. Ponder recounted his medical class, in 
which students are trained for the work of compounders 
and dispensers.25 Three of his students had qualified for the 
government entrance examinations (Arnold, 1993). Among 
these one notices the names of some who were doing excel-
lent work for the Mission at several stations. In the course of 
the year a new Dispensary was opened at Pedong, a station 
about thirteen miles from Kalimpong (Bray, 1992). A class 
was conducted in which the compounders were prepared for 
the government entrance examinations (Bray, 1992, p. 370). 
During Hospital hours they were employed in compound-
ing and dispensing and out-patient dressing. They also had 
subordinate charge of patients in the male wards, attending 
to all the dressings and medicines (Bray, 2005). They con-
ducted the ward services, and during the ordinary routine of 
ward work, they discussed with the patients what had been 

Table 1   Patient Statistics of Charteris Hospital (1895–1911)

(Data culled from archival sources)

Year Out-Patients In-Patients Surgical Ops Key Developments

1895 13,446 13–22/month – Dr. Ponder’s Report; Pedong dispensary; compounder training
1910 15,944 327 187 Nurse Brodie appointed; veranda enlarged
1911 16,364 462 306 Govt. grant; demand for Lady Medical Missionary

15  Ibid., p. 25.
16  Ibid., p. 33.
17  Eastern Himalayan Church News, 1970, vol No.,16.2, p. 25.
18  Part A, External, Dept. Political, Branch, Foreign, various corre-
spondence, May 1908, NAI pp. 46–49.
19  Evangelical Presbyterian Church, Sikkim: Millennium Celebration 
Year 2000 Souvenir, Evangelical Presbyterian Church, Sikkim, 2000, 
p. 8.
20  Part—A, External, Dept. Home, Branch, Foreign, May 1908, J.C. 
White to Government of India, 14 October 1907. p. 46–49.

21  Proceedings, Dept. Home, Branch, Foreign, March 1905, Report 
of Captain H.J. Walton, 22 September 1904, pp. 1–7. NAI.
22  Minutes of the Church of Scotland Foreign Mission Committee 
1903–06: 101, ‘Regulations regarding medical missionary’ [sic]. Dep 
298, p. 13.
23  Eastern Himalayan Church News, XI.3, in the 1930s. October 
1965, p. 43.
24  Charteris hospital to Indian Government, 1 August 1972, letter 
in possession of the Rev Subha (Darjeeling); Darjeeling Diocesan 
Church News: October 1974, IV.2: 11–12, p. 114.
25  Personal diary of Dr. Ernst Schaefer, 1938–39, reference courtesy 
of Dr. Isrun Engelhardt; cf; the Tibetan proverb ‘There is no answer 
to an order, there is no medicine for death’; O’Malley 1999, p. 41.
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read in tracts or heard at the church services.26 Of the three 
qualified in October, one was doing valuable work in Sik-
kim, vaccinating. In the course of his Report for 1900, Dr. 
Macdonald spoke of smallpox as raging in Sikkim, and of 
the excellent services rendered by the Rev. Mr. Macara in 
carrying out a vaccination campaign; also of an epidemic of 
cholera in the months of May and June, which carried off its 
victims in most cases in a few hours (Craig, 1984). It was 
also observed that the increase of Bhutia patients had been 
the most striking feature of the year, 1902 which clearly 
indicated that the indigenous people were seeking treatment 
in these hospitals (Craig, 1984, p. 12). Table 1 depicts the 
Patient Statistics of Charteris Hospital between 1895 and 
1911.

The missionaries mediated modernity through a reli-
gious worldview and social framework, which may have 
proved particularly appropriate for the outcaste and tribal 
groups that made up the overwhelming majority of Him-
alayan Christian converts.27 These groups were able to 
advance their social status considerably as a result of their 
knowledge of Western systems, which qualified them for 
employment at the schools and dispensaries established by 
the missions and government.28 Similarly, the education 
of women produced a new class of literate women who 
were to create new economic spaces in Himalayan society 
as nurses, teachers, and clerical workers (Gorai, 1996).29 
Existing gender relations were thus irrevocably altered by 
the new missionary strategies, with women able to enter 
(comparatively) powerful positions in biomedical structures 
(Maliekel, 2002). In conjunction with similar developments, 
predominantly in urban areas, where the colonial govern-
ment introduced education and public health initiatives, the 
indigenous spheres of education and health were radically 
altered. While these radical developments had begun earlier 
in the urban centres of colonial India, they were late 19th-
century phenomena in the Himalayan regions under mission-
ary influence, as indeed was the development of the category 
of ‘medical missionaries’(Alier, 1977). Missionaries posted 
in the remote areas had always been expected to treat them-
selves and their families when they fell ill, just as they were 
expected to educate their own children. The effectiveness of 
medicine – and education – as tools for gaining access to the 
indigenous peoples that alerted the missionaries to their use 
as a conversion strategy within Christian ideals of charitable 
service (Basumatary, 2017).

There was a widespread notion that Christian missions 
tended to denationalise their converts or rob them of their 
space. That could be an accompaniment in some cases, as 
the missionaries purported, and defensively claimed that 
it was not the consequence of Christianity (Basumatary, 
2017, p. 15). Sir Charles Elliott, the lieutenant governor of 
Bengal, in a thanksgiving service address commemorating 
the twenty-fifth anniversary of Mr Macfarlane’s arrival in 
Darjeeling, was sanguine that Christianity had flourished 
in the Kalimpong district and that it had been fostered and 
furthered by the fact that the subdivision was a government 
property:

Here we have scattered over the district bodies of cul-
tivators who have in no way altered from the manner of 
life of their forefathers, and who not only have livelihood 
independent of the Mission, but who also are themselves, in 
many cases, active Christian workers. It is a great satisfac-
tion to know to what an extent Christianity has flourished 
in the Kalimpong district, and that it has been fostered and 
furthered by the fact that the sub-division is a Govern-
ment property, and so no intermediary stands in the way of 
the social and moral improvement of the cultivators there 
(Basumatary, 2017, p. 16).

This optimistic statement further impetuses the mission 
activities and clearly indicates the symbiotic relationship 
that the government shares with the missionaries at certain 
junctures (Basumatary, 2017, p. 17). In educational, medical, 
and social matters, the Mission cooperated with the govern-
ment and received the desired amount of support in return 
for its activities. On the other hand, the government main-
tained a significant amount of neutrality in religious matters. 
In this context, Sir Charles Elliott, during another address 
in Darjeeling, summarised the governmental proclivities on 
the matter in the following words:

As the head of the government, I feel that the missionar-
ies are, so to speak, an unrecognised and unofficial branch of 
the great movement in which we are all engaged, and which 
alone justifies our presence in the country. They occupy a 
field that the government officers are unable to take up. We 
are doing great work in spreading the blessings of civilisa-
tion, securing life and property, teaching the rule of law, 
and encouraging the growth of education. Still, we cannot 
directly touch on religious subjects. By the orders of the 
Queen and the general fitness of things, we are prevented 
from proselytizing. In religious matters we must perforce 
treat all alike, and allow no more consideration for one faith 
than for another: and yet we know right well that the only 
hope for the realization of our dream, and for the true eleva-
tion and development of the people, lies in the evangeliza-
tion of India, and we know that the people who are carrying 
on his work are the missionaries. They are filling up what is 
deficient in the efforts of government, by devoting their lives 

26  Ibid., p. 249.
27  Ibid., p. 13.
28  A Hundred Years of Missionary Life in Bengal. 1860–1960, Cal-
cutta Orphan Press, Calcutta, 1961, pp. 35–40, NAI.
29  Daddy Graham’s Homes, The Team, Union Press Pvt. Ltd., Kath-
mandu, 2000, p.25. Also see, Gorai, 1996, pp. 13–15.
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and labours to bringing the people of India to the knowledge 
of Christ (Piryns, 1986).

The needs of Sub-Himalayan Bengal were very clearly 
efficient Hospitals and fully qualified doctors. It was scarcely 
surprising that the Women's Guild, in seeking to develop its 
life in missionary directions, should have been led to pro-
vide the necessary help which seemed to be so essential. 
Towards the building of the hospital, the Government of 
India had agreed to give one-half the cost. The Woman's 
Guild set itself to raise the other half and provide a lady 
doctor.30 A Women's Guild tributary took up cudgels to fulfil 
the mission work.31 The Government gave grants, and the 
Government and the Mission worked in co-operation. Vari-
ous dispensaries were also opened, like the one in Pedong, 
which was opened in 1897 and was placed under a native 
compounder cum catechist, trained by the Scottish mission-
ary doctors. Since leprosy was also rampant at that time 
and since it was not right to keep the lepers in the hospital 
together with the other patients, a Leprosy hospital was also 
built later with its own church nearby. In connection with 
the leper wards, significant developments had occurred since 
they were initiated around 1914 (Perry, 1997, p. 48). The 
number treated during 1928 was 57, compared with 25 in 
1927. The largest number in hospital at one time was 43 
(Rai, 2011). Of the admissions, 20 came together in one 
party from Bhutan (Rai, 2011, p. 33) (Table 2). Although a 
considerable part of their journey was via Assam by train, 
the block was opened entirely free of debt, and towards 
its equipment, generous gifts of Rs. 1000 each were given 
by Lord Lytton, Kumar Tobgay Dorzi, and the Darjeeling 
Improvement Fund through the Deputy Commissioner.32 
Another new building opened during the year was a dis-
pensary in the marketplace. This was rendered possible by 
a legacy of Rs. 1750 left to the hospital by one of the local 
Indian Christians, and they used to travel for twenty days 
(Manuel, 1914, p. 133). There were then 17 wards for lepers, 
of which 9, and a workers' house, were erected during the 
previous year (Manuel, 1914, p. 169).

The last British doctor who served Charteris Hospital was 
Dr. Craig Duncan, but there are no doctors of foreign descent 
today. The hospital has served the local people for more than 
eighty years. In 1972, the hospital was demolished except 
for the surgical ward. In 1973, it was handed over to the 
Bengal Government and became known as the Kalimpong 
Sub-divisional hospital, and has now been rechristened the 
Kalimpong District Hospital.33 The services of the Hospital 
and other healthcare measures of the Scottish Mission would 
be left for posterity to judge.

5 � Concluding remarks

Conclusively, the Scottish Mission’s advent in India initiated 
the foundations of missionary work in the Eastern Himala-
yan region and in Kalimpong in the Darjeeling district in 
particular. Its primary objective was to evangelize Tibet, but 
when it failed to do so, the Scottish missionaries had to con-
fine their activities to the strategic towns of Kalimpong and 
Darjeeling (Graham, 1897, p. 10; Jain, 2021, p. 8; Graham, 
2021). There were several failed attempts by diplomatic mis-
sions to woo the Tibetan Government into initiating bilateral 
trade relations (Jain & Piryns, 1986). Eventually, the Young 
Men’s Guild was popularized, followed by the emergence of 
the Women’s Guild in 1887 (Jain & Piryns, 1986, p. 166).34 
The former became a forthright and active force. The same 
conference proposed that the Guild should be allowed to 
delve into Foreign Mission work to realize its full potential 
(Jain & Piryns, 1986, p. 167). For twenty-five years, the 
Foreign Mission of the Young Men’s Guild of the Church of 
Scotland had pursued its work among the Eastern Himalayas 
with missionary zeal.

The Christian medical men and their sojourns in the foot-
hills and mountain tracts constituted an intriguing inquiry 
into the right to access to universal healthcare sanctioned by 
Christian piety, coupled with their myriad experiences pep-
pered with the indigenous healthcare practices they encoun-
tered, some tantamount to ‘heathen practices’ and often 
impervious to change (Fitzgerald, 2006). Since Western 
medicine was attributed a higher status for being representa-
tive of a rational and progressive science, the missionaries 

Table 2   Treated patients in the Leprosy Hospital (1927–1928)

(Data culled from archival sources)

Year Total Treated Observations

1927 25 No significant observation
1928 57 20 patients came together from 

Bhutan; expansion to 17 
wards

30  “Women’s Guild Supplement, Life and Work,” November, 1906, 
p. 116.
31  Ibid., p117.
32  Life and Work”, Magazine of the Church of Scotland, 1882–1905.

33  Life and Work, September,1895, pp. 25–33.
34  The Church of Scotland Guild was a movement within the Church 
of Scotland which invited and encouraged both women and men to 
commit their lives to Jesus Christ and enabled them to express their 
faith in worship, prayer, action and fellowship. The Foreign Mission 
Committee was formed by the Church of Scotland in 1824. The first 
missionaries were commissioned to India in 1829 by the Church of 
Scotland. Professor Charteris and the Rev. William Robertson was 
appointed by the Guild Committee to present their reports before the 
Foreign Mission Committee.
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donned this new identity of being the healers of both the 
body and the mind. The Scottish missionaries attempted a 
harmonious combination of the medical and theological for 
the sub-Himalayan Bengal region (Hardiman, 2008). This 
was a quest for achieving competence in both domains. The 
colonial state’s attempt to regulate and erase many of the 
‘native’ medical practices received unreserved support from 
the Christian medical missionaries. The missionaries defined 
the cultural terrain of India in terms of their own understand-
ing of the ‘cultured’ and the ‘uncivilized’ (Kumar, 2001; Das 
& Dutta, 2021). The Christian missionaries worked with the 
colonial power to bring western biomedicine to the doorstep 
of the ‘unfortunate natives (Singh, 2000).

Acknowledgements  I gratefully acknowledge the generous financial 
support of the Indian National Science Academy (INSA), New Delhi, 
for making this research possible. I am also thankful to my home insti-
tution, Rabindra Bharati University, for providing me with the institu-
tional support and encouragement needed to pursue this work.

References

Alier, K. L. (1977). Role of the church in the mobilisation of chris-
tian resources in North East India. The North India Churchman, 
7(1), 6–8.

Arnold, D. (1993). Colonizing the body: State medicine and epidemic 
disease in nineteenth-century India. University of California 
Press.

Arnold, D. (2000). The New Cambridge history of India: Science, 
technology and medicine in Colonial India (Vol. 3). Cambridge 
University Press.

Basu, R. S. (2013). Healing the sick and the destitute: Protestant 
missionaries and medical missions in 19th and 20th century tra-
vancore. In D. Kumar & R. S. Basu (Eds.), Medical encounters 
in British India (pp. 87–207). Oxford University Press.

Basumatary, A. (2017). Bodo christians, the bodo movement. Indian 
Society for Promoting Christian Knowledge.

Beilby, E. (1885). Medical Women for India. Journal of the National 
Indian Association, 176

Bernard, T. B. (2000). Footprints of the first one hundred years: the 
Kalimpong homes. Mani Printing Press.

Bray, J. (1992). Christian missionaries on the tibetan border: the 
moravian church in poo (Kinnaur), 1865–1924. In Tibetan Stud-
ies: Proceedings of the 5th seminar of the International associa-
tion for Tibetan studies, Narita 1989, edited by S. Ihara and Z. 
Yamaguchi, vol. 2, 369–75. Narita: Naritasan Shinshoji

Bray, J. (2005). Early protestant missionary engagement with the 
Himalayan region and Tibet. In Ladakhi Histories: local and 
regional perspectives, edited by John Bray, 249–70. Leiden: 
Brill.

Brooks, B. T. (2001). Footprints of the first one hundred years 
(1900–2000): The Kalimpong homes. The OGB’s association of 
kalimpong grahamites, association of Sikkim, and the London 
OGBs Association U.K.

Chawla Singh, M. (2000). Gender, religion and ‘Heathen Lands’: 
American missionary women in South Asia (1860s–1940s). 
Routledge.

Chawla Singh, M. (2005). Women, mission and medicine: Clara 
Swain, Anna Kugler and early medical endeavors in Colonial 

India. International Bulletin of Missionary Research, 29(3), 
128–133.

Craig, A. (1984). A Scot in Sikkim. Edinburgh: Board of World Mis-
sion and Unity.

Das, S., & Dutta, A. K. (Eds.). (2021). Dreadful diseases in colonial 
Bengal: Cholera, malaria and smallpox. Primus Books.

Dhavanony, M. (1987). Lay people and the inculturation of the gos-
pel. Omnis Terra, 194, 317.

Dominic, J. (2002). Mission among tribals: An assessment. Mission 
Today, 49(4), 314–315.

Dutta, P. (2018). Health and healing in Colonial Bengal: The chris-
tian missionaries and the imperial impact. Vidyasagar Univer-
sity Journal of History, 6, 87–89.

Fitzgerald, R. (2001). “Clinical christianity: The emergence of medi-
cal work as a missionary strategy in Colonial India, 1880–1914. 
In B. Pati & M. Harrison (Eds.), Health, medicine and empire: 
Perspectives on Colonial India (pp. 88–136). Orient Longman.

Fitzgerald, R. (2006). Making and moulding the nursing of the 
Indian empire: Recasting nurses in Colonial India. In A. Pow-
ell & S. Lambert-Hurley (Eds.), Rhetoric and reality: gender 
and colonial experience in South Asia (pp. 185–222). Oxford 
University Press.

Gorai, D. C. (1966). Primary Health Care, A Christian Mandate. The 
North India Church Review, 26,  6:13–15.

Gourlay, J. (2017). Piety, profession and sisterhood: medical women 
and female medical education in nineteenth-century India. K.P. 
Bagchi & Co.

Graham, J. A. (2021). On the Threshold of Three Closed Lands: 
The Guild Outpost in the Eastern Himalayas. Originally pub-
lished 1897. Edinburgh: R & R Clark. See also Sandip C. Jain. 
Kalimpong, Where the Mules Quenched Their Thirst. Siliguri: 
Darpan Publication.

Graham, J. A. (1897). On the threshold of three closed lands: The 
guild outpost in the Eastern Himalayas. R & R Clark.

Hanlon, K. J. (1991). Paul: Pastor of communities for today. St. 
Paul Publication.

Hardiman, D. (2008). Missionaries and their medicine: A Christian 
modernity for Tribal India. Manchester University Press.

Harrison, M. (1994). Public health in British India: Anglo-Indian 
preventive medicine, 1859–1914. Cambridge University Press.

Jain, S. C. K. (2021). Where the Mules Quenched Their Thirst. Kalim-
pong: Sandip C. Jain.

Kumar, D. ed. (2001).  Disease and Medicine in India: A Historical 
Overview. New Delhi: Tulika Books, (Reprint edition, 2012). 
ISBN 978-93-82381-05-1.

Lepcha, C. K. (2017). The Scottish mission in kalimpong and the 
changing dynamics of lepcha society. In M. Viehbeck (Ed.), 
Transcultural encounters in the Himalayan BORDERLANDS: 
Kalimpong as a ‘Contact Zone’ (pp. 77–91). Heidelberg Uni-
versity Publishing.

Maliekel, G., & Christoph B. (2002). “A Realistic Missionary 
Leader.” Mission Today 4 (1–2): 19–32. Shillong: Sacred Heart 
Theological College, Vendrame Institute Publications.

Manuel, D. G. (1914). A gladdening river: Twenty-five years’ guild 
influence among the Himalayas. R & R Clark.

May, A. (2017). Our Miniature Heaven: Forming Identities at Dr. 
Graham’s Homes. In Transcultural Encounters in the Himala-
yan Borderlands: Kalimpong as a “Contact Zone”, edited by 
Markus Viehbeck (pp. 55–69). Heidelberg: Heidelberg Univer-
sity Publishing.

McKay, A. (2007). Their footprints remain: Biomedical beginnings 
across the Indo-Tibetan frontier. Amsterdam University Press.

Mukherjee, S. (2017). Gender, medicine, and society in Colonial 
India: Women’s Health Care in Nineteenth- and early twentieth-
century Bengal. Oxford University Press.



348	 Indian Journal of History of Science (2025) 60:338–348

Narjinari, H. C. (n.d). A brief history of the mech church (1870–
1970). Report of the foreign mission committee, Church of 
Scotland.

Pable, M. (2004). Evangelising in a troubled church. Pastoral Life, 
53(6), 34.

Perry, C. (1997). Nepali around the world: Emphasizing Nepali 
christians of the Himalayas. Ekta Books.

Piryns, E. D. (1986). Theological foundation of mission: towards a 
deeper missionary consciousness. Japan Missionary Bulletin, 
40(2), 142–143.

Rai, J. S. (2011). Scottish universities’ mission institute (1886–
2011): A compendium. Sumite, 54, 32–41.

Ray, K.  (1998).  History of Public Health: Colonial Bengal (1921-
1947), K P Bagchi and Company, 39290296.

Worboys, M. (1997). A disease of civilisation: Tuberculosis in Brit-
ain, Africa and India, 1900–39. In L. Marks & M. Worboys 
(Eds.), Migrants, minorities and health: historical and contem-
porary studies (pp. 93–118). Routledge.

Publisher's Note  Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

Springer Nature or its licensor (e.g. a society or other partner) holds 
exclusive rights to this article under a publishing agreement with the 
author(s) or other rightsholder(s); author self-archiving of the accepted 
manuscript version of this article is solely governed by the terms of 
such publishing agreement and applicable law.


	Medical missionaries and health care in Sub-Himalayan Bengal, c. 1870s–1970s
	Abstract
	1 Introduction
	2 Objectives
	3 Literature review
	4 Discussion
	4.1 The Geo-historical location of Sub-Himalayan Bengal
	4.2 Church missions and medical evangelism
	4.3 Missionaries and their medicine
	4.4 Women missionary medics

	5 Concluding remarks
	Acknowledgements 
	References




