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Abstract 
This study investigates the long-term impact of Christian 
missionary medical work in Villupuram between 1880 and 
1970, examining faith-based health initiatives contributed 
to the evolution of rural healthcare in colonial and early 
post-independence Tamil Nadu. Anchored in archival 
records, missionary hospital reports, district gazetteers, 
and oral testimonies, the research focuses on the American 
Arcot Mission’s medical outreach, including its 
establishment of dispensaries, maternity wards, leprosy 
care units, and training schools for nurses and midwives. 
Far from functioning solely as vehicles of evangelism, these 
medical missions engaged directly with the structural 
deficiencies in rural health infrastructure. This research 
argues that Christian medical missions in Villupuram were 
not marginal auxiliaries to evangelism but essential players 
in the historical transformation of rural health. Their hybrid 
legacy—combining Christian charity, scientific medicine, 
and vernacular outreach—helped redefine the meaning 
and delivery of healthcare in Tamil Nadu’s interior regions. 
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Introduction 
In the shaded courtyards of aging mission hospitals in Gingee, 
Tindivanam, and Tirukkoyilur, the stories linger—spoken in 
brittle Tamil by retired nurses, faded in the ink of baptismal 
registers, and etched in the architecture of colonial-era 
dispensaries that still bear the emblem of the cross. Field visits 
to these sites—once vibrant outposts of the American Arcot 
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Mission (AAM)—reveal not only the physical remnants of a 
medical past, but the social and moral ecosystems that 
surrounded them. These spaces served as thresholds where 
faith encountered fever, and healing was as much a 
theological act as it was a clinical response. The period 
between 1880 and 1970 witnessed a decisive turn in the health 
landscape of rural South Arcot (modern-day Villupuram), as 
Christian medical missions emerged as pivotal agents in the 
delivery of healthcare to socially marginalized communities. In 
regions long underserved by colonial government hospitals, 
missionary doctors and nurses—often foreign-trained but 
Tamil-speaking—established permanent medical 
infrastructure: maternity homes, leprosy asylums, general 
dispensaries, and mobile vaccination units. These 
interventions, while embedded in an evangelical framework, 
were not exclusively spiritual in intent; they were also 
profoundly material, addressing infant mortality, caste-
exclusion in healing, and the absence of trained female 
practitioners. Oral histories collected during fieldwork in 
settlements such as Perumbakkam and Kandamangalam 
record vivid memories of early Christian women nurses, 
trained at Voorhees-affiliated institutions, who offered 
childbirth assistance, distributed quinine, and administered 
cholera vaccines during outbreaks. For many Dalit households, 
these missions were the first point of contact with formal 
medicine, often offered without fee and with a dignity absent 
in state institutions or caste-based indigenous healing. 

The American Arcot Mission Hospital in Tindivanam, 
originally established as a small dispensary in the 1890s, grew 
by the mid-20th century into a regional center for surgery, 
maternity care, and nurse training. The interior walls of its 
chapel still carry memorial tablets for physicians who served 
“in faith and service” for decades. Government archives from 
the Madras Presidency Health Reports (1910s–1930s) testify 
to the complementary and at times superior outreach of 
mission hospitals compared to district medical services. What 
distinguishes the missionary medical enterprise in Villupuram 
is not merely the clinical service it rendered, but the ethics of 
care it sought to institutionalize: an integration of Christian 
moral discipline, scientific modernity, and vernacular social 
engagement. Despite critiques of conversion motives, the 
historical evidence—archival, material, and testimonial—
suggests that Christian missions filled crucial gaps in rural 
healthcare long before state-sponsored programs like the 
National Malaria Eradication Programme (1953) or Primary 
Health Centres (1952 onwards) became operational. This 
study, grounded in archival research and supported by field 
visits to mission hospitals, church compounds, and oral 
communities, seeks to reconstruct the medical history of 
Christian missions in Villupuram as both a public health 
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phenomenon and a cultural encounter. It interrogates how 
missionary healthcare not only shaped bodily well-being but 
also redefined the grammar of healing, charity, gender, and 
modernity in rural Tamil society. 

Christian medical missions transform rural healthcare in 
Villupuram  
The transformation of rural healthcare in Villupuram by 
Christian medical missions—primarily the American Arcot 
Mission (AAM)—was neither accidental nor peripheral. It was 
the outcome of a structured, faith-driven medical outreach 
that filled deep infrastructural voids left by both colonial 
neglect and caste-exclusionary indigenous medicine. By the 
1890s, the AAM had begun operating dispensaries in 
Tindivanam, Tirukkoyilur, and Gingee, targeting low-caste 
agrarian communities with minimal access to formal 
healthcare. These dispensaries soon evolved into full-fledged 
hospitals, some with inpatient wards, maternity units, leprosy 
cells, and surgical facilities. Mission reports reveal that over 
12,000 patients were treated annually at some centers by the 
1930s, a number exceeding that of many district-level colonial 
hospitals. Medical missions also deployed mobile clinics, 
delivering quinine, treating eye infections, and conducting 
childbirth interventions in hamlets disconnected from market 
towns. Their long-term presence fostered a health 
consciousness rooted in cleanliness, disease prevention, and 
female participation in caregiving—a vision far ahead of 
contemporaneous colonial public health measures. 
 
Caste-based discrimination missionary healthcare among 
Dalits  
Caste was a profound determinant of access to medical care in 
colonial Tamil society. Brahmin and Vellala vaidyas, as well as 
even many government doctors, routinely denied treatment 
to Dalits, or enforced spatial segregation and ritual 
purification. In stark contrast, Christian missions—guided by 
the egalitarian ethic of the Gospel—treated all patients equally 
and often recruited Dalit women as nurses and assistants. Oral 
testimonies from Perumbakkam and Thirunavalur villages 
recount how mission nurses bathed, fed, and treated Dalit 
patients in the same spaces as others, without ritual 
distinctions. This dignity, coupled with free service, made 
Christian hospitals not only popular but symbolically important 
in the struggle against caste-based humiliation. 

Christian nurses and midwives alter gender relations in 
medical care 
Christian missions made a decisive intervention in the 
gendered field of caregiving by recruiting and training Tamil-
speaking women, including those from lower castes, to serve 
as nurses, midwives, and compounders. This was a cultural 
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breakthrough in a society where professional medical roles 
were dominated by upper-caste males and where women, 
especially in purdah or high-caste homes, could not be 
examined by male doctors. The zenana missions, in particular, 
deployed trained female workers into secluded households, 
where they conducted childbirth assistance, hygiene training, 
and follow-up visits. The training facilities affiliated with 
Christian Medical College, Vellore, also admitted women from 
Villupuram and surrounding districts, many of whom returned 
as village health workers. This process elevated women's social 
position in at least two ways: it enabled their economic 
participation through salaried caregiving roles, and it 
legitimized their authority over matters of health, birth, and 
healing—domains previously circumscribed by patriarchal 
custom. 

Missionary healthcare balance medical care with evangelism 
While evangelism was undeniably one of the missions' 
intentions, archival and oral evidence suggests that medical 
care was not conditional upon conversion. Patients, 
regardless of faith, were not compelled to attend Bible 
readings or adopt Christian rituals. Indeed, many Hindu and 
Muslim families continued to use mission services for 
generations without ever converting. Hospitals typically 
included chapels and prayer halls, and morning prayers were 
common. However, patient memoirs and missionary 
correspondence often stress that service was rendered with 
humility and without coercion. For many villagers, especially 
Dalits and women, the act of being treated with respect in a 
clean facility was itself redemptive, irrespective of religious 
affiliation. This dynamic suggests a nuanced interplay of 
spiritual and secular motives—where faith inspired service, but 
medicine became the medium of ethical engagement, not 
religious pressure. 
 
Missionary hospitals interact with colonial public health 
institutions  
The relationship between missionary hospitals and the colonial 
state was complex—ranging from collaborative partnerships 
to subtle competition. In 1924, the Subsidized Rural Medical 
Relief Scheme (SRMRS) was introduced by the Madras 
Presidency, providing partial funding to mission-run 
dispensaries that offered free care to the rural poor. Several 
mission hospitals in Villupuram were incorporated into this 
scheme, receiving state-sanctioned grants and medicine 
supplies. Yet, field reports show that mission hospitals often 
outperformed their government counterparts in patient 
volume, cleanliness, and continuity of care. There were 
tensions, especially during epidemics, as missions were 
perceived to rival the colonial state in both influence and 
infrastructure. Nonetheless, in areas like vaccination, leprosy 
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care, and malaria outreach, the missions and the colonial 
public health departments shared records, strategies, and field 
agents. 
 
Health crises such as cholera, malaria, and leprosy 
The medical missions of Villupuram were front-line responders 
during multiple epidemic waves. In the cholera epidemic of 
1907, the Gingee Mission Hospital set up isolation tents 
outside the compound, administering oral hydration, 
morphine, and warm water baths. By 1931, these facilities 
treated over 800 cholera cases in less than a month. In leprosy 
treatment, missions pioneered segregated wards, 
administered early wound dressings, and provided food and 
housing, anticipating state-run schemes by two decades. For 
malaria, missions distributed quinine tablets and educated 
villagers about mosquito control, especially from the 1930s 
onward. Such actions garnered deep trust. Many elderly 
villagers today recall mission doctors as "saviors" during the 
big fevers, associating them with healing not only of the body, 
but of the household’s dignity. 
 
Oral histories provide about the enduring memory of 
missionary healthcare 
Fieldwork across Kolianur, Ulundurpet, and Kandamangalam 
unearthed vivid recollections of bullock-cart clinics, Bible-
prayer nurses, and free medicine in brown paper packets. 
Elderly women recalled their mothers received safe childbirth 
assistance, a rare event before mission midwives arrived. 
Importantly, the positive memories persist even among non-
Christian families, suggesting that the medical missions’ legacy 
transcended faith lines. These memories serve as alternative 
historical archives, offering perspectives on compassion, trust, 
and healthcare dignity unavailable in bureaucratic records. 
 

Women by missions differ from that of indigenous or 
government health providers 
State health services were typically male-dominated and 
urban-centric. Indigenous vaidyas often refused to treat 
women directly or limited interaction due to caste taboos. 
Christian missions reversed this pattern by deploying trained 
female staff to attend to women's health needs—especially in 
gynaecology, antenatal care, and childbirth. For example, field 
accounts from Gingee speak of midwives who carried sterilized 
instruments wrapped in white cloth, offered post-natal food 
suggestions, and returned after two weeks to check on both 
mother and child. These acts of continuity and emotional labor 
were absent from both indigenous and state care models. 
Medical training was made available to marginalized women 
in Villupuram 
Christian missions provided structured training programs for 
women from lower castes and poor backgrounds, beginning as 
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early as 1910. These courses—ranging from 6-month 
compounder apprenticeships to 2-year midwifery diplomas—
were often taught in Tamil, included clinical rotations, and 
awarded certificates that enabled employment in both mission 
and state settings. Graduates of these programs became first-
generation professional women in their villages, earning 
salaries and often supporting extended families. Oral accounts 
suggest that such trained women became role models, 
transforming both health outcomes and gender norms. The 
Bhore Committee Report (1946), which served as the 
blueprint for post-independence healthcare in India, 
emphasized integrated rural units, maternity care, and nurse-
led community health—all of which had already been 
implemented by missionary networks decades earlier. The 
early Primary Health Centres (PHCs) of Tamil Nadu replicated 
the mission hospital model: a central dispensary, a maternity 
room, living quarters for nurses, and community outreach. 
Several mission-trained women became nurses and midwives 
in government facilities after 1950, transferring both skills and 
ethos into the public system. Thus, the legacy of Christian 
medical missions is visible not just in memory or surviving 
buildings, but in institutional frameworks, training patterns, 
and health-seeking behaviors that continue to define Tamil 
Nadu’s rural health architecture. These side-heading framed 
inquiries reveal that Christian missionary medicine in 
Villupuram was not a peripheral activity but a pioneering 
transformation in the region’s social history. Their impact—
statistical, moral, and institutional—resides not only in patient 
ledgers or mission archives but in the health practices, 
professions, and oral recollections that still shape village life 
today. 
 
Conclusion 
This historical inquiry into Christian missionary healthcare 
efforts in Villupuram from 1880 to 1970 reveals a compelling 
narrative of institutional innovation, social inclusion, and quiet 
yet enduring transformation. Far from functioning merely as 
adjuncts to evangelism, medical missions in this region 
operated as structured alternatives to the absent or 
exclusionary health systems of both colonial governance and 
caste-based indigenous medicine. By establishing dispensaries, 
maternity wards, leprosy units, and nurse-training schools in 
underserved rural areas, missionary institutions laid the 
foundation for an early model of community-based, caste-
transcending, and gender-responsive healthcare. These 
institutions provided the first formal access to medical services 
for marginalized groups, particularly Dalits and women, at a 
time when both the colonial state and traditional practitioners 
largely excluded them. The presence of Tamil-speaking 
Christian women as midwives and caregivers not only 
challenged prevailing gender hierarchies but also catalyzed the 
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professionalization of rural health work. Crucially, missionary 
medicine in Villupuram achieved this without forcibly 
conflating healing with conversion. Field testimonies and 
institutional records alike attest to an ethos of compassionate 
neutrality: prayer and scripture coexisted with antiseptics and 
quinine, but neither overshadowed the urgent demands of the 
sick and the dying. Where the colonial state often prioritized 
control and sanitation over care and trust, missionary hospitals 
emerged as sites of moral legitimacy and grassroots health 
consciousness. Furthermore, these missions foreshadowed—
and in many respects informed—the design and delivery of 
Tamil Nadu’s post-independence public health model. From 
mobile clinics to midwife-led maternal care, many of the 
structures envisioned in the Bhore Committee Report (1946) 
had already been field-tested by missionary hospitals decades 
earlier. Their institutional memory, practices, and personnel 
were partially absorbed into the state health system after 
1950, marking a transition from faith-based initiative to 
secular institutionalization the Christian missionary medical 
enterprise in Villupuram was not simply an expression of 
Western philanthropy, nor a colonial appendage cloaked in 
benevolence. It was a locally adapted, socially embedded, and 
historically consequential force in shaping rural Tamil Nadu’s 
healthcare landscape. Its legacies—architectural, professional, 
ethical—continue to influence public health structures and 
community attitudes toward care. To understand this history is 
to recognize that the roots of India’s rural health 
transformation were not only bureaucratic or nationalist, but 
also missionary, vernacular, and deeply human. 
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