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By - Dr.J.R.Bhatia

Henry-R.Zimer (1948) and P.Kutumbiah(1958) have put forth evidence

to suggest that in Emperor Ashokas' time,2000 year ago, official health
services for the people were regicralised and integrated at the point
of delivery,

Lord Dawson of Penne (1920) set forth regionalised health centrs concept
which had been experimented with in some of the European and Americen cities
since the beginning of the 20th Century Parry,R.H.(1949) has revicwed these
efforts. Following Dawson Report, a special Governmental Corissi-n proposed
that comprehensive care units be established in regicnal patterns arcund base
hospitals in order te¢ obtain maximum utilisaticn of persomnel and resources,
without duplication.

About the sare time and followinz Russian Revolution in 198, health services
in Russia were completely reorganised on regionalised hasgis,with integraticsn
of curative and preventive services at all levels and primary emphais on
preventicn of disecases, as corner-stones of the services. Details of the se
services as they have developed to-date are available in WEO,Public Health
paper No.35(1960).

European Confzrence on Hural Hygiene(1931) defined health centre as

Institution for the promotion of health and welfare of the peorle in a given
area which seeks to achieve its purpose by grouping under one of or coordinating
in some other manner under the directicn of the health officer, all the ;
health work of that area together with such welfare and relief organi sationg

as may be related to the general public healtl work", The Confcrence

further recomuended that where a modern public health orgenisation is to be
created in a new territary; the health enire, as defined above,ic the best
method of attaining the desired result¥.

Jacocks(1933) reviewed and elaborated the concept of Qemonstration health
health @ntres organised by Rockefellor Foundation in Ceylon and later in
India. These centres organised only preventive health services(The ccncept was
imported from city Health Centres in U.S.4.)

John B.Grant started teaching health Centres in several Lsian ccuntries
includinz India(e.g.Singur).Special features of these centres were
comprehensive health services,use of these centre for educaticn of physicians
and. other members of health ®am and traininz of village youth to work as
voluntar; health workers.Details of this concept are available in"Health Care
of the Cerrmnity".

The Bhore Committee(1946) recom-ended a regi.nalised system of health
services in India, providing comprehensive health services based on health
centres and sub-centres in rural areas. A special feature of tiis report is
that it recommended that all health services be tax supported and manned

by fully salaried personnel. Another inportant feature of this report is “he
emphesis on the production of "social rhysician''- a 'basic docton!,

Health Yervices in Britain(1968) describes the details of Nati-nal Healih
Services in HEngland which started in 1948, organised. on the principle of
regionalisation, the service is comprehensive,tax suprorted and almost iree,
Special feature is choice of -hysician by the patient and vice verse.It is,
however, not as integrated or prevention oriented as USSR services,
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9. Health Services in Burope (1965) describes Yugoslav Health berrices
organised and developed in the fiftees. The servies are com rehensive
and inte_ rated ani based on the principle of regionali smtior.pecial
feature is cempulsory health insurance of the total populati:n. A very
interesting aspect is that the ®rvices are self-supporting, self-managed
and locally financed.

10. Dutt,P.2.{1262) describes development of Frimary health entrcs in India
imediately after independence and in the ninteen fiftees ac = integral
part ofcommunity Development programme, echoing and elaborating the
idea mentioned in para 4 above. This movementimplemented the prineiple of
regicnalisation in the field of health for the first time. [n comtemporary
India experience with primary health entres has underlined the need for
profesgional and admini strative intesration of health activities and
functions and for making the services gufficiently comprehe:rsive.

11, BHealth Survey and Planning Committee (1262) found the quality of servioces
organised by Primary heal th entre inadequate and advised strengthecing of
existing PFCs. Before new centres are established. They also erphasized the need
for strengthening sub-divisional and district hospital se that ticy may effective
functicn as referral centres.

12, Chadha Committee(1963) heldthe view that maintenance rhau: of national
C..C. Prozrarxe is the responsibility of the general health erv.oss,which shevl
be adequately sirengthened particularly in rural aeas.They recom ¢-d ed iztegration
of nation C.D.C. programmes with basic health services, includin; 7.P. and
suggested one multipurpose workers per 10,000 population, to be increased

later to cne for 5000 population.This concept and approach has tcen further
developed in "Integration of liass campaigns against specific dissases inlo

General Health Services".

13. Almo st the same time Natiomal Pemily plannin programme ¢ . ted extensisn
approach and suggested separate additional staff for F.P.work in I areas
staff was later increased.The details are available in F.FP.Prograne of 1

14. ifultherjee Committee(1866) reviewed the "1963 scheme" for basic health
services as also the new F.P. extension scheme and held that whereas health
services saould be provided in an integrated manner anc the worlzrs should be
rultipurpose for the basic health field, he can provide only infoirmation servicer —
in the field of family planning.The Committee suggested a parallel hierarchy so
as to ensure promotion of F.P.mass campaign.

15, Vaster Plan(1970) noted regional and rural urbon disparticirs in
particularly in the matter of distributicm of doctors and hogsnita. beds . They
pointed out that there is close imter-dependence between medical wrofession,
health services and medical education and recorrended that 2ll those three. e

tackled simultaneously.They sugzgested that "reasonable! medical f icilities Dbe
provided in rural areas within the remaining period of 4th plan,t, taleing docters
and beds to within"reasonable approach of the peorle".By this i:2) honco that

the counry may see the beginniny of an assurance,if not an insr-” iice,cl a family

comprehensive health care for millions of families.

16. National strategy on Health(1372) and National Health Scheo: for Turs.
Areas(1972) carried the concept further and gave concrete sujges..cns ior
implementatis nThey suggested 3 fold increase in the number of "HCs,two-foli increase
in the number of sub-centres and field staff,increase in no.of be's in rurcl

areas to reach on bed per 1000 population,improved guality of sc.vieen LV

ensuring full staffing and provision of more drugs at PHCs.and hospital etic.

and utilising the services of ractitioners of I.S5.li, & Eomeopathr; one fov

2000 population,for easy accessibility of routine and minor tre-iient

facilities.
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EVOLUTION OF THE EXISTING HEALTH

SERVICES SYSTEMS OF INDIA

A Profile of the Policy Formulators and Health Admini-
strators :After Independence, the health services system
of the country was shaped by the two key political
decisions of the new leadership. Following the poli-
tical commitments made during the struggle for In-
dependence. provision Jof health services to the vast
masses of the people—particularly for those living in
rural areas—was made an important plank of the
Directive Principles for the State Policy of the Indian
Constitution ' . The other political commitment which
turned out to be an even more sacred and of over-
riding importance was to bring about the desired
changes in the health services system without making
any basic changes in the then existing machinery of
the government.

The personnel of the Indian Medical Service of
the British days and the “ Brown Englishmen * were
called upon by the Indian leadership to provide the
initiative in shaping the proposed new health services
system for India. These personnel, who Ilike those
of the Indian Civil Service, belonged to elite class
of administrators. They were former officers of
the British India Armed Forces who had opted
for civilian work. They were also trained in the
traditions of the western countries. Political indepe-
ndence brought to the fore two additional issues
which profoundly affect the cadre of the Indian
Medical Service. Firstly, the withdrawal by the British
officers after Independence caused a sudden vaccum
in their ranks. This came as a windfall to a number
of not so competent officers, who were catapulated

. BANERJI#*

into positions of key importance simply because they
happened to become senior in the cader because of
the very large number of vacancies caused by the
departure of the British. Secondly, by adhering strictly
to the seniority rules, when the health services were
expanded very rapidly to meet the requirements of
the newly formulated health programmes, the admini-
stration drew more and more from the relatively small
group of people who had entered the services in, say,
1930-35, 1935-40 or 1940-45 to meet the very rapidly
increasing manpower needs for key posts. As a
result, a large number of the key posts in the health
services got filled by persons, who, even from the
colonial standards, werc not considered to be bright.

Such a massive domination of the organisation
by men who were trained in the colonial traditions
and whose claim to a number of vital posts in
development administration was based merely on their
being senior in the cadre, led to a virtual glorifica-
tion of mediocrity, with all its consequences? PP-55-°7,
What was even worse, such a setting was inimical to
the growth and development of the younger genera-
tion of workers. Often these young men had to pay
heavy penalties if they happened to show, on their
own, enterprise, initiative and imagination in their
work. Conformism often earned good rewards. This
ensured perpetuation  of mediocrity ~ within the
organisatian.

% Chairman, Centre for Social Medicine and Community Health,

Jawaharlal Nehru University, New Delhi-110057.
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Because of their being inadequate for the job,
these Brown Englishmen went out of the way to
appeal foreign experts for help and the latter have
generously responded to such entreaties. A large
number of foregin experts were invited to play a
dominant role in almost every facet of the health
services system of the country®

Medical Colleges, Teaching Hospitals and other Medical
Care Facilities In Urban Areas

Two divergent forces in the country—availability '

of relatively very much larger amounts of resources
for the health sector and perpetuation by the techno-
crats, the bureaucrats and the political leadership of
the old privileged class, western value system of the
colonial days gave shape to a health service which
had a strong urban and curative bias and which
favoured the rich and the privileged.

It is significant that when the country had only
about 18,000 graduate physicians and about 30,000
licenciate physicians 4 P+ 35 one of the first major
decisions of the popular government of India in the
field of health was to abolish the three year post
matriculation licenciate course in medicine 5 P 213,
While recognising “the great lack of doctors”, the
very large majority of the members of the Health
Survey and Development Committee (Bhore Committee),
probably “ strongly influenced by the recommenda-
tions of the Goodenough Committee in the United
Kingdom * 8 P- 340 geqerted that resources may be
concentrated “ on the production of only one and
that the most highly trained doctor > © Pe- 339,349 The
Committee had made elaborate recommendations
concerning the training of what it termed as the

“ basic doctor ” and stressed that such training should
include “ as an inseparable component, education in

community and preventive aspects of
medicine ** ©:pP- 355-359_

The Medical Council of India, a direct descen-
dent of the Medical Council of Great Britain, which
is the statutory guardian of standards of medical
education in India, has issued repeated warnings
against reviving the licenciate course. The Health
Survey and Planning Committee of 1961 ( Mudaliar
Committee ) 5 has also emphatically rejected the idea
of reviving such a short-term course because they
were ““ convinced that the proper development of the
country in the field of health must be on the lines
of what we consider as the minimum qualification
for a basic doctor ”’ (p.349). It went on to state :
“India is no longer isolated and is participating in all
problems of international health. The WHO has laid
down certain minimum standards of qualifications. In
view of India being an active member, participating

in all public health measures on an international
basis, we think it will be unfortunate if at this stage
once more the revival of a short term medical course
is to be acceptcd” (p.349).

One of the saddest ironies of the medical education
system in India is that resources of the community are
utilised to train doctors who are not suitable for
providing services in rural areas where the vast majo-
rity of the people live and where the need is so
desparate. By identifying itself with the highly expensive
and urban and curative oriented system of medicine
of the west, the Indian system actively encourages the
doctors to look down on the facilities that are available
within the country, particularly in the rural areas, and
they look for jobs abroad and thus cause the so-called
brain drain. As if that is not enough, till recently
these foreign trained doctors have been pressurising
the community to spend even much more resources to
attract some of these people back to the country by
offering them high salaried prestigious positions and
making available to them very expensive super sophisti-
cated medical gadgets. These foreign trained Indian
specialists, in turn, actively promote the creation of
new doctors who also aspire to “go to the States”
to earn large sums of money and to specialise.
Emphasis on specialisation, incidentally, causes consi-
derable distortion of the country’s health priorities
thus causing further polarisation between the haves
and the havenots.

Those who are unable to go abroad, they try to
settle down in private practice in urban areas, often
linking their practice with honorary or fullfledged jobs
in urban health institutions run by -the government.
Only some government jobs are non-practicing. As a
result of such considerations, a desparately poor
country like India finds itself in a paradoxical position-
in relation to the distribution of the doctors in the
country : the urban population, which forms 20 per
cent of the-total, accounts for 80 per cent of the doctors.

To be sure, pretending to follow the recommen-
dations of the Bhore Committee, soon after Indepen-
dence upgraded departments of preventive and social
medicine were created in medical colleges, at the
instance of the government and of the Medical Council
of India, to act as spear-heads to bring about social
orientation of medical education in India. However,
as in the case of so many other ambitious and morally
lofty government programmes, concurrently it was also
ensured that the very spirit of this programme is stifled,
if not totally destroyed, by actively discouraging in
various ways its actual implementation. For instance
instead of mobilising the flnest brains in the profe-
ssion to bring about social orientation, most of the
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positions in the departments of preventive and social
midicine were filled by the discards, who were often
found intellectually inadequate to get into the highly
competetive and prestigious clinical disciplines, or even
the paraclinical disciplines. This gave enough oppo-
rtunities to the threatened foreign trained super
specialists to ridicule the entire discipline of preventive
and social medicine and bring it down almost to the
bottom of the prestige heirarchy of disciplines in a
medical college!’. Significantly, the political leadership

—the -ministers -and legislators, who are beholden

to these super specialists for their personel needs of
various kinds, winked at this systematic desecration
of the philosphy of social orientatien of medical
education in the country 'S,

Along with the very rapid proliferation of very
expensive teaching hospitals for medical colleges, each
having a number of specialities and super specialities,
a number of general hospitals were established in urban
areas. The number of hospital beds shot up from
113,000 in 1946 1'% P-72 to the present figure of
330,000 '®: P- 34, There has also been a rapid increase
in the number of dispensaries for providing curtive
services to urban populations. There were over 1807
urban dispensaries in 1966 10 P- 120, The development
of medical colleges, teaching hospitals and other
hospitals and medical care facilities has accounted for
a large chunk of the investment for health services in
the country’s Five Year Plans 5 P-76: 14: p. 18 The
recurring cost for these institutions accounts for over
three fourths of the annual health budget of a
Stage: 11x p- 5,

Mass Campaigns against some major Health Hazards :

The fact that despite their obvious over-riding
importance, preventive services have received a much
lower priority in the development of the health service
system of India provides an insight into the wvalue
system of the colonels of the Indian Medical Service,
the British trained bureaucrats of the Indian Civil
Service and, above all, the value system of the political
leadership of free India. The colonels did not appear
to relish the prospects of dirtying their hands—getting
involved in problems which required mobilisation of
vast masses of people living in rural areas. The rural
population raised in the minds of these decision
makers the spectre of difficult accessibility. dust and
superstitious, ignornt, ill-manered and illiterate people.
Therefore, when they were impelled to do some
preventive work in rural areas, characteristically,
they chose to launch military style campaignr against
some specific health problems.

Undoubtedly, because of the enormous devasta-
tion caused by malaria till the early fifties. this disease

deserved a very high priority. But the programme
became a special favourite of the colonels not only
because it required relatively much less community
mobilisation, but it also provided them with an
opportunity to build up an administrative frame work
to launch an all out assault on the disease in a
military style—in developing preparatory attack, conso-
lidation and maintenance phases, in having “ unity of
command ”, and surprise checks and inspections and
in having authority to “ hire and fire . Significantly,
some of the followers of the colonels went so far as
to compare the malaria campaign with a military
campaign !%. Another enthusiast for military methods
has written an entire book '® with a preface from
the late Prime Minister Jawaharlal Nehru describing
of the growth of the health services in independent
India as if he is describing a military campaign.

Experience of implemenation of India’s National
Tuberculosis Programme brings sharply into focus
the limitations of this military approach to developing
a health service system for the people of this country.
On the basis of a series of operational research
studies '*, it was demonstrated that it is possible to
offer facilities for diagnosis and treatment to over a
million and a half of sputum positive cases who are
known to be actively seeking help for their illness
from over 12,000 to 15,000 health institutions in
various parts of the country. But because of failure
of the programme administrators to develop a sound
health delivery system on a permanent basis for the
rural populations of the country, more than a decade
after the launching of the programme, less than one
fifth of these sputum positive cases, who have an
active felt need, are being dealt with by thc programme
organisation '4. This provides an example as to how
the militaristic urban privileged class value system
has come in the way of building a health service
system to meet even some of the very urgently felt
needs of the people of the country.

After some pilot projects, a National Malaria
Control Programme was launched with the help of
the United States Technical Co-operation Mission, the
World Health Organisation and the United Nations
International Children’s Emergency Fund (UNICEF)
in 1953 to cover all the malarious areas of the country,
then involving a population of 165 million '3 P+ 11,
It achieved a phenominal success; for instance, the
number of malaria cases for every 100 persons visiting
hospitals or dispensaries declined from 10.2 percent
in 1953-1954 to 4.0 percent in 1958-1959 18 p» 112,
This success emboldened the administrators to think
in terms of totally eradicating the disease from the
country, once and for all. The danger of the mosquitos
developing resistance to the main weapon for malaira
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control, DDT, was given as additional reason for

embraking. on the eradication programme. Besides,
pressure was also put on India by foreign consultants

from WHO and elsewhere to embark on the eradi-
cation programme as it was to become a part of the
global strategy propounded by the WHO 13 P- 1,

It was also stated, to give economic grounds for
the decision, that while the control programme was
estimated to cost about Rs. 270m in the second Five
Year Plan ( 1956-1957 and 1960-1961 ) and Rs. 350m
during the Third Plan ( 1961-1962 and 1966-1967 )
and thereafter continued to remain a heavy item of
expenditure, “the cost for the eradication progra-
mme was estimated to be Rs. 430m in the last
three years of the Second Plan and Rs. 580m for
the entire Third Plan with the annual expenditure
becoming negligible thereafter > '3 P+ 113, The imme-
diate successes of the National Malaria Eradication
programme were even more spectacular, but a
disastrous snag developed in implementing the main-
tenance phase of the programme 5:PP-4-6, Tt tyrned
out that among other factors, because of preoccupation
of the administrators with specialised mass campaigns
against malaria and other communicable diseases, they
had not paid adequate attention to building a
permanent health service system— the so-called health
infrastructure— strong enough to carry on the malaria
surveillanee work effectively at the village level. This
has been responsible for a series of setbacks to the
National Malaria Eradication Programme, resulting
in the reversion, at a very considerable cost, of large
segments of the maintenance phase population on to
consoldation or attack phases. Instead of getting rid
of malaria once and for all by 1966, as it was
envisaged in the late fifties, 40 per cent of the popula-
tion is still to reach the maintenance phase 15 - 5,
The National Malaria Eradication Programme thus
continues to drain huge quantities of scarce resources
even today thus making it even more difficult to
find resources to develop the health services
infrastructure.

During the last four years, for instance, less than
3 percent of the additional population (9.4 units) has
entered the maintenance phase '% P 5. Meanwhile
the country is forced to set aside huge chunks of its
very scarce recources to prevent the programme from
sliding still further. As against the envisaged expendi-
ture of Rs. 1,015 m, the National Malaria Eradication
Programme has thus far sucked in over Rs. 2,500 m,
162 p. 225 and 20 Tn  addition, Rs. 967m have been
set aside for it for the next five years 17 P- 23.24
and even this allocation might have to be raised still
further, In spite of this the chances of eradicating

malaria in the foreseable future does not appear to

be very bright. So the country will be compelled to
keep ‘on pouring in resources on this programme to
see that the disease does not come back in an epidemic
form as it has happened in some other countries.

Also, following the model of the NMEP, a
specialised military style campaign was launched in
1963 to eradicate smalipox within three years
1%+ P- 130 Once again the campaign conspicuously
failed to achieve the result of eradication. Only
recently ( 1973-74) yet another campaign has
been launched to eradicate smallpox ‘ once and for
all > 18 pp- 31-38 A mass campaign to providec BCG
vaccination to cover the entire population of the
country, and to continue to do so periodically, was
the first effort to deal with the problem of tuberculosis
in India as a public health problem !°PP:120121
This programme, unfortunately, also failed to yield
the desired results ®'. Special compaigns have also
been launched against leprosy, filariasis, trachoma and
cholera with even morc discouraging results! PP 61106,

The health service system of the country had
hardly recovered from the consequences of the very
eostly failures of the mass campaigns against malaria,
smallpox, leprosy, filaria and trachoma, when a large
bulk of investment in health was cornered by another
specialised campaign— this time it was against the
rapidly rising population of the country. The Fourth
Plan investment in family planning was Rs. 3,150m
as against Rs. 4,500m for the rest of the health sector
of the country? P- ! This involved deployment
of an army of 125,000 persons 2-P-1?, All of them
were specially earmarked for doing family planning
work only. Significantly, once again, this programme
was also developed by officers belonging to the
Indian Medical Service—the colonels, with strong
backing from foreign consultants from  various
agencies. Predictably, once again, this compaign also
failed to attain the dembgraphic objectives, with
disastrous consequences, both to the programmes for
socioeconomic development as well as to the develop-
ment of a sound infrastructure of health services for
the country 2 PP- 222-224, 17

Recognising, at long last, the weaknesses of this
campaign approach, recently the Government of India
has veered round the idea of providing an integrated
package of health, family planning and nutrition
services with particular emphasis on the weaker
sections of thz commuaity ¥ P '®*  This package
in turn, is a part of a bigger package of thc Minimum
Needs Programmes of the Fifth Five Year Plan
( 1974-1979 ) which is meant to deal with some of
the very urgent social and economic !needs of the
rural populations of the country *?: iPp-#87-91

4

Serve them




Development of a Permanent Integrated Health Service
System for Rural Areas :

The Health Survey and Development Committee’ ©.
which was set up by the British Indian Government
in 1943 to draw ‘a blueprint of health services for
the post-war British India, had shown exceptional
vision and courage to make some very bold recommen-
dations. These included development of an elaborate
health service system for the country, giving key
importance to preventive aspects with the * countryside
as the focal point ” 6 P8 To forestall any criticism
of the recommendations on grounds of practicability,
pointing out the achievements in health in the Soviet
Union within a span of 28 years (1913-1941), it
asserted that its recommendations are quite practical,
in fact relatively very modest, provided there was
the will to develop the health services of the
country 6 p- 10 Unfortunately, however, the leaders
who took over from the British did not show this
will.  They had quoted, often out of context, the
recommendations of the Bhore Committee to justify
abolition of the licenciate course and to establish a
very large number of medical colleges with sophisti-
cated teaching hospitals in urban areas. They also
invoked the Bhore Committee to Justify to setting up
an even more sophisticated All India Institute of
Medical Sciences in New Delhi on the model of the
Johns Hopkins Medical Center of the U.S.A. & P- 322,
A number of other postgraduate centres for medical
education were also set up in due course. It, however,
took them over seven years even to start opening
primary health centres to provide integrated curative
and preventive services to rural populations of the
country **. These primary health centres were a
very far cry from what was suggested by the Bhore
Committee; they did not have even a  fourth
of  ““the irreducible  minimum requirements *’
of staff recommended by the Bhore Committee for a
given population (and that too only as a short term
measure) % P+ "1 Furthermore, it took more than
10 years to cover the rural populations in the country
even with this manifestly rudimentary and grossly
inadequate type of primary health centres.

The entry of the National Malaria Eradication
Programme into the maintenance phase and concurrent
development of an extension approach to family
planning provided a transient impetus to providing
integrated health and family planning services through
multipurpose male -and female workers *!. But the
clash of interests of the malaria and the family plan-
ning programmes again led to the ~formation of
unipurpose workers for malaria and family planning *°.
What was even worse, application of very intensive

pressure on various workers of primary health centres
to attain family planning targets led to the negiect of
whatever health services which were earlier being
provided by the PHCs, thus causing a series of further
setbacks to different health programmes 2 P- 40,
Maternal and child health services, malaria and small-
pox eradication, environmental sanitation and control
of other communicable diseases, such as tuberculosis,
leprosy and trachoma, are examples of the services
which suffered as a result of preoccupation of health

workers with achieving the prescribed family planning
targets.

Very recently, following the recognition of the
fact that a unipurpose, high pressure military type
campaign approach which does not ensure a concurrent
growth and development of other segments of -health
and nutrition services (and, growth and development
in other socioeconomic fields) will not be able to
yield the desired results, as pointed out above, deci-
sions have already been taken to integrate malaria,
family planning, maternal and child health, smallpox
and some other programmes and thus provide an
entire package of health, family planning and nutrition
services to the community through male and female
multipurpose health workers %, 19,

The Indian Systems of Medical Services In India

There are three ‘major indigenous systems of
medicine in India : Ayurveda—the Hindu medical
system; Unani—the Greek system of medicine which
was brought to India from West Asia by the Muslim
culers of India; and the Siddha system, which can be
considered to be a speciilised branch of Ayurveda.
After Independence, these systems were subjected to
two contradictory pulls : their being firmly rooted in
the culture of the people of the country for centuries
and their rich heritage invoked considerable admiration
and even certain degree of emotional attachmenc from
a large section of the population of the country. And,
at the same time, long neglect of these systems of
medicine led to a very sharp deterioration in the
body of knowledge. in their institutions for training
and research, in their pharmacopia and drug industry
and in their corps of practitioners. Therefore, while
the leaders of independent India built almost the
entire health services on the lines of western system,
they have from the very beginning, shown sympathy
for the Indian systems of medicine and have made
available some grants for conducting research in these
systems, for supporting educational institutions and for
providing some services to the community *3.
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Dear Friend,

We have received very encouraging responses from
the friends to the January — February issue of MFC
Bulletin. Tejpal Jindal from  Sevagram  writes,
“ being the first issue it was beyond expectation.
What I liked most was that the articles can be either
in English or Hindi. ”” Appreciating the editorial he
perticularly emphasises, ““....Seeing the attitude
of young medicos, we are left with no measure but
drastic and revolutionary changes. ” He also. suggests
that ‘‘ therte must be compulsory Rural Area Service
for three years after internship and then only MBBS
degree should be assigned to them.

The letter from Shri Bapalal Vaidya, an eminent
authority, in Ayurveda, communicates a sense of
agony ‘‘ the people need to be liberated from the
grip of doctors and medicines. But who will do it ?”
He appreciates the efforts of MFC in this direction.
Refering to the article by D.Banerji, ¢ History of
Health Scrvices in India’ he points out that Charak
( First century A. D.) and Susruta ( Fourth century

A.D.) are revisions of earlier works. Charak
Samhita is based on the discources delivered by
Punarvasu Atreya to his talented disciple, Agnivesh

in 6th century B. C. Similarly the Susruta Samhita
is also based on an earlier work, the Buddha Susruta
Tantra dated 6th century B.C., Nagarjun, a
Buddhist scholor, later revised the original work. For
further information Gujarati readers may refer to
his book * Charakno Swadhyay’ Part I (Oriental
Institute, Vadodara ). He adds, ‘“ Alopathy with its
heavy emphasis on curative medicine almost ignores
Preventive Medicine. The students in India should be
taught about Dincharya and Rutucharya, and other
preventive aspects of Ayurveda. Ayurvedic education
too needs to be changed but unfortunately the
vaidyas are helpless as the management is in the hands
of Indian Medical Council. ”’

of, Planning Commission (1973) :
1974-79, Volume
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Book Review

A Rush for Alternatives

A gradual shift to community oriented health
services is quite obvious from the current literature
on health and an attempt to evolve an alternative
approach is becoming the order of the day. While
the trend is welcome, it has to be analysed with
caution because at times the cry for comprehension
and community either tends to become more of a
slogan rather than a well thought of answer to the
prevailing problems or is intended to contain an
explosive situation as far as possible. Some of the
current publications of the WHO and the UN make
an interesting study in this context. These are :

1. Alternative - approaches to meeting basic
health needs of populations in developing
countries, WHO

Health by the People, WHO

3. What Now ( The 1975 Dag Hammarskjold
Report )

Of these, the first is a record of the 20th Session
of UNICEF-WHO Joint Committee on health policy.
The second edited by Newell is a review of certain
health plans adopted by different developing countries
and the third a document discussing certain broader
issues of the contemporary world.

The first document which starts with demands of
“ revolutionary changes ” and ‘ radical reforms”
quickly takes shelter under the safety of neutrality
and hopes that “ inspite of the magnitude and gravity
of the problem and the widespread poverty, ignorance
and lack of resources, much can be done to improve
the health of the people in the developing world.
Newell, however. has taken greater pains to look
into the complexity of the problem. He explores the
inter-relationships between health and total develop-
ment of a ““comprehensive approach.” It is for this
purpose that he receives various  experiments in the
field of health which were accompanied by a broader
developmental process (the degree and extent of which
varied in each case). The common feature of these
experiments which impressed him most was the wider
goal which most of them adopted. * Total development
is their objective and in the process of achieving it,
communities found means and ways of providing
health care to people . Newell finds this shift from
achievement of health as an end in itself, to its being
a part of a process of change, very welcome. However,
he does not go into the problems relating development
in these experiments and prefers to end up by saying,
“there are many roads to success.’”” While both

Newell as well as the participants of the 20th session
of the WHO join hands in applauding the experi-
ments, Newell’s retreat is much sadder. 7

This is because, the participants of the 20th session
do not even make an effort to look into the issues
of social and political systems and their relevance to
health, while Newell after having recognised . the
importance of national will and effort ( which leads
to redistribution of resources) in bringing about
large scale overall changes over shorter periods of
time, tends to treat all the three categories of experi-
ments with equal enthusiasm and thus obscures the
relevance of a variable he himself emphasised. He
thereby not only undermines the relative importance
of “ wider development »* essential for better health
of the people (which cannot be optimum in a
framework where health services alone are made the
target for improvement like in Iran ) but also ignores
the fact that intensive efforts of comprehensive nature
conducted by highly dedicated people even if they
are consistant with national goals (like India and
Indochina ), may not necessarily be reproducible at
the national level. This is not only because of the
highly atypical inputs but also because of the fact
that these experiments are conducted within a given
socioeconomic system whose premises remain untouched.
The moment that becomes a possibility the continuance
of the experiment itself would be threatened. He also
does not take note of the fact that time is an important
factor which varies widely in all the three categories.
All this is not to deny the possibility of “ many roads
to success > but to point out that one has to consider
the feasibility as well as the limitations of these various
paths.

As far as one agrees in principle with the-eoneept
of development which means ° satisfaction of needs
the poor who constitutes the worlds majority, at the
same time, development to ensure the humanisation
of man by the satisfaction of his needs for expression,
creativity, conviviality and for deciding his own
destiny, >’ there is no reason why health workers may
not spell out the kind of societal framework which
makes this objective attainable. Once that is done any
of the “ many roads ’ may be taken depending upon
the reality of the situation and the preferences of the
people. By saying therefore, that ° the forces that
bring about political change are beyond the scope of
this discussion >, Newell cannot get away from the
responsibility of emphasising the need for such a change.
A counter-arguement to this stand is Illich’s proposi-
tion that it is only through a better understanding of
these forces and their influence on health that we can
make health services one of the instruments for change.

Build upon what they have
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. Another fact that Newell does not realise is, that rejec-

tion of political systems of those countries which have
succeeded in bringing about major changes in their
economic and social base, should not necessarily mean
automatic acceptance of the constraints of other
‘political systems. In other words, it is not simply a
question of rural development being possible * if
one gees about it in an acceptable way ”, but of an
acceptable political system for rural and overall
development. It is because of this contradiction that
except China, Cuba and Tanzania (to some extent )
none of the other quoted experiments have been able
limit either the expenditure on proportionately smaller
urban populations or the development of two unequal
types of health services within these countries. It is
in this respect that the 3rd document (the Dag
Hammarskjold report ) stands out distinctly both in
its lucid analysis as well as its alternative (however,
idealistic it might be) to the existing political, social
and economic balances.

The attempt of the first two documents to look
for alternatives also suffers from certain conceptual,
methodological and analytical weaknesses. The basic
confusion that creeps into the concept of primary
health care ” is due to a lack of distinction between
“ Basic Health Needs ” and simplified health ser-
vices. ” The result is a premature applause for the
later and conclusions like “ simple primary health
care works 7, without actually demonstrating their
effectiveness by keeping the non-medical developmental
inputs constant ( like availability of food, sanitation
and increased preductivity ). This is true for all
projects except for Iran where although the project
has no inbuilt non health inputs (excluding water
and sanitation ) buc due to the sudden increase in
Petrodollars there has been some trickle down effect
in the economy resulting in some degree of economic
relief in the rural areas. Again, this is not to in any
way discredit the efforts to make health services simple
and widely available but to point out that their
impact is intimately related to the state of availability
of other basic facilities to people and that they have
- to be ontimised within the total developmental pro-
gran . A point which again the Dag Hammarskjold
report very clearly makes.

This brings as to the methodological question of
what processes these various projects adopted to arrive
at the chosen health care delivery system and was the
system opuimised ? Unfortunately none of the:case
studies elaborate on this issue. Inspite of impressing
the: need not to further elaborate on * health services

as they are now organised but rather on new ways
of identifying basic health needs and of providing
simple health measures > both groups of evaluators
gloss over this inadequacy of the project reports. In
this respect the most that we get is the information
that in Cuba and Venezuela good care was taken to
make use of epidemiological data while formulating
health care programmes and periodic review were
made to fix the quality and norms of care but there
is no mention of any of the details of these processes.
This defeats the purpose for which the whole exercise
was meant that is, of evolving an optimum health
care delivery system within various kinds of develop-
mental strategies, formulated in different political
settings. One, therefore, cannot get away from the
responsibility just by saying that * there appears to
be no good reason- why the world should wait for
the answers to be prettily packaged and persecufed >
This may be an impatient optimist’s view but is"
certainly not scientific.

The case studies are further handicapped by the
absence of any data pertaining to the indices which
might have helped the reader in assessing the impact
of these prcgrammes. ;

Another problem that has not been pointed out
by the evaluators is the fact that although most
projects have attempted to develop a grass-root
worker and some kind of infrastructure to provide
curative and preventive services, most of them primarily
talk about curative aspects only. While it is true
that to begin any kind of total health care programme
curativc services are essential, it does not exclude the
possibility of an interwoven on running programme
of public health, Such an approach is not apparent
at least in the on going programmes in Niger, Nigeria,
Gautemala and even Tanzania. While they all men-
tion communicable disease prevention, immunisation
and MCH scrvices, the extent of coverage and
continuity of these programmes is not clear.

One, therefore, wonders as to why these projects
have been picked up as case studies, as they neither
demonstrate optimum resources utilisation nor are
they examples of proven effective health care systems.
If the idea was to emphasise the importance of total
development or variety in health services on hope in
the future, then health services of any country could
have made the point (even by their failure ). However,
if the purpose was to develop an optimum alternative,
then we have not picked up all the right examples
nor gathered relevant information about them.

--IMRANA QADEER (J.N.U. New Delhi)
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NEED FOR SETS OF CONCEPTS IN HEALTH SERVICES RESEARCH

Health problems and health status

What is a case? An episode of
illness? A health behaviour event?

What is meant by the "general level D,

of health" of individuals and popu-
lations?

Does '"health status" include sets
of concepts concerning information
and knowledge of health, illness,
and of courses of action?

Does the "general level of health"
include interference with daily
activities due to health problems?
What are the relationships between
the foregoing sets of concepts?

Do the above sets of concepts pro-
vide an adequate base for concepts
to indicate needs for health care
and do they contribute to the need
for descriptions of lay and pro-
fessional expectations of care?

Use of medical services

The set of concepts concerning the
use of health services is multi-
dimensional.

Points of entry into the health
care system and flow through the
system need to be conceptualised.
Sets of concepts for describing the
content of the transactions between
health personnel and lay popula-
tions may be aided by distinguish-
ing between health maintaining,
illness defining, and sick role
Both health personnel and the con-
sumers of health care react at
cognitive, instrumental, and
affective levels.

Lay and professional perceptions of
some key attributes of health care

interactions may be significant for E.

health planning and manpower studies.
There is need for concepts which
connect the five dimensions to
utilization of health services

given above.

Outcomes of episodes of illness and

of health events

Particular and current emphases are
on concepts of the presence or
absence of disease, degree of inter-
ference with daily activities and
disability, extent of discomfort or
distress, and the degree of satis-
faction or dissatisfaction with the
outcome of illness episodes and
health behaviour events,

Current emphases need to have sets
of concepts which incorporate lay
and professional medical assess-
ments, particularly changes in the
clinical signs of illness and
sickness.

3.

Finally, there is need for con-~
cepts to denote changes in levels
of health knowledge and information.

Other personal, family and group

1.

2.

3.

4.

5.

6.

7.

attributes

Concepts of various components of
social structure, both micro- and
macro-cosmically considered, are
important dimensions to the behav~
iour of both lay populations and
health personnel.

All papers stress the need for con-
cepts to describe the components of
cultural systems.

Concepts for considering socializa=-
tion processes are discussed by
several authors. Past experience
with health problems and health
maintaining behaviour may be con-
sidered sochlization processes.

The loci of decision-making pro-
cesses involve responses to symp-
toms of illness and choices from
among alternative sub~-systems of
health care.

The need for concepts to describe
communication processes and styles
is implicit in all papers.

Sets of concepts to denote economic
and demographic information apply
to both lay populations and the
providers of health care.

To what extent do the groups of
concepts discussed thus far - epi-
sodes of illness and other health
events, the use of health services,
outcome and the preceding attributes
- contribute to the development of
sets of concepts like vulnerability,
susceptibility, predisposisions, and
risk factors?

Environmental influences

1.

2.

3.

Concepts which denote and describe
the system of health and medical
care.

General social characteristics, par-
ticularly social and cultural change
in the present era.

Concepts are needed to describe the
demographic structure of populations
and of families.

Sets of concepts are needed to
denote the nature and extent of
environmental hazards to health.
Attributes of the economy need
standardized sets of concepts.
Concepts of geographic phenomena

are implicit in all of the papers,
but the need for such concepts must
be made explicit.

To what extent may environmental
attributes, and the others outlined
above, be considered enabling or
hindering factors in the achieve=
ment of health goals?
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HE%ETH SERVICES TN INDJA: An Introspection
- Abhay Bang

Working paper presented for the 4th All India Conferer. .
of Medico Friend Circle, at Ramanatakara,Kerala on

December 29th,30th and 31st,1977)

A1l is not well with the medical profession and health
services. Ivan Illich in his book'Medifal Nemesis' questions
the contribution of the medical profession and practice to
the health of the society.

Wnat stand should we take? Should we continue to be

¢Jef-hypnotised and fully contented about our profession,
harping on its 'Noble' role of service to the humanity?

Or éhould we do some honest and critical introspection
about our real situation and our utility to the society? Such
an Introspection may endanger our pride and content about our
profession, Are we prepared to run that risk?

k, Criteria for Judgement:
What should be the'ériteria for judging the p¢r-
formance of medical profession?

- Is the art and science of medicine an absolute
. end in itself? &

-= Or it should be looked at as an activity delegated
to a profession by the society for the service

of the society?
This question can probably be better answered if we glance
at where from the resources for floudshing of this profession

come-
i) Educational privilege we enjoy in becoming a doctor
How many people get education?
- Only 30% are litrate
How many go to University?
- Only 3.2% of the population.

How many get a chance to acquire the most coveted
education of today - The Medical Education .

Only 0.02% of the population.

ii) Investment by the society in making a doctor:
Lstimated to be about 1 lac Rs,
iii) Expenditure by the society for running the medical
collegeyhospitals and research centres so as to
provide working conditions to the doctors,

iv) Socio-economic status of the doctors in the society

and the privileges we enjoy(Ref.No.1).
Contd- . -2/"
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It should be obvious that we,by way of our education and
profewsion heavily draw resources from the society. In view
of this social obligation, what should be the criteria to judge
our performance?

- WEility to the soclety
- Or utility to further our personal as professional
interests? s
B. Targets for health Seryices:
What targets the Health services in India should have
achieved in the past 30 years of ‘independénce?

1) The conStitution of India, in its directive principles,
says, "The state shall regard the raising of the level of
qutrition and standard of living of its people and the improve—
ment of public health as among its primary duties".

2) ‘he first National Health Conference in China(950) set
an examplary target in the following words -~

" How far can a mother on foot carry her sick child in
the heat of summer? That is the greatest distance the nearest
healtﬁvworker should be" seesese

3) The Bhore committee in 1946 recommended following
guidelines for planning and organising the health services in
India-

Rapid extension of health services in rural areas,

- Lack of ability to pay by an individual
should not become an obstacle in getting him uae
required medical care.

- A net work of primary health centres be established.

B Rerformance Judgeds:

Judged against these targets, what is the situation today?

1) Have the standards of Nutrition and Pyblic Health been
raised?
- Average Calory intake has gone down, Today it is
2000 calories/day which is far less than required,
specially for working class,for whorm the calory
requirements are 3000 and 3900 for female and male
respectively.
- Protein-Calory malnutrition,Vitamin,&.deficiency
and Iron deficiency anaemia are stadllk rampgnt in India.
_ Tuberculosis,Leprosy,Filariasis,Malaria are still
let loose on the masses.

2) Was preventive work glven more importance?

_ Tt is estimated that 60-70% of the health problems
in India could be solved if safe water supply and

contd....3/~

Preventive health work should be given more importance
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system of excreta disgosal could be provided to all the peoplc
Inspite of this,only 4% of the rural population gets piped
water supply; 4O% of the urban population and almost zero
percent of the rural population ig provided with excreta
disposal system, i

-Expenditure,pn curative services is 3 times that on the
preventivée services,

- In health services the preventive work is always negleccted
as it is dull,difficult and not immed ately rewarding.

3. Was rapid extension of health services in rural areca done?
- Bven after accepting the recommendations of the
Bhore Qommittee, it took 7 years to start the first
P.HeCo :
- Therc was no PHC in 38 blocks in Maharashtra till
197k, , _
- According to WHO Survey(197) rural India where 80% of

the population lives and which contributes 75% to.the
national production receives only 25% share of the health
“8ervices, L 1 AR PRI T S R e

-90% of the hospital beds are located in the cities and
the towns, far from the rural population,which is more
exposed to and more vulnerable to the pathogenic agents
and hence requires health services more acutely.

~ Few years ago the’health Minister admitted in the
Parliamcnt that ther> were rural areas where there was
no doctor within the distdance of 50 miles{what is the
distance the Mother on foot with the sick child can ...

wnlk?)and for more than 1 lac of population, (Mudliay

Committee recommended 1 doctor for 3500 population)

4, Was the PHC net work, which was to form the sheet anchor
of rural health services, done full justice?

- Bhore committec recommended 1 PHC 10 to 20 thousand
population,with each PHC having 3 doctors,20 nurses
31 other assistants and a 75 bedded‘hospi%al.

v At present there is one PHC for 1 lac of population
with two doctors,8 LNM and 8 to 10 ill cared beds

at each PHC, ! :
- Very meagre budget for drugs and petrol. (Fs.2500/-

and Rs,300/- per year per PHC in UP) with about 100
villages to be served. : h

- Gross apathy,inefficiency and insincerity in the staf:’
working there., -

5. Is money not the most important determincnt to decide
the standard of medical care a necdy person will receive
in our country? '

a) Govt. health services are very meagre and far away from
the needy persons, hence usually inaccessible,

- The budget for drugs for PHC is 2.5 to 10 paise/persor/
year i.e.grossly inadequate.

- Bven cut of this quota corruption snatches away a sub-
stancial portion.,

contd, . . 4~
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Can the poor pcople in villages get the required medical
care fromthis sytem? .
b) What about private secbor? -60% of the total doctors
in India work in private sector.But,

« Where do they usually settle,urban on rural area?
« How much malpractice do they do?

e Can the poorest man afford their fees and the cost of
the drugs$? ¢

- Which class of people can afford to get admitted and
treated in the private hospitals?

If this is the state of health services 30 years aftcr
the independance, how will you rate this pérformance agaimst the
targets expected to be achieved?

D. Relevance of present system of health seryiges Jin India
In view of this miserable performance, a critical exami~ -

nation and radical rethinking is needed about our health services
system, Are cur Mcdical educationg rescarch and health care
system relevant economically,socially and culturally to the
Indian situation and necds? Or they are blind aping of the medical
services in the developed Western countries,suitable only for
the requircments of the upper class in India?

T) Mcdical Educations :
i) Lime What should be the aim of the medical education?

According to the WHO committee for South East Asia',

the purpose of the medical education is not to produce
Noble Prize winn rs but to provide doctors for health
services who will meet the health necds of the country
in which and for which they arc trained,"

ii) In this 1light,how much relevant our education is?

a) Conditions we are trained in and trained for
. ~Conditions we actually have to work in and work for

b) What emphasis is given during our cducation? More
time is spent on cardiology or on diarrhoea & :
dehydration?

Cardiological diseases are responsible for 2% of deaths
in India, while communicable diseases for 55% of the deaths.

Cardio-vascular didorders are predominent in which
class? In which countries- developed or undeveloped!
Has this something to do with excess of imprtance
given to CVS diseases?

contdee..5/=
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c) What type of diagnostic techniques and the methods
of management we learn in our textbooks? A.e these

available and practicable every where in India, more

so in the rural area? Yhat adoptations we have maded
. in our medical educatio to make it suitable for the
* working conditio ns and needs of rural India?

d) Wnich subject is given more importance? Medicine or
Preventige and Social Medicine? What 1s the condition
of the PSM departments in our medical colleges?

- The attitude of the students -

- The attitude of the clinicians : ‘
-~ The attitude of the staff of - the PSM dept., itself.

There was no department of PSM in the Post-graduate Institute
,Chandigarh even jﬁ years after its inception,

Ts all this consistant with the realitics and the needs
of the society?(RefNoe2),

iii) Have medical institutions;be@n given undue importance
in our health plaﬁhing as compared to our need for the type
of health man power?

- After indepéndance the number of medical colleges grew
from a handful to 103, . There are 13 fedical colleges in
Maharashtra(3 more than the recommended) , Delhi has L as

against recormended quota of’one.

- Nurber of doctors has incfeased from 17,659 to 137,930

- About 3/4 of the health budget of the states is spent
on these white elephants,called medical colleg@s.

. & big hue and cry was recently ralscd in Maharashtra
* por increasing the seats in the Medical Collges. To
accommodate these new admissions,the Government has
made additional allocation of crores of rupees,
a) What for and whom for these new doctors?

b) Where these doctors are likely to settle after their
comrunity-financed( 1 lac Bs.cach) education is finished?

c) Whether few highly trained doctors at svch a colossal
cost is the need of the socilety? :

Or we require an army of basic health workers who
arc trained at low cost, who can be available to that
'Mother on foot', and who can manage bnatine health problcems
effectively?
iv) If the choice is between doctex and the auxillary-
a) A doctor:
— Usually comes from which class?
- Psychologically attached to which culture®

arban or rural?
- Trained to work in which place:
hospital or rural dispensary?

contd,...6/-
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So when such a doctor is given the choice,what does he
prefer? i Ej .
- Migrating to USA or g¢ving to rural area?
.. » Can he identify with ~rural culture and pcople?

« Is he effective in working in a rural dispensary? Are
his skills fully utilised?

In sumrary, is todays doctor fit to work in the rural
setting?
b) Auxillary? ' ) _
.. 1) & villager expects 3 qualities from hi doctor:
" availability; fricndliness and skill,

Q,t of these 3, on how many points auxillary scores
over a doctor? ;

2) Are the skills of an aukillary adequate?

" An Auxillary caen treat 90% of children's sicknesses" -
Rural hcalth Research Centre,Narangwal o
" T am convinced that in any field of hcalth technology,

it has becen shown that with only 2e3% of conventional
medical technology, we could arrive at 80% of necessary

quality care", g
-« Mahler Halfman(Director,General,WHOQ

- >3) 31 countries are using auxillaries for providing
primary medical carej

Inspife of thesé facts, the present ratio of doctor to

Nurse in India is 103l which results in wastage of extrevagant” =

skills of doctor at the cost of paucity of auxil aries.In
Swceden, the ratio is 1:3,which is an ideal ohe,;

v) On this background, what do you think about the Raj
Narayan Schémc of training of health workers?

- What are its good points?
- What are its drawbacks?

, 2)  Rdscarch:
- What should bc our rescarch priorities?

~ Communicable discases
Nutrition

Degenerrative diseases
Metabolic disorders
Fertility and its control
Cardio-vascular diseases

- On which topics usually our academicians(at the expenses
of the society) concentrate and publish their research?
-~ What thisdisparity?

- Craving to get perscnal recognition in Western
journals.

COl’ltd.. 07/"'



contde .7/
~-Cultural slavery of the West (Ref.No,3)
~linawareness of the needs of India

-Lack of feeling of responsibility and accounta-
bility to the society.

Gunnar Myrdal Comments in the challege of world' Poverty'
eeess" oo The young intellectuals in India and in most of the

non-communist under developed world have been so conditioned by
the rigid elite and class structure in which they have been brought
up that they do not feel that deep indentification with the poor
in their nation.... They do not feel it when in some countries

they are radically indoctrinated. This is merely one example

of the destructive influence of the fortified class society
inherited from the 23lonial era." '

- In China all University teachers have to Spend one year
in every three years in the rural area.gf?ftsuch measure solve
the problem of imory tower research workers? :

3) _Health Care Service:

The present set up of health care services is based on
<Hospitals,PHC and private practitioners, '

i) Hospitals: With specialised,well equipped services

- Capital intensive or labour intensive?

- Curative or preventive in nature?

- Where situated?

- How much available and accessible to all people?

- Can we provide this type apnd standard of medical
care for the whole country? o

- If not,why this disparity that big hospitals for
cities’and(with result) no services in the villages?

Is this pattern relevant to our needs?

Jolley and King estimated the cost of treatment
per illness at various levels of services as follows:-

Health Centre b 4 Shillings
Dist.Hospital R 8l "
Regional Hospital ... 170 i
National Hospital ... 370 g

Dye to this raised cost of medical care at hospital,we are
able to reach fewer and fewer people and inturn deprive more and
more people., This is especially true about socio-economically poor
people (60%) of the population). This raises a question- For whom it
are we responsible? Are we responsible to those who do not reach
or can not rea-ch the hospitals? Those who are in grea-test need
can not reach the hospitals.,

contde...8/-
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ii) P.H.C. Its condition we have already examined.

_Does this miserable condition of PHC services(less
than 1/% of the irreducible minmum of Bhore Committee) reflect
the level of concern of policy makers and executives for the
health of rural poors?

- Can the superstructure of hospitals be effectivély
and economically utilised without efficient and widespread

infrastructure of PHCY

Then where should we first concentrate our limited
resources?

iii) General Practifionerss:
- Mal distribution: rural- urban
- Cost of treatment
< Attitudes and aims of practice and malpractice,——
iv) What approach we need?
a) Aim of the health care should be:
« To make people more amd more dependent on-medical aid

« To prevent occurrence of the disease and to educate
th be self reliant?

b) Then what apnroach do we need on the following poinie?
i) Beneficiarics of the care
ii) Priorities of the health programmes
1i1) Pattern of health care delivery system and
priorities.
iv) Type of manpower
v) Utilisation of non allopathy practitioners?
(There are 1,09,504 Homeopathy, 14,000 Siddha,
18,000 Unani,1,50,000/- trained Ayurvedic and
2,50,000 traditional practitioners in India.
On this manpower be utilised after some training?
An effort was done by the Govt., of India to use
them(Peasant's doctor) by authorising their practicc.
what happened to it? What was the reaction of
IMA 7 Why?
vi) Drug indygstry.

E) Root causes of irrelevance of present Health Services:

Following incidences should enlighten us:?

1) Then Ppime Minister Mrs.Indira Gandhi said that India
needed such health services which would be cheap and would reach
the rural masses. This she said while inaugurating 'Jaslok
Hospital in Bombay :

Why this disparity between speech and deed?

contd...9/-
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GENERAL APPRCUACH TO RURAL CCIUNITY HE.LTH &ERVICES.

Fundamentally, the health srvices have to be vie'wed' in the %
context of overall integrated development of the villages. Health
services cannot be fully successful if they are pursued in isolation
from the general developrent activities of the areaz,

The community health services must be area basedand population
based -=- providing the total spectrum of health services to the toval
populace living in a defined geographic area. Primury health care
must be available at the doorstep of the receiplents.

1. Area Coverage -- Repgionalization:

e must accept responsibilities to provide heulth coverage
to the population of a defined area.

B G s Ges Gem  Wam et wmw s WS SRt W s et emm S

A) Need= Poversy and illiteracy
high incidence of diseases
non-availability of health services.

B) Suitability:

—The area shouldAnot Pe too far nor should the area
e N
biétoo near to *’a—tﬁgx-- then the people will be visiting

ciby
Patna for their health nceds.
— Agsurance by the community for full cooperation and
help.
How ? for example:

i) If there is an already existin ; useful organisation
that can provide us useful assistance.

34) If the village is well united and there is an effectiv
panchayat.
111 If the village has,or is willing to imnediately start,

a Villoge Health Committee, which could help us in
several ways, acting as an effective linke between the
he2lth workers and the villagers.Such & health committc
should preferably be considered a specialized organ of
the panchayat unless the panchayat is divided and
ineffective. Then the Village ‘Tealth Committee can be
anl independent institution.Bui it must enjoy the
9/1‘

conficdence of the entire villa ge population.
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iv) If the villagers are willing to contribute their share
by:

1« Agreeing to pay a small insurance charge
2+ Agreeting to do Shramdan for some health projects

3« Agreeing to contribute voluntcers that will help
run the health programnue.

v) If some data is already available sbout that area due to
previous or on-going survey etc.either in connection with a
health programme or as 2 part of general development activities.

2. Total Pomulation Coverage:

The whole porulaticn must be covered.

Priorities: The weak and the wvulnerable: children below 6
Lxpectant mothers
Hursing mothers

Promotion of health and prevention of disease.
Nutrition,Sanitation,Inaunisations & Health Education
Adegquate simple records.

3. "Health Insurance"” Every body payse.

There may be a graded scale,depending upan the
econonic status.

Advantages: Greater intercst taken by the community

Greater community participation

People fell they own the progranme--snd it is their
(ag indeed it always should be).
People who pay can also ask for good services, and
who can complain if the services are not good.
Keepin g accounts develops the idea of accountability
People do not value the treatment that is given free
They may even throw away expensive drugs,thinking
then worthless.

Getting things free is not a good habit.It should
be discouraged.

Some people consider it ethicallywong to give or
take things free.

There iz no such thing as FPREE.eedisines..f the
villagers are not paying for it,somebody else must
be paying for it,

0..-3/"
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4, The National Context and Canstraints:

Qurs is a poor country.
OQur health services should be affordable on a countrywide basis,
perhaps adding upto a few rupges per head per year,

It is no use creating an IDEAL or achieving “"excellence", which
cannot be copied on a large scale.

We must keep in mind the replicability of our health services. Ve

should be able to demonstrate a patterm of health care vhich is

practicable and effective- not after 50 years,but for the next

5 year plan,

Thus our efforts should have natianal relevance. e have wasted
our opportunity if our health srvices and experience cannot be multiplied
and does not have any relevance for the areation of effective health

gervices on a country-wide basis.

5 Coordination with the State health orgnisation.

Health is a State subject. |

We should avoid dual control or parallel and competing health
services, e should have a clear understanding with the State health
Ministry and the Vistrict Chief iledical Officer. We should clearly define
our respective roles and establish clear chennels of communications and
cooperation,

Broadly, our plan for commnity health services should Rimmx
follow the state pzttern. We can f£ill in the lacunae and strengthen
weak linke,but we should not drastically after the overall health plan
or health strategy. Otherwise we again face the risk of wasting our
opportunity and losing all relevance.

6. Utilisation of Existing commnity Hesources:

They include: Indigenans and homeopathic practitioners
Urdinary simple home remedies
The common lore and grandmas recipes )Yoga.

Health practices of our people,such as personal
cleanliness,boiling of milk,breastfeeding of
children self reliance etc.

Local educated young men and women,including
teachers,post-man ete that ean be roped in for
various types of "help" that comes to villuges.
(e musk newn alldis atrophy of local leadership and initiative
and fostering an attitude of dependance and
passive acceptance.We must guard against the
tendancy to pull poeple up by their ears,instea
of encouraging them to pull themselves up by
their boots=tiraps.le should resist all well
intenticned effort tc spomfecd the people.



el

Instead, we should encourage local leadership, local
initiative and self reliance. At a practical level, we
should select suitable educated young men and women from
the villages themselves, and train them as health workers,
We should also involw the commnity in all health work,
right from the stage of planning onwards. Wexskswm

9. Commnity Participation:

A community should consider the health services as thelr
own. Community participation is the sine qua non of any
successful community programme. This is one reason why the
commnity must pay for its health services partly,if not
wholly.

The comunity must be involved in all stages of the
community health programme,including d ecision makinge.

Financial contributions
Selection of workers from the community
Eveluaetion of their woxk.

Village Health Committees can play a very useful role
here, as already mentioned.

10. Special Role of Health Education.

Health education is essentizl in a democratic set-up in
order to elicit the willing and enlightened cooperation of the people

It increases peoples competence to look after their own
health,thus fostering self -reliance.

It helps people take greater interest in their henlth
gservicese.

It helps people identify incompetent workers or incorrect
NEASUreS.

Everybody is interested in the working of his/her body,
and in health. They will pay attention if healtheaucatlion is
imaginatively carried out, using for example puppet shows, one act
plays,practical demonstrations ,mobile exhibitions, etc.Xn=

S ‘
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The following topics should be covered:
First-aid
Simple nursing
Body knowledge
Yoga
Personal hygiene
Balanced diet.
Some simple preventive measures etc.

11. Phasing and Pilot projects:

We should start with a small area or start with only a
few services or both.

We should expand and multiply health mexwem services as
we gain more:

insight

experience

confidence

acceptablility
efficiency.

10. Essential Steps:

To Implement the Community Health Programme.

Objective: To create conprehensive integrated c ommunity health
services for the total population of defined rural areas, with emphasi
on vulnerable groups and on prevention. ‘ '

Such a service should be made available on a regional basis,
alongwith effective referral facilities.

Summary of Steps:

1. 4 menaging comnittee of overall Jeyeprabhe tespital;research
Centre—srd Community Health Programme should be established.

A

2. Constituting & "Planning and Implementation" Coumittee for the

Community Health programme.

3. Selection of suitable area or areas of work.Selection criteria
already mentioned in the general approach.

veeeb/=
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4. To study the area(s) to define its problems and assets.
surveys# This will involve planning and conduction of surveys

covering the following variables:

Demogravhic
vocio-economic
Health - Existing problens
- Ixigting facilities.
5« Planning:
Preparation of preliminary plan
Discussions
sead justunents
PFinalization of the broad plan.

6. Implementation:
Selection and training of workers
Building amd furmishing of hospitals,health centres et
Phased beginning of health services.

7. Hecords-- should regeive special attention.

8., Evalmtion of Comminity health services == both concurrent and

teruinale This should help better planning:

anning
Programaing

l:'.dr|4 3 oty 4 oy
AANIN1 gtXratlion

Evaluation
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GUIDELINES FOR DEVELOPING
, ALTERNATIVE MODELS FOR

DELIVERY OF HEALTH CARE

The Author Kamala Gopal Rao is Professor and Head of the Department of Social
Sciences, National Institute of Health Administration and Education,
E-16, Greater Kailash, New Delhi.

In India, even before the attainment of indepe-
ndence the government was concerned with the
problem of providing adequate health services to
its population. In order to survey health condi-
tions and health organizations and to make recom-
mendations for future developments of health ser-
vie  1e Health Survey and Development Commi-
ttee (Bhore Committee) was set up in British India
in the year 1943. The recommendations of this com-
mittee contained in their report of 1946, provided
the blueprint for the development and implemen-
tation of health services in post-independent India.
Of the several aspects of health services organi-
zation that this Committee deliberated upon, the
more important ones were the following:

1. The need tocut down the preventable
morbidity which was estimated by the
Committee to be about 50 per cent.

2. The need to correct the imbalances bet-
ween the rural and urban areas in terms
of health facilities and health manpower.

3. The need to provide medical relief and
preventive care to the vast rural popula-
tion of the country.

4. The need to recognise the importance of
social, cultural and environmental factors
in the preservation of health.

5. The need to develop a philosophy of self-
help and cooperative endeavour among
people to improve their own health and
maintain a healthful environment through
widespread health education and increase
in general education.

6. The need to shift the emphasis of the hea-
Ith services from a predominantly curative
approach to one with sufficient emphasis
on prevention and promotion.

7. The need to review the problem of health
in the broader perspective of development
and its social and economic correlates.

8. The need to provide adequate health pro-
tection to all, covering both its curative
and preventive aspects irrespective of their
ability to pay for it.

9. The importance of social factors such as
unemployment, poverty and social customs
like purdah and early marriage in ill
health.

Considering the fact that itis over 31 years
since the Bhore Committee submitted itsZreport
and that India attained independence from
colonial rule over 20 years ago, the present deve-
lopment of health services obviously is very inade-
quate and insufficient, both in terms of quality
and quantity. A somewhat over-simplistic view
of the development of health services tends to look
upon it in a fragmented fashion either in terms of
1n?reasi.ng the number of doctors and the conco-
mlt‘ant increase in the number of medical colleges
or in terms of increase in the number of hospitals
and dispensaries. The more basic problem and
challenge in providing the health services to the
growing population of India in relation to the felt
need of different populations and sub-cultural
groups within the country has not received suffici-
ent attention. Even now, despite sufficient jncre-
ase in the health budget in the different Five Year
plans there are vast areas in the country where
even the most rudimentary form of health care is
not available. Any plan to provide health care to
Indian communities has to reckon with a few
basic realities of Indian social life. Prominent
among these are the large number of people who
are extremely poor and are described as below the
poverty line (their numbers are estimated to be 40
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GUIDELINES FOR DEVELOPING ALTERNATIVE MODELS

per cent of the population), progressively decreas-
ing male female ratio as revealed through the
decennial census primarily because of hazards of
maternity faced by Indian women (932 women for
1000 men), an exaggeratedly high infant and child
mortality; the wide range of preventible sickness
to which people succumb; vast illiteracy, especially
of females; (even in 1971 census female literacy was
only 21 per cent and rural female literacy was only
15 per cent) relative neglect of girls and women
The National Committee on status of women has
quoted figures to show that women use health
services less than men, despite sickness);
presence of  vulnerable groups who need
particular attention in the health organisations
-women  in child-bearing years and children
helow five years; the peculiar age-pyramid

-h 42 per cent of the population below 14 years;
traditional and culturally rooted beliefs on etio-
logy, spread and cure of diseases; existence of and
belief in traditional healers, folk medicine and
indigenous medical practitioners; nearly 80per cent
of Indian population residing in villages often in
remote villages with poor or no communications
and other modernising forces. A subtle qualitative
dimension is the unwillingness of the urban trai-
ned doctors to serve in rural areas and the un-
willingness of the rural folk to use the existing
primary health centres (PHCS) and sub-centres.
While some have placed the blame on the attitudes
of health personnel, others have placed the blame
on the faith of rural folk in traditional indigen-
ous medicines. It is, however, true that the rural
folk, the poor and urban slums have relatively
little access to health services. Paradoxically eno-

*h, these are the very people who are in need of
uealth care.

In the light of these social, cultural, economic
and demographic realities, the existing system of
health care delivery is not relevant for the country
with its vast and varied health problems. The
apparent expansion of medical colleges, training
institutions for other categories of health person-
nel and number of hospitals and dispensaries with
increasing emphasis on super-specialities limit the
use of the health care system to the urban elite
only. Itisa poor imitation of western models
which are not suited to a developing country. The
focus on personal health care based on' the services
of a large number of highly trained physicians
and specialists is a capital intensive approach which

primarily aims at curative rather than preventive
medicine. This model is adequate for western
countries where increased standards of living, high-
er literacy, nutrtion and sanitation have resultedin
decreased mortality and morbidity rates and there-
fore the total thrust of the health care delivery
system is on providing specialised services to in-
dividuals rather than extending general medical
care and comprehensive health care to communities.
The Western system, requires an expensive and exte-
nsive medical education system sophisticated equip-
ment and literate population with some sophistica-
tion about disease and some faith in the medical
profession. The only modification that develop-
ing countries have done so far while adopting the
western models has been the inclusion of Health
Assistants with a little training who essentially act
as doctor-substitutes while most of the rural peo-
ple still depend heavily upon indigenous healers.
Even the Bhore committee, while outlining the
duties of the primary unit staff suggested that
Health Assistants should perform both curative
and preventive duties of an elementary nature
under the directions of a qualified medical officer.
The spirit of these recommendations - specifically
the role of the women Health Assistants in doing
domiciliary visits to perform curative and preven-
tive tasks-has not been reflected in the develop-
ment of health services in India since the submis-
sion of Bhore Committee report. At the time of
Bhore Committee report there were 47,500 doctors,
while according to recent estimate, there will be
1,66,100 doctors in 1978-79. Ramaiah and Bhan-
dari state that of these 11,000 allopathic doctors
will be surplus. It is worth noting that the incre-
ase in number of medical colleges, doctors and hos-
pitals and dispensaries during the last 30 years has
not resultedinsignificant improvements in the health
status of the Indian population. Partly, thissituation
is due to'the fact that health facilities are not the
only things needed to keep people healthy. Social,
economic and developmental factors affect health
status. But no efforts have been made so far to
make health planning a part of national planning.
Consequently no action has been taken to integrate
the medical system with the goals of economic
development. This has been often referred to as
the ‘‘technological mis-fit"’. The inadequacy of
this approach is highlighted in a recent WHO pa-
per which states, “There can be no question of
simply grafting on to a struggling and largely
agricultural economy, a high powered medical
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system, with ultra-modern hospitals, specialist
surgeries and general practitioners making house
calls”. What is needed is ‘‘adapt or improve upon
existing systems but not adopt’’ as Mahler puts it.
There are features about the Chinese development,
based on communes and using a large number of
simply trained medical auxiliaries or ‘“barefoot
doctor” to bring a health message as well as a
treatment and prophylactic resource to the rural
areas, that may prove suitable for adoption in
developing countries. These countries cannot yet
achieve a full service in the lines used in the deve-
loped countries and well recognize their need to
choose prioritics. They can easily hinder their
own progress by putting too large a part of limited
resources into training physicians rather than
larger numbers of nurses, technicians, or auxiliaries
provide a balanced health team.

Attempts have been made in different projects
in India to move away from the traditional model.
A common innovation in all these endeavoursist
select community workers of low education, train
them for a range of simple health care task includ-
ing health education, nutrition education and
environmental sanitation and use them to supple-
ment the available health care personnel. China
has developed its own approach to health care
delivery and has succeeded in its policy to break
. down the conventional system of health worker’s
roles and institutions and tried to develop a new
labour intensive model which suits the needs of its
predominantly rural population and the overall
goals of economic development. Basic to all such
efforts has been an explicit recognition of the cas-
‘al link between health services and increased
. roduction. In fact the Chinese view is diameteri-
cally opposite to the view of western economists
who hold that health is a ‘“‘Consumption’ expen-
diture rather than a “production’’ investment. In
most experiments with alternative approaches,
there is also a recognition of the need to provide
basic curative health care and simultaneously im-
prove the environmental health, sanitation and
safe water supply. Several health projects round
the world, recognizingi the needf for simultaneous
action on both the fronts, have experimented with
strategies based on mobilization of community
resources for improving environmental sanitation
and use of community health workers for deliver-
ing primary health care. There is an increasing
recognition that more increase in number of trai-

ned medical doctors will not automatically result
in optimal healthcare to rural populations or imp-
rovement in health status of people. Thus the tra-
ditional model of the health care pyramid with a
heavy top and narrow base, with the major invest-
ment of resources inspecialists, large urbanhospitals
and sophisticated equipment and a narrow base of
minimal paramedical support is almost obsolete.
The newer approaches envisage a model of a health
care pyramid with a narrow top with some invest-
ment in doctors, hospitals, specialists, equipment,
etc, and jan enlarging base diverting investment
from a few large hospitals to several health centres
extending into the periphery with a broad base of
primary care workers of various categories and
with emphasis on community organisation for
health care. In fact, the dictum is “Health by the
people’’ and ‘‘health to people”. The ruling philo-
sophy in this approach is not “Best for the few’
but ‘“‘good for the many’’. However, this approach
is not to be interpreted as an effort to provide
“inferior medicine to the rural poor” or “provid-
ing the underprivileged with second class medi-
cine”’.

In the absence of a universally acceptable
alternative model, an attempt is made to list the
basic requirements, preconditions and criteria for
a suitable model and to suggest some combination
or strategies in different approaches to health
care delivery.

Some of the important guidelines in designing
alternative approaches are listed below :

1. The alternative approach should give pri-
mary attention to vulnerable and deprived
segments of the population-women in child
bearing age, children below five years, the
poor and indigent, urban slum dwellers
and those who have no access to any form
of health care.

2. The alternative must be planned on an
appreciation of the multifactorial nature of
health. Health is a product of sound, heal-
thful living, adequate nutrition, a proper
understanding of one’s own body levels of
general education, environmental sanita-
tion, hygienic methods of living etc. The
inputs in the alternative strategy must be
based on this appreciation.

3. The alternative approach should be built
upon the principle that health planning is

59



MEDICAIL BOOKS

Bailey
TEXTBOOK OF HISTOLOGY

16th Edition Rs.

Krantz & Carr

PHARMACOLOGIC PRINCIPLES
‘OF MEDICAL PRACTICE

8th Edition Rs.

GRANT'S DISSECTOR

7th Edition Rs.

Jan Langman
MEDICAL EMBRYOLOGY

3rd Edition Rs.

Stedman
MEDICAL DICTIONARY

22nd Edition (N.B.T.) Rs.

100

120

45

75

60

Grant
ATLAS OF ANATOMY

6th Edition (N.B.T.) Rs.

Grant
METHOD OF ANATOMY

9th Edition (N.B.T.) Rs.

Best & Taylor's

PHYSIOLOGICAL BASIS OF
MEDICAL PRACTICE

9th Edition Rs.
Novak's

TEXTBOOK OF GYNAECOLOGY
9th Edition Rs.

Sangham Lal, Balakrishna
Rao & S.S. Anand

TEXTBOOK OF SURGERY
2nd Revised Edition (N.B.T.) Rs.

125

37’

120

150

50

S. Chand & Company Ltd.

RAM NAGAR, NEW DELHI - 110055

Bangalore, Bombay, Calcutta, Cochin, Hyderabad, Jullundur,

Lucknow, Madras, Nagpur, Patnha

60



GUIDELINES FOK DEVELOPING ALTERNATIVE MODELS

an integral part of the process of economic
development planning. Thus, in the new
system primary health care activities sho-
uld form an integral part of the national
health system and community development
activities, such as education, adult literacy,
agriculture, housing and communication.
This needs multi-sectoral planning and an
application of the importance of non-health
interventions for health system.

The overall philosophy of the alternative
approach must be to identify and make use
of available persons in the community, who
are interested, enthusiastic and willing to
engage in health-related task. In addition,
already existing health worker like the
dai, practitioners of indigenous systems of
medicine may be suitably trained and utili-
zed. Niger project in Tanzania, and Miraj
in India have successfully used the traditio-
nal birth attendents and the indigenous
medical practitioners.

The persons who enjoy the confidence of
the community and are considered as
sources for health care must be utilized.
Categories identified by the Committee on
Medical Education and Support Man-
power are the village post-masters gram
sevikas, school teachers and dais. Alter-
native approaches should use these func-
tionaries for primary health care tasks.

Instead of relying entirely on imported
technologies, attempts must be made to
combine the wisdom of traditional systems
of medicine with the modern. It may be
recalled that the success in China’s health
care delivery is attributable at least in part
to this strategy.

7. The experiments on alternative approach-

es must as far as possible give a trial to the
new health policies and strategies initiated
by the Ministry of Health and Family
Planning, Government of India. The Miraj
Project giving a trial to the Multipurpose
Workers’ scheme, and the Rehbar-i-Sehat
at Jammu and Kashmir and the Indian
Council of Medical Research (ICMR) fun-
ded projects trying out school teachers for
delivery of health care are illustrative of
this point.

8.

10.

11.

12.

Any concern for initiating alternative
approaches must consider the problem in
the larger perspective of its antecedents
and linkages in the training programmes
of health personnel. Tanzania and China
made simultaneous changes in the medical
education curricula and training methodo-
logy to give emphasis on rural health and
primary health care when the strategy of
using community workers and bare foot
doctors was launched. In this connection
the Shrivastav Committee’s recommenda-
tion of medical college taking over PHCs
to use for student training is a worthwhile
step that needs immediate implementation.
The possibility of using the sites of alter-
native experiments for medical student
training must be explored. Government
Erskine Hospital Project, Mallur and
Medicare Plan are already trying this.

The alternative approaches to be developed
must adopt a service-cum-research appro-
ach. This implies the need to develop conti-
nuous monitoring, evaluation system and
a viable management information system
to ensure effective feedback. There is a
need to develop other indicators or impact
of the new approach than mere service
statistics and performance data. To the
extent the new approaches need to be
carefully evaluated for their replicability,
the emphasis should be on the process
rather than the product.

Most of the Indian experiments seem to
owe their success to the devoted, charisma-
tic leadership of the project chiefs. While
this is understandable for demonstration
purposes, any large scale implementation
of . tested alternatives must prove their
feasibility and success over and above de-
voted leadership. This will be an impor-
tant issue in the sustenance of the initial
success of the projects and therefore an
important criteria for planning alternative
strategies.

There is a need to rationalise through ex-
perimentation and evaluation the number
of tiers needed in-between the village level
worker and the other health personnel.

While it is good to encourage novelty and
innovation in alternative health care deliv-
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13.

14.

15.

GUIDELINES FOR DEVELOPING ALTERNATIVE MODELS

ery strategies, there is also a need to retain
certain common parameters in their me-
thodology to ensure comparability. There
is a need for baseline measures, concurrent
evaluation and contextual studies in order
to estimate the usefulness of one particular
approach vis-a-vis others.

Common to all models or approaches is
the need for standardization of basic edu-
cational requirement for voluntary com-
munity workers, core training content,
manuals and instructions, specification of
task and roles for each category of worker,
drugs and equipment, built-in supervisory
mechanism, system of continuing education
and referral system.

Thus the three basic components in any
model are (i) strengthening the infrastruc-
ture (ii) integrated development of health
services and health manpower through
training and (iii) improvement of environ-
mental sanitation.

Primary health care in any model or appr-
oach should cover minimal treatment of
minor injuries, health education, education
to pregnant and nursing mothers, immuni-
zation for children, nutrition education,
family planning and some action for provi-
sion of safe water supply, building latrines
and waste disposal system. In addition to
curative services, the approach must lay
emphasis on preventive, promotive and
rehabilitative aspects.

16.

17.

18.

19.

20.

21,

22

The approach should be built on continu-
ous, sustained and effective community
involvement and should continuously aim
at evolving innovative strategies for maxi-
mum community involvement. The nature
and extent of community involvement must
be periodically evaluated.

The approach should be effective in terms
of cost, technique and organisation.

The approach must be based on the local
funds rather than relying too much on
external funds.

It must be broad based and flexible in
order to absorb change.

The approach must be based on locally
available-resources and expertise, but must
work in close coordination with the existing
government infrastructure and voluntary
agencies in the area.

The overall purpose of the approach should
be to increase accessibility to health care,
particularly in rural areas, and to vulnera-
ble target population identified earlier.

Regardless of the approach an important
issue is the career promotion aspect of the
community health workers in order to
sustain their motivation. In some countr-
ies, these workers can gradually reach medi-
cal colleges after several years of service.
In Nepal, female health aids can become
Auxiliary Nurse Midwives (ANMS). [0
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‘Why are our rural health

services so ineffective?

FTER our comypitment, in

terms of the Alma-Ata
Declaration, to provide health
care to all by the year 260
AD, the rural health service
has become a subject of topical
interest in our counfry.

Several factors. contribute this
interest. First, 80 per cent of our
population live in the country-
side; Secondly, more than 70 per

vert of our national income
Cafe 'om the rural sector and
it . .ell known that “health

effect” contributes in a major way
to the economy.

In spite of the overwhelming
importance of the rural sector to
our economy, this is the mosi neg-
lected segpment of the population
so far as health and medical care
facilities are concerned. While 80
per cent of the population live in
the countryside, 80 per cent of the
doctors have settled down in
urhan areas.

Turther, there are intra-rural
imbalance of services as functio-
nally much of the available mau-
power of either systems is distri-
buted in bigger villages. The smal-
ler and “difficult to reach” vil-
lages have no facllities whatso-
ever. Purthermore, avallable
estimates in India show that by
rural-urban break-up of services,
the urban population has 8-10
times more institutional facilities
and 12 times more hospital beds.
Although there has been a con-
siderable improvement in health
manpower in India during the
last two decades, the rural-urban

raft” has vemarkahiy remained
ut wed. Therefore, it becomes
neuc”,.ﬁv for our gociety to he

concerned about the health of its
rural people, Politically, too, peo~
ple are demanding higher living
standards on some equitable basis
and reduction in economic and
social inequalities, There are ris-
ing expectations for social ser-
vice, including health services,
both in terms of quelity and
guantity.

Comprehensive

Governmental medieal care fa-
cllities available in the rural areas
thus far are mainly through the
Primary Health Centres (PHCs).
These PHCs were established as
a part of community development
programime, way back in 1952, Yo
provide eomprehensive health ser-
vices which, inter-alip, ineiuded:
medical relief, control of com-~
municable diseases, environmen-
tal sanitaiion, maternity and child
health, including family planning,
school health, health education
and vital statisties. Later, addi-
tion in their activities and expan-
sion of many vertical health pro-

=grammes resulted in a substantial
=increase in staff numbering from
ig-rl,‘(..; when initially starfed, to

What has been the impact of
these PHCs on the health status
of the people? In the absence of
any scientific effort o evaluate
ihe real impact of these institu-

By JAGADISH C. BHATIA

tions, it 1s difficult to answer this
quesiion preeisely, However, spo=
radic evidence does show that our
health services have mot been
very effective in solving the ever-
growing health problems of our
rural population.

Although the Primary Health
Centres have been in existence
for the last 30 years, their ubili-
sation by the community has been
rather poor. Studies of medical
care services in India condusted
by the World Health Organisation”
the Johns Hopkins University
Rural Health Research Projeets
and the National Institute of
Health Administration and Edu-
cation indicate that only 10 fto
20 per cent of the villagers utilise
Governmental health services.

Awareness

Furthermore, awareness and use
of these facilities is limited to
villages where these -services are
located. People living in the peri-
pheral villages either are unaware
of these services or find it diffi~
cult to reach them because of
communication difficulties and
distance. The image of PHCs has
also been found to be poor, Even
among a small proportion of vil-
{agers who have used those facl-
lities, the majority have shown
dissatisfaction with the services,
mainly because of non-availabili-
ty of medicines and the rude and
impersonal behaviour of the doc-
tors. Apart from the doctors, the
eripheral health services have a

ttery of paramedical personnel
like basic health workers, vacci-
nators, auxilliary nurse midwives,
family planning workers, ete.
These unipurpose workers are now
being changed to multipurpose
workers, who are supposed to pay
dornicillary visits regularly in ail
the villages in their respective
areas, A large proportion of peo-
ple in the rural areas have been
found to be unaware of their
existence. Thus many villagers
continue to be attended by Indi~
gEeNous Medical Practitioners
(IMPs). These IMPs are not,
however, those who use traditio-
nal herbs, oils and incantatons
and have little or nothing to do
with modern medicine. On the
other hand, they are increasingly
using modern medicines. Their
number is estimated to be about
400,000 (one for every 1300 popu-
lation as against one qualified
doctor of modern system of medi-
eine for 4700 population), of
course with  considerable inter-
State varviations. These IMPs are
very popular among rural people
and their ranks are heing aug-
mented every day. This means
that rural people are rapidly be-
coming aware of the miracles pos-
sible through modern medicine
and they Ilike moderm and allo-
pathic modes of treatment but not
the doctors of the allopathic sys~
tem of medicine available at the
Government health facilities.
The Primary Health Centres, as

' mentioned above, were establish-

‘ed on the principle of integration
~of health services. They are sup-
‘posed to provide seven types of
services which are  considered
pasic by the World Health Orga-
nisation (WHO). Studles have,
however, shown that doctors hard-
ly spend any time in preventive
and promotive carve. Majernal
and child health services remain
neglected. Apart from ecurative
services, the only other activity
which receives such attention is
family planning work and this too
for obvious reasons.

Our internship and other train-
ing programmes have also not
succeeded in changing the atti-
fudes of young doctors to rural
health services. If choice is given
to them, they will not be prepared
to go to rural areas; even those
who, pressed by circumstances,
take up jobs with PHCs work
half-heartedly and are not able to
gain the confidence of the rural
people which is so necessary for
the success of any community
development programme. Rural
services are always regarded by
them as a stop-gap arrangement
and so they always try to get out
at the earliest opporfunity availa-
ble. Furthermore, the contents
of our training programme are 1ot
based on a realistic appraisal of
needs of the community and tasks
to be performed.

The reasons for the ineffective-
ness -of rural health services in
India are many and not far to
seek. Same of these can be sum-
marised as under:

(1) Most of our health services
have grown at random based on
intuitive judgments and depend-
ing upon the urgency of certain
problems snd availability of re-
sources — physical, financial and
manpower. There has rarely been
a clear perspective and scientific
experimentation with various ap-
proaches to the delivery of health
care services.

No unanimity

(2) There has heen no eclear
definition of the role and respon-
gibilities of the PHC doctor and
other functionaries. Inierviews
carried out by Johns Hopkins
University researchers with the
administrators of health and me-
dical services in the State and
Central Governments and officials
direetly involved in the loeal super-
vigion of Primary Health Centres
themselves have vevealed that

each has a different perspective of’ mental to

a Primary Health Centre and
thiere is no unanimity of opinion
on the funections the PHC is sup-
posed to perform and the actual
role of the Primary Health Centre
doctor. There has thus been a
complete role ambiguity and role
crisis which has seriously affec-
ted the planning and 1m{>)emen-
tation of various rural health pro-
grammes and the performance of
PHC doctor and other staff mem-

r's.
(3) Most of our health schemes

were sponsered and initiated by
the Government and there has
been no serious effort to invelve
the people in decision making pro-
cess and in the mobilisation of
local resourcges. Qur preneunce-
ments and their dissemination
through mass media have gene-
rated more consciousness among
the people about their rights than
their duties. This has further
dampened their will to partici-
pate actively in the various health
programmes, This weakening of
the capacity of local communi-
ties to solve their own health
problems and our inability fto
meet their insatiable demand for
health services has resulted in
dissatisfaction and frustration
with Government health program-
mes.

No integration

(4) There has been no serious
effort to assess the health needs
of the people and the effective
ways of meeting those needs. The
people’s acceptance and Co-Ope-
ration would have heen much
easier to obtain if health pro-
grammes were geared to their felt
needs. PFurthermore, no attempt
has been made on a wider scale
to investigate community reac-
tions fo the programmes. By and
large, there is lack of sensitiyity
and awareness on the part of
health workers to social and emo-
tional considerations.

(5) There has been no proper
pnd systematic evaluation of the
activities of Primary Health Cen-
tres which could have provided
guidelines for improving the
functioning of these rural health
institutions.

(6) Health care cannot be the
responsibility of a Health Depart-
ment alene, The activities of other
institutions also contribute to the
health status of individuals. There
has beerd no proper integration
with other development depart-
ments to find a solution to the
health problems of the people
and bring about an improvement
in their health status.

(7) In our Plans the health sees
tor generally gets a low priority,
and inadequate resources in terms
of staff, equipment and drugs ete.
have affected the efficient funec-
tioning of our rural health insti-
tutions.

(8) Our preoccupation with
family planning and target setting
in this regard has resulted in the
neglect of many more important
health activities. Thiz has, to s
large extent, alienated our rural
population whieh has been detri-
the family planning
programme itself. The family
planning programmes would have
been mueh more  effective anc
sustainable if they had been clo-
sely linked with other heaith pre-
motion activities.

(8) The vertical programmes anc
multiplicity of workers had re.
sulted only in confusion and re-
sentment among the people.

(10) Our degmatic adherenee fic
so-~called “medical standards” has

(Continued on Page B8)

Nl



Ru‘ral health

service
(Continued from Pa,ge 6)

plinded us to the actual health
conditions prevalent in the coun-
tryside. We have failed to tap the
abundant sources of indigenous
medical care available in the rural
aveas and use them for the pro-
motion of various health program-
mes. Instead of earning the good-
will and enlisting the co-operation
of these indigenous medicine prac-
titioners who, by and large, are’
very influential among the rural
people, we have antagonised them
with our various pronouncements
and activities.

(11) The social science and
management  component of our
training programmes  has been
minimal and, to say the least,
superfluous. The Social and Pre~
ventive Departments of medical
colleges who are primarily res-
ponsible for imparting this train-
ing have not received the status
and prestige they deserve and the
implementation of the training
kgerog'rammes to that exbtent has

ft much to be desired. They
have not been able to mobilise
multidisciplinary teams which are
so essential for imparting this
type of training. ‘The effort to
organise inservice training pro-
grammes for different categories
of health personnel have been
only sporadic and thus ineffective.
There has been more emphasis on
didactic teaching rather than ex-
posing the trainees to the actual
field situations.

The above, by no means, is an
exhaustive list of reasons for the
tardy development and ineffective-
ness of our rural health services.
Systematic research would, per-
haps, bring out many more fac-
tors to help us take necessary re-
medial measures and reorient our
health programmes and activities
taking into account the needs of
rural communities and our com-
mitments in terms of the Alma-
Ata Declaration.



DELIVERY OF PACKAGE OF HEALTH
SERVICES THROUGH
MULTI-PURPOSE HEALTH
WORKERS’ SGHEME

Dr. E. S. RA@HAVENDRA RA®, MB.,B.S., B.S.Sc.,

(Assistant Director of Health Services & Family Planning)
PRINCIPAL,

Health & Family Planning Training Centre, Salem.‘

. More & more advancements in Medical Research might lead ustoa

complacent thinking that Science has finally won the fight against disease.

2. In a welfare society with a socialistic outlook and approach, all roads shall
lead only towards the goal of greatest good of humanity at large.

3. Not only the Educational and Examination Systems of the Training of
Medical and Paramedical personnel but also the DELIVERY SYSTEM OF
THE HEALTH SERVICES, need4complete re-orientation and reorganisation.

4. Epic Victories in the control of communicable Diseases, Exemplary
Achievements bringing down Maternal and Infant mortality by TECHNO-
MEDICAL REVOLUTION, might disappear if adequate coverage of the
entire rural and urban populations is not planned by the Health Services.

5. With all humility we now venture to visualise the future INTER-
FACED MEDICAL OFFICERS of the Primary Health Centres of Tamilnadu,

who are experts in the MULTI-DISCIPLINARY APPROACH TO DELIVERY
OF HEALTH SERVICES, including MEDICARE, MEDICAL EXTENSION,

FAMILY PLANNING and APPLIED NUTRITION.

6. Custom decrees, courtesy demands and curriculum comipels that the
Medical Colleges and ‘Teaching Hospitals turd out only ‘well qualified INTER
FACED DOCTORS capable of tackling all medical and health problems
subject to availability of auxiliary assistance and other resources

{15



7. It is of paramount importance and of pathetic urgency that we improve
the quality of Undergraduate Medical Education and Pre-Registration Internship
Training to Commensurate with the level of expectation of the Community.

3. Not withstanding the existing systems of examination and evaluation at
the Internship level complaints are not uncommon that the turnouts are
substandard in qualitative training and hence there shall be yet another system
of Competence Measurement and Merit Rating, Grading ot Assessment at the level
of Internship also. However unorthodox the suggestion be, criteria need be codified
for Competence Measurement of Government Medical Officers at periodic intervals.

9. 'Use-effectiveness of METHODS employed in the Delivery of Comprehen-
sive Health Care needs evaluation at every level.

10. Th¥ough knowledge in COST BENEFIT ANALYSES coupled with
Organisation and Methods Study, Operational Research, Productivity Techniques,
Supervision Skills Development, Man Management, Materials Management,
Methods Management and Money Management, is a MUST for every
Medical Officer of a Primary Health Centre.

11. The medical Officer is the “King Pin” of the P. H. C. He shall equip
himself with. TECHNO-MANAGERIAL CAPACITIES and then only Producti-
vity, Profitab‘lity and Public Satisfaction would follow.

12. Abundant experience in Curative Medicine alone will not turn out
Interfaced Medical Officers. Adequate Exposure to Field Work as the Head of
a “HEALTH TEAM" would make him an instant success in the practice of
Community Medicine.

13. India now needs no Glamour Medicine nor Spare-part Surgery.
Privilgged few only are admitted and treated in the most sophisticated Tower
Blocks of Teaching Hospitals. Common Man cries not for “Heart Exchanges”
but for “Change of Heart’”” among Medical and Paramedical personnel. Lip
service to his ‘FELT NEEDS” amounts to a cruel joke on his crippled
mind and body.

14. HOSPITAL ATTENDANCE does not reflect MORBIDITY in the COM-
MUNITY. Every disease exhibits an “ICEBERG PHENOMENON”

15. For Conducting Morbidity Surveys and for giving greater EMPHASIS,

On Preventive Care than Curative Care,
On Early Diagnosis than Late Diagnosis,
On Home Contact than Clinic Contact,

On Continuous Patient care than Episodic Patient care

“Health Team Approach” is more suitable than ‘“Hospital Approach”



16. For the Domiciliary Follow up of Environmental Diseases such as

“PULMONARY TUBERCULOSIS.”
HYPO - PROTEINAEMIA,
SEPTIC ABORTION ETC.,

and for the follow up of defaulters and terminal cases of Cancer Clinic, as
well as for the early discharged post-operative cases and Low-Birth Weight
infants etc., Health Team Approach would be welcome.

17. To achieve the objective of taking medical care and diagnosis to the
periphery, through the Health Team, it is essential that there shall be a
built-in system of supervisory checks between all the members of the Health
Team to maintain quality and for effecting maximum delegation of respon-
sibility to those with minimum training, consistent with good care, supported
by excellent communications and medical back up from the main Centre.

18. Under the over all supervision of the Medical Officer-in-charge of the
main centre and the Public Health Nurse, 80% of subcentre practice can be
delegated to paramedical members of the team. “Daily subcentre-clinics”
conducted by the A. N. M. are meant for the management of minor clinical
ailments, apart from M. C. H. services. * Weekly Referral Clinics ” are

to be conducted by the Medical Officer in the subcentre itself .

19. For the Assessment of community health levels, Identification of com-
munity health needs, Appreciation of community resources-private and official,
Coordination of the work of professional health leaders at local level,
Supervision of the work of A. N. Ms, Constant training of field workers and
for Delivery of services in the improvised set up, the Public Health Nurse

has a major role to play.

20. The logistics on which Government Health Services are formulated
are totally different from those of the Teaching Institutions. Medical Educa-
tion is so much dominated by individual specializations that it cannot be
photocopied or portrayed in the community within its economic capacity.
As the quality of Health Services depends on the efficiency with which their
Delivery System functions it is imperative that we develop a Multi-purpose
Health Workers’ Scheme.



MULTI PURPOSE HEALTH WORKERS' SCHEME

The Steering Committee on ‘‘Health, Family Planning,
Nutrition” of Planning Commission has stressed on the following :

i) Proper integration of Health and Family Planning and
Nutrition Programmes as such integration is more effective

and economical.

ii) Entrusting Multi-Purpose Workers to discharge such

integrated functions.
iii) Providing 3 categories of such Health Auxiliaries :
a) at lowest level - Basic Health Workers or ANM,
b) at intermediary level-Health Visitor or Health Inspector.
¢) at higher level - Health Supervisor.

iv) To arrive at an effective pattern of services from Operational

and Training angle.




“The All India Commirttee on Multi-purpose Workers has

given their recommendations, for setting up Multi-purpose Workers
in rural areas of the country”. Their main recommendations are:

i)

c)

v)

v)

Vi)

Ultimate objective is to have ome ‘‘sub-centre” for every
3000 to 3500 Population; to group 4 sub-centres into a sector;
to have one Health Centre for 4 such sectors.

Multi-purpose Workers at lowest level are to be supervised
by multi-purpose Supervisors at various levels up to State
level.

Implementation can be phased depending on availability of
personnel :

First phase can be to introduce the scheme where Malaria
Eradication Programme and Smallpox Eradication Pro-
gramme have entered into “Maintenance Phase”.

Second Phase can be to extend this to areas which enter
into maintenance.

Third phase will be to have this scheme throughout the rural
areas of the State incorporating all ““Health” Programmes.

Job based training is to be given to each of the Workers to
equip them technically to discharge their work;

The Dispensaries lying within the jurisdiction of a Health
Centre, are to be linked with the Health Centre and subcentre
staff shall utilise the Dispensaries to refer the cases.

The training given in ““Medical Colleges” shall be modified
to equip their trainees to deliver such integrated services.




23. Government of Tamilnadu for their part have been making some
headway in implementing the Multipurpose Health Workers’ Scheme. The
erstwhile ‘“Regional Family Planning Training Centres’”” have been redesignated
as “Health and Family Planning Training Centres””. They have now been
equipped to train Basic Health Personnel in ‘First Aid’. ‘Laboratories’ have also
been equipped to train personnel. Altered Staff pattern to include Sanitarians
and Laboratory Technicians is under consideration of the Government.

24. Test Courses on Multipurpose Scheme have been conducted in the
HFPTCs Salem and Gandhigram. Since the Government have thought fit
to implement the scheme as a “Pilot Project” first in Kanyakumari District,
Gandhigram Institute of Rural Health had already constructed a Model
Curriculum to train the Medical Officers and Block Extension Educators (To be
redesignated as Block Health Supervisors) so that they will take up the Role of
Trainers for other echelons of staff in their own Primary Health Centres.

25. Bottle necks are seen at every stage of implementing the Programme.
Planning for the judicious redistribution of the functioning Unipurpose Workers
in the proposed multipurpose set up is upset either due to excess of male
workers or due to near total absence of Maternity Staff under the Directorate
of Health Services and Family Planning.

26. Anamolous situation in Tamilnadu is that the existing Maternity Staff
are mainly working under the Panchayat wunion’s Administrative Control
although to a certain extent technical control over them is vested with the staff
of the District Health Officer. The District Family Planning and Maternity and
Child Health Officer has got the MCH component only in the official designation.
Inter departmental conferences between the Directorate of Health Services and
the Directorate of Rural Development only can suggest to the Government ways &
means for transfering the Maternity Staff to the Health Services.

27. Unipurpose Vertical Programme Directors have to Compromise their
Unitarian Authority at the alter of the Multipurpose Horizontal Programme
proposed to be implemented. While some of them welcome the new set up,
others caution that dire consequences might follow if the supra-structure of
Block, Divisional, District and Regional level Supervisory Officers, well trained
in the Logistics and Modus Operandi of all the Component Programmes are
not posted and optimal standards are not expected out of the Multi Purpose
Health Workers. Ill-equipped, Unsuitable and Unwilling Officers, if posted
even in a promoted position of importance, might ‘Punish” the Programme
and the Public, by their lack of Motivation to try out this innovative, well
meant but hard to implement Programme.

28. Officers, with no local level authority delegations to solve staff and
teething’ problems might unknowingly sabotage the very Objectives of the
programme.



29. Proper Training envisages that
a) Concepts of the Multipurpose Health Workers’ Scheme,
b) Principles and Practice of Health Administration,
¢) Principles and Practice of Epidemiology,

d) Implementation of National Malaria Eradiction Programme,

National Small Pox Eradiction Programme,

. National Tuberculosis Control Programme,

T National Leprosy Control Programme,

” National Family Planning Programme &
other National Health Programmes,

e) Modern methodologies of Maternal & Child Healthm
f) Problems of Environmental Sanitation,

g) Compilation and Analyses of Vital & Health Statistics,

h) Unitary and Referral Diagnostic Laboratory Services, &

i) Principles and Practice of Communication and Community
Health Education, Techniques and aids,

are all to be synthesised and systematically taught to all the erstwhile Uni-
purpose Workers and their Unipurpose Supervisors.

30. Elimination of Wasteful Practices in the compilation of Base Line
Data which is unnecessarily duplicated by every Unipurpose Programme and
avoidance of many people visiting a unit area for Supervision of a small facet of
Health Work, might permit us to afford a better equipped Supervisory System and
eventually prove to be less costly and more remunerative in Health Status
returns.

31 Coming to Cross Roads, three Questions may now be posed about the
implementation of Multipurpose Health Scheme.

1. Is it easy?
2. Is it possible?
3. Is it worth while?

32. How we wish your Answers for the above three Questions would
be as per the following order.

1. Not quite easy.
2. Possible if you have the determination.
3. Definitely so.
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GENERAL APPROACH TO RURAL COMMUNITY HEALTH SERVICES

Fundamentally, the health services have to be viewed in the
context of overall integrated development of the villages. Health
services cannot be fully successful if they are pursued in isolation
from the general development activities of the area.

The community health services must be area basedand population
based -- providing the total spectrum of health services to the total
populace living in a defined geographic area. FPrimary health care must
be available at the doorstep of the receipients.,

1. Area Coverage -- Regionalization:

We must accept responsibilities to provide health coverage to
the population of a defined area.

Selection criteria of the area:

A) Need - Poverty and illiteracy
high incidence of diseases
norm—availability of health services.

P) Suitability:-

Y The area should not be too far nor shoudd the area ‘
the city Le too near to /foBEneE -- then the people will be visit-
the city ing *BegRa for their health needs.

Assurance by the community for aXkfull cooperation and
help.

HOW ? for example:
i) If there is an already existing useful organisation that can
provide us useful assistance,

ii)  If the village is well united and there is an effective
panchayat.

1ii) If the village has, or is willing to immediately start, a
Village Health Committee, which could help us in several ways,
acting as an effectlve link between the health workers and the
villagers. Such a health committee should preferably be consi-
dered a specialized organ of the panchayat unless the panchayat
is divided and ineffective. Then the Village Health Committee
can be an independent institution. But it must enjoy the
confidence of the entire village population,

. «Contd/2-
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iv) If the villagers are willing to contribute their share
by

1., Agreeing to pay a small insurance charge

2. Agreeing to do Shpamdan for some health projects

3. Agreeing to contribute volunteers that will help
run the health programme.

v) If some date is already available about that area due
to previous or on-going survey etc., either in connec-
tion with a health programme Oor as a part of general
development activities.

2. Total Population Cove®age:
The whole population must be covered,

Priorities:The weak and the vulnerable: Children below 6
Fxpectant mothers
Nursing mothers

Promotion of health and prevention of disease.
Nutrition, Sanitation, Immunisations & Health Education
Adequate simple records.,

3. "Health Insurance":

Every body pays.
There may be a graded scale, depending upon the econmmic
status,

Advantages:Greater interest taken by the community.
GCreater community participation.
People feel they own the procramme-and it is their
(as indeed it always should be),
People who pay can also ask for good services, and
who can complain if the eervices are not good.
Keeping accounts develops the idea of accountability.
People do not value the treatment that is given free.
They may even throw away expensive drugs, thinking
them worthless.
Getting things free is not a good habit. It should
be discouraged,
Some people consider it ethically wrong to give »0r
take ‘things free. :
There is no such thing as FREF. If the villagers are
not paying for it, somebody else must be paying for it.

4, The National Context and Constraints:

Ours is a poor country.

Our health services should be affordable on a countrywide
basis, perhaps adding upto a few rupees per head per year..
Tt is no use creating an IDEAL or achieving "exceglence",
which cannot be copied on a large scales

L] oCOD‘td/3-
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We must keep in mind the replicability of our health
services, We should be able t o demonstrate a pattern

of health care which is pratticable and effective-
not after 50 years, but for the next five year plan.
Thus our efforts should have national relevance, We
have‘wasted our opportunity if our health services and experience can-
not be multiplied and does not have any relevance for the creation of
effective health services on a country-wide basis.

5, Coordination with the State Health Organisation:

Health is a State subject.

We should avoid dual control or parallel and competing
health services. We should have a clear understading with the State
health Ministry and the District Chief Medical Officer, We should
clearly deine our respective roles and establish clear channels of

communications and cooperation,

Proadly, our plan for community health services shoudd
follow the state pattern. We can fill in the lacunae and strengthen
weak link, but we should not drastically after the overall health plan™™
or health strategy. Otherwise we again face the risk of wasting our
opportunity and losing all relevance,

6, Utilisation of Existing community Resources:

They include: Indigenous and homeopathic practitioners Ordinary simple
home remedies,
The common lore and grandmas recipes Yoga.

Health practices of our people, such as personal cleanli-

ness, boiling of milk, breast feedin :
reliance etc. y g of children self

g local educated young men and women, including teachers,
Zg; St never pgst;min"etc., that .can bg roped in for various types
1bow 0 elp" that comes to villages.i®®strophy of local

lwadership and initiative and fostering an attitude of
dependance and passive acceptance., We must guard agains
the tendancy to pull people up by their ears, instead
of encouraging them to pull themselves up by their
boots-traps. We Should resist all well intentioned
effort to spoonfeed the people.

«...Contd/4-
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Instead, we should encourage local leadership, local
initiative and self reliance. At a practical level,

we should select suitable educated young men end women
from the vil lages themselves, and train them as health
workers. We should also involve the community in all
health work, right from the stage of planning onwards.,

9, Community Participation:

A community should consider the health services as
their own. Community participation is the sine qua
non of any successful community programme, This 1s

one reason why the community must pay for its health BREX¥IR

services partly, if not wholly.

The community must be involved in all stages of the
community health programme, including decision making.

Important areas of community participation:

Planninge.
Financial contributions.
Selection of workers from the community.
Fvaluation of their work.
Village Health Committees can play a very useful role
here, as already mentioned.
10. Special Role of Health Fducation:
Health education is essential in a democratic set-up in

order to elicit the willing and enlightened cooperation of the people

It increases peoples competence to look after their own
health, thus fostering self-reliance,

It helps people take greater interest in their health
services.,

It helps people identify incompetent workers or incorr-
ect measures,

FverybBody is interested in the working of his/her body,
and in health, They will pay attention if health education is imagin-
atively carried out, using for example puppet shows, one act plays,
‘practical demomstrations, mobile exhibitions, etc,

The following topics should be covered:

First-aid
Simp#e nursing
Body knowledge

.....COntd/5—
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Yoga

Personal hyciene

Balanced diet

Some simple preventive measures etce

11, Phasing and Pilot projects:

We should start with a small area or start with only
a few services or both,

We should expand and multiply health services as we
gain more: -

insight
experience
confidence
acceptability
efficiency

12, Fssential Steps:

To Implement the Community Health Programme Objectives:

To create comprehensive integrated community health
services for the total population of defined rural areas,
with emphasised on vulnerable groups and on prevention.

Such a service should be made available on aregional basi
alongwith effective referral facilities,

Summary of Steps:

/_for the

Surveys:

1. A managing committee “eb : Ja sbhaxcteaspibadk,
o e e Community Health Programme should be
establicshed. (if necessary)

2. Constituting a "Planning and Implementation" Committee
for the Community Health Frogramme,

3. Selection of suitable area or areas of work. Selection
critcria already mentioned in the general approach,

4, To study the area(s) to define its problems and assets,

This will involve planning and conduction of surveys cover
ing the following variables:

Demographic
Socio-economic
Health - Fxisting prdblems
- Existing facilities

L) ....COntd/6-
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1. Title of the Study : ACTICIH RwSUuANCH IN ORGANIEALTICHAL

DEVELOPLLGHT

2. Introduction

During the last few decades research in the fieid of formal organiza-
tions has amnly demonstrated that a number of structursl and¢ process vari-
sbles are directly related to organizational productivity and morale.
Likert (1961) has delineated some of the grucial variables that discrinmi-
nate between high snd low productive organizations. Though mcn? of these
~tudies s~e conducted in industrial end buginess enterprises with a market
orientstion, the variables themselves seen to be no less imvortent in

determining productivity and morsle in non-market but service oriented

buresucretic syvstens.

It is a parsdox that while organizational analysis started with the
classical work bf Magx Weber on Bureaucrac:, very little has been done in
this area by way of intervention or zction-research. To be sure, there
has been some work Aone in this area but not in the foram of action-research.
Mozt of the studies are either discriptive cor classificatecry in nature.

On2 recent study bv inthony Downs (1967) seems to go a litile further by
providing a trpology of Bureaucratic systems end bv formulating some
testable hypotheses about them. Nevertheless, his onalyeis ahows that
considergble variation does occur Within the so called rigid bureaucratic
systems due to variation in styles of leadership and demands of the

environment.

Bureaucratic systems sre rapidly expanding and are taking into their
fold many types of services for the public. The quality and extent of
services rendered by these organizations are intimstely interwoven with
the processor variables which are shown to hrve direct besring on produc-
tivite in industrial and business organizations. - Hence, theie agnmears
to be an urgent need to study these variebles and explove intervention
strategies for iﬁfluencing thege variebles in order to promote producti-

vity and morsle.

With this background in view it is pro osed to design and conduct
en action-research within a unit of the Public Eealth Organization in
Tamil Nadu. At tlie gross root level, it is the Primary Health Center
which directly deals with community services and is therefore significant
to focus our attention. Intervention at this level seems to have great
sction potential which could be released by the application of scientific

procedures.
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3. Objectives and Scope

The study has two objectives ¢

(2) To study some of the processor variables end examine their
relationghip if any to productivity of the Primary Health
Centers in Tamil Nadu.

(b) To initiate an Action Programme so as to influence some of the
relevant processcr variables with an overall objective of
promoting efficiency and nroductivity of the Primary Health
Centers.

The proposed action-research will have two phases - A study phase
and intervention stage. The etudy phasz would last about 12 months
and would he devoted to measure some of the significant variables related
to orgenizational performance at this gross root level. The study phese
will cover gll the 35 P.H.C, units of the Madurai District, Tamil Nadu.
The uwnite will be first stratified into low and high on the basis of
cumvlative record of performance in the family plenning programme. The
gelected organizational varigbles. will be exsmined for their contributicn
toward the performance. Variables which explein a signific-nt provor-
tions of variance and could be ranipulated will be selected for inclusion

in the action programme.

The second nhase of the study will be devoted to exverimentation and
intervention. This rhase mav include a training coupeonent and process
consultation as two of the possible strategies to promote crganizationsl
development. Other strategies may include team work & participation of
the field staff in decision~meking and target setting etc. Role defini-
tiong, job specifications snd training in principles of progremme planning
couvld also be considered. Our attempt could be to promote crganizational
development ag an effort to increasc organizational effectiveress and
health through planned interventions that are based on behavioursl science

knowledge and skill.

Through a review of literature in this field and by discussion with
153 of

1

edgeable persons about the nature and working of the Primary Health

(0

knowl

Aas

Centres, certain processor variables are selectad for the 8% udy. The
variables selected for study are the following :

l; Role Ceongruence
2) Leadership style
5] Communication

4) Participation in Decision-meking

5) Coordination

6) Tean "orc

(7) P.H.C. worl atmosphere including flexibility or

rlbldltv of rules ete.

(8) Worker attitudes including job satisfaction,

morsle and Comnmitment.
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In selecting these variables the following criteria were applied :

(a) Tz variables should have been shown to bezr sone direct
relationship to productivity and morale in organizations.

(b) The varisbles should be mutable within the constraints

imposed on the organization from a higher level in the

hierarchy of the Public Health System.

The study phase will be comfined to an examinatior of these eight
variablez and their relationship to productivity at the Primary Health

Center level.

4. Sampling design

It is yroposed to collect data on the said variables from all the
Primarv Heslth Centers in HMadurai é?s—éﬂiﬁ Nadu nunbering about 35,
No attempt will be made to sample the units as there are not many such
unita. However, the P.H.C. units will be later stratified into high and
low performence blocks and the selected processor variables will be
examined for their discriminative ability between high and low performance

O
blocks

5. Independent and Dependent Variables

‘For the purpcses of this study the eight processor varisbles will be
our independent variables. The dependent variable will be tine perfor-
mance of the primarv heslth centers. These veriables are opevationally

defined as under @

A. Independent Variables
(1) Role Congruence

Role congruence refers to the extent of concordance or agrcement
batween three selected dimensions of the role of a public health worker:
Role as prescribed by the organization and the role as percecived by the
worker himself; the role as préscribed or perceived and the role as
actually carried cut in the organization. Implicit in this analysis is
the assumptidn that the greater the congruence between the three dimen-
sicns, the more effective will be the performance. In-congruence may lead
to axiety, guilt and even frustration in that role besides adversely
affecting performance. The more diffused the job functions the greater
the role ambiguity and the more specific the job functions the greater

the congruence smong the dimensions.

The extent of role congruence can be measurad b using a checklist
of job functions or by eliciting job functions as percecived by the
incumbant of a position and his superior. For example a completely
randomiged list of functions relating to Medical Officer, the Block

Extension Educatoy., the Ssnitarian or the Health Vigsitor cr the Health



Assistant can be administered to each one of them to checr functions
which thev consider are their role specific. To the extent the functions
a3 perceived by Block Extension Educator and the Medical O7ficcr agrees
there is role congruence between prescribed ané wverceived dimensions.
Similarly role or functions actually carried out and functions as per-

ceived can be compared for congruence.

Alternatively, role congruence could be measgured through the help
of an interview guide. This may be better than using checklist which
may be suggestive or at best tap. simrle yes-no answers at a superficial.
level. The interview has to be unstructured and thereforec very skilled

interviewers have to He engaged for this purpome.

(2) Leadershiv Style

The three dimensions thaet will be studied under this varieble
are : (1) Work facilitztion effor$s; (2) Human Relaticns skills and
(3) Goal cmpirasis. We may have to use differcnt apnroaches or instruments
to measure each of these dimensions. Whatever the aprroach or instrument
uged, it is necessary to study this variable from subordinates point of

vicw or eommunity point of view.

One aporoach and perhaps the most commonly used ap-roach iz to iist
several itemg uwnder each of the three dimensicna of leadesrshi and obtain
a rating on s three or five point scale on each item. - Such ratings can
b

@

u

chbtained by the immediate subordinates of an officer zad if pessi

by other equals. It is customary to have an odd number of rat (3 or 5)
so that the problem of equal. number reting one way ss in the other way
does not create vroblem. Village leaders or pationts who hiad frequent

contacts may also be able to rate the Medical Cificeor.

Begides rating we can zlso observe the leadercship atyle of atleast

S
[

the key figure (M.0.) over a cne month period in a sample of situation
such as o staff meeting, supervisory.conference, field inspection ete.
We can use a check-list or guide for such obsecvations and sssign marks.
This approach will give a measure independent of ths bias of his subor-
dinates. Intcr-rater agreement is as essential for the first as for the
second approach. Howsver, the latter being done by trained raters should

give better measure.

Bither or both of the sbove approaches may be used in the are: of
Human Relations skills. In regard to the dimension of work Facilitation
Eehaviour we may ask severgl important oueutLon to selected subordinates

the answers to which when taken together indicate roughly woxr't facilita-

-

tion or block 7béhaviour. How genuinely the Supervisor is interested in

hesring and understanding the work problems of his subordinates, how



cften he helps by taking immediatc snd necessary follow-up acticn ete.
nay give some indication of this behaviour., To be able to make this
judgement workers should have a least a minimum of 6 months experience

of working under the particular supervisor. The probable.respondents
could be sanitarian, the Heglth Visitor and the Block Extension Educstor.
Goal emphasis mav be treated as a nart of work facilitation dimension as
thev should go hand in hand te get productive outcomes. Ve can have some

items on this dimension in the same schedule.

(%) Coumunication

When we talk of communicstion we are intercsted in communication
relating to planning and execution of health and family planning services
flow of work and efficiency of work and communication that helps in sound
decision-making. For this to be achieved communication should be facili-
tated both upward and downward as well as sideward. With regard to upward
communication, the crucigl guestions can be whether the supervisors
cncourage and seek prograume relevant informaticn and whether they
do actually ugc such informagtion in discussions about problems and
decisions to be made. With regard to downward communicetion the important
ruestions may relate to such issues as to what extent veluable information
is speedily communicated downward end to appropriate cetegories of person-—
nel, to what extent the personnel are ﬁell informed of expected changes
in programme, strategics or new assignmeﬁts together with a rational basis
for such propesed changes etc. Sideward communication may be useful for
team work or coordingtion of effort. For example the communication
between the Block Extension Educstor and the Health Visitor or the
Sanitarian and the Auxiliary Nursge Midwife could hely in vrogramme
coordinatior at the field level. The frequency of this communication
nay be expected to be less than the frequency of downward or upward ccommu-
nication unless the legder makes special efforts to faciiitate this type

of communication.

Administration of a schedule or a questionnaire to selected respon-
dent cetegories could give us some measure of this variable. Bias in
reporting about upward communication is more likely to occur in such
a procedure. Biass could also occur with regard to reporting on downward
communication probably with a lesser frequency. Alternative method to
measure communication is to observe the crgsnizational activities over
a period of fortnight or a month and record materisl relating to communi-
cation. Such observation can be made by Competent persons and every detail
shoulid be recorded in e process form before scording. Scoring of such
qualitative data has to be done very carefully. The questinon is whether
we will be able to zet all relevant data in & short observation of the
orgenization process in one fortnight or a month., If this method is
feasible it could provide a basis for compsring reported data on communi-

cation.



(4) Participation in decision-making

While broad policv and administrstive decisicns are made at the
_state or district level, the P.H.C. still would have considerzble room
as to how to carryout the programme or what strategies could be adopted
to schieve the targets or goals set for the organization. It is vital
that lower level field staff be adequately involved in mgkirg ther Yomio
sions. Their experience asnd insights could help a lot to maling right

decisions or adopting apvwropriate strategies of action in the community.

The extent %o which narticivation is sought or elicited can be
meagsured by the administration of a schedule. It can also be measured
through observation of curtain processes - staff meetings and group

discussions conducted at the P.H.C.

(5 & 6) Coordination and Team Work

We may treat this as a single dimension if not as a single variable.
Coordination of work within the organization and coordination of work
with other outside orgenizations or departments are beth eszgential for
effective results. Team work implies a little more than coordination as
it is based on an understanding of complimentarity of Knowledge and skills
of two or more workers. An appreciation for each specialist and g desire

to collaborate in solving health problems are basic for successful team work.

Measurement of coordination appears to be simpler than measurement
of tean work. In messuring coordinatiosr we ask such questions as to what
extent ther work together with other agencies or indivicduals. Wether
the P.H.C. staff work often along with the staff of the Pancheyat Unionm,
whether thev seek the help of such voluntary organizations as Madar -
Sangams, Youth Clubs etc. and whether ther utilise the resources of other
departments of the government available in an area etc. Team wor!: cannot
be measured by such direct cuestions. Instead, we have to ask a number
of indirect questionS, the responses to which give some indication of use
of team concept in actuallwork situation. For example wz can ask certain
gquestions on the way programies are actualiy implemented. How is a D.T.P.
Programme organized and executed in a Village - who sre thé nrofessional
staff that narticipate - what does each professional or specialist do -
Whether such specialists plan together so that they cam share work respen-

sibilities snd equip themselves with necded materials etc.

Because of the tendencr to give g socially desirable response, it
may be much better to use some other method of measurement. Observation
of certain field programmes as they are car:icd out and observation of
certain plemning sessions or staff meetings when plans are drawn out for

g
implementation of a programme could give us s measure of coordination and



tean work. An cbservetion guide could be used so that relevant infor-

nation is recorded for giving scores later on.

(7) Work atmgsphere including morale and commitment

Work atmosphere could be studied from the point of view of the
rhysical setting and also from the point of view of the social and psycho-
logical climate within which work is to be carried out. The physical
setting could include items like office accommodation, furniture, equip-
ment needed to carry out job responsibilities, air and ventilation, pro-
vigion of living quarters etc. The social dimension could include
quality of socigl relations that exist among co-workers, the worker and
the supervisor, values, norms and attitudes relsting to work etc. Vorker
attitudes, morale and comumitment all secem to form a part of this dimensicn.

Only individual level job satisfaction has to be separsted.

Physical dimension of the work astmosphere could be meassured through
observation and rating on a five point scale by the indevendent competfent
researéhers. The social and nsychologicasl dimension, however, has tc be
measured by depth interviews with selected categoriss of staff. In

interview guide could he worked out for this purpose.

Some workers heve tendéd to view mcrale as equivalent to individual
job satisfactiocn while others have viewed it as a property of the group.
Yoder (1970:543-568) has présented an enlightening discussion on the
variables of commitment and morale. Commitment according to him congists
of a syndrome of attitudes, understanding and feelings that identify the
team-dedicated participant. lNorale means "evident commitwment® i.e. exhi-

biting the behavioural symbols and symptome of vpersonal commitment.

When morale is viewed as a property of the group as distinct from
individual job satisfaction, the emphasis is on social reacticns and cn
attitudes toward group valucs rather than toward individusl valucs.

Feelings of cohesiveness, sense of belonging and interest in morking

‘toward group tagl goals are important elements of commitment or morale.

The moralc syndrome can be measured through behavioursl irdicators
which are explicit or those which are implicit. The explicit aspect
could be noticed through what the individuals speak, write or say in
response to a questicnnaire. The implicit dimension has to be inferred
from gsuch indicators as absentecism, turnover, sluggishmens in work,
digciplinary problems, restriction on output etec. It is obvious that we
can use an interview schedule as well as rate the level of morale in an
organization by indevnendently observing the objective behavioural indicators
specified gbove. The interview schedule mav include messure~ of cohesi-
veness, gcnse of belonging and commitment to tasgk (programme) as well as
organization. - It is not known to what extent commitment to one is inde-

pendent of commitment to the other.



(8) Flexibility end Rigididy of the system

s o e

Independent of the leadership style, the organization may have
imposed certain constraints that could affect the efficiency of work.

Je have to ask ourselves flexibility in what respects or rigidity in what

et

aspects of the structure or process. Rules and regulations regarding
recruitment, transfer or promotion of personnel apear to be reatrictive
on the Medical Officer. So alsc some procedures to be followed for pur-
chase of equipment, repairs to existing equipment arc rather restrictive.
The program target set at higher level arc restrictive in certain respects.
Apart from such restrictions there aprears to be considerable freedom tc
the Medical Officer to organize, direct and conduct the progremmes of
public health and familv »lanning. However, the rewards or punishments

he could offer for doing or not doing good work are very limited. He has
to play on the psychological or social needs of workers to motivate them

in the absence of powers to administer economic rewards or punishments.

The arcss of flexibility and rigidity could be studied through inten-
give interviewing in éolected dimensions of work and administration.
Existing rules and procedures for the functicning of the orsanization and
powers of the Medical Officer could also be studied. Arca-wise vating
on a five point scale with regard to flexibility and rigidity could bhe
attempted. But the basic cuestion we have to answer is whether or not
this variable isconstant across P.H.C. units. If it is so, the question
to ask is how the flexibility of the svstom is exploited by the Medical

Officer. for effective work.

B. The Dependent Variable

For the purpose of this study the dependent variable wili be the
work turned out by the staff of the primary health centre in the heslth
an¢ Tamily planning programmes. OCunulative performance over a threc year
period immediately preceding the date of survey will be considered. Roth
the queality and quantity of work turned out i.e. performance will be
considered. Some indices for quality =nd guantity of work turned out in

the following areas will bc developed end used 3

1. Medical ecrre services

2. Communicable diseasc control
3, Environmental sanitation:

4., M,C,H, services

5. Famil— Planning services



C. Control Varigbles

In exemining the relationship between processor variavles and the
performance of a P.H.C. , we have to control for the cffect of other varia-
bles like input variables and the onvironmental variables like the levels
of socio-cconomic development. hough we are not directly measuring
these veriables we heave information on these veriables from another study
which we could use at the time of analysis of data. We have data on input
variables like man-months of sunervisory and subordinate personnel,
vehicle mileage, money spent ctc. and on socic—-cconomic variables on the
concorned blocks. We can examine how much of variance in pcrformance
is cxplained by socio-economic variables, input varisgbles snd processor

veriables sevarately end together by all of them.

6. Expected Relationships between Indevendent snd Dependent Variablos

(i) Role Congruence snd productivity

in individual's performance'can be expected to boar some direct
relationship with his role specificity. To the extent the role calls
for diffuscd functions and is ambiguous the incumbent may be asked to
pﬂrlorm dutios which arc unrelated to the training and preparation
the incumbent had. This may result in poor performance parity because
the incumbent doos not have necessary preparstion and partly because
dissatisfaction and frﬁstration expericnced by the worker. Such con-
flicts betwesn perceived functions end those assigned would contri-
butc to poor morale in the o zanisation besides waste of talent.
Therofore we expect the grester the congruence hetween verceived and
assigned functions, th:z greater the satisfaction and bettecr the per-
formance. Efficient utilisation of human resources calls for assign-
ment of dutics and responsibilities in keeping with the telents and

akills of individual workers.

(ii) Losdership style and Productivity

The style of lcadership including supervisory behaviour will‘be
related to work performsnce both directly and indircctly via other
variables in our study such as communication, varticipation in deci-
aion-making, coordination and teas worls, work atmosphero; job satis-
faction, morale and commitment. The dir ¢t relationship is cstablished
via dimensions of work facilitation bchaviour, goal cmvhasis and the
human relations sspects of the leadershin style. In fact it aprears
that lesdership style is a key variable in productivity of the Primary
Health Centre. Hence, we expect there will be # dircct relationship
botwoen three dimensions of leadership as expounded in this study and
nroductivity of the organization. The variablc will =lso he directly

rolated to communication, worker particivation in decision-making, bteam



work, work atmosphere, job satisfaction, morale and commitment. Thus
both dircetly and indirectly this variable seem to influence producti-

vity.

(iii) Communication

CommuniCStion/%}ogramme - reolated issues snd problems in the field
is vital for decision-making and adopting suitable strategies in the
field. To the extent there is free and frank communication on such
matters the work flow will be facilitsted. ILack of adequate information
could hamper decision-making., Therefore we expect a direct reclationship

between communication and productivity.

(iv) Worker participation in decision-msking

Worker participation in dscision-making specially in the area of
nrogramme strategies and solutions to field problems can be expected
to bear a direct positive relationshiw with performance and preoducti-
vity of the organization. Such participation helps in getting all
rclevant and useful date from persons who have rich field experience.
It provides a sense of rcocognition and status to the low paid workers
who in fact have a direct responsibility to imvlement the programmes.
We therefore, expect the higher the lovel of involvement of such worlers

in decision-mgking, the gzreater the productivity.

(v) Coordination

Coordination of ths sctivities of the F.H.C. with the activities

u

3
and involvement: of other derarimental staff, specislly that of the
comruni tv development and rursl welfare should bocst the success of
the nrogrammes of health and family »lanning. This helps te reinforce
same educational and motivational processes as are used by thc staff of
the Primary Health Centrc and it may 2lso enable tha étaff of other
depariments to lock at total development of the community rather than
confining +to their own field of special interest. Coordinstion with
voluntary organ%%%ﬁ;gqs would give a sense of community participation
snd thus contribute to the success. Therefore we may expect a direct

positive relationship between coordination and vproductivity.

(vi) Tean work

Vhile coordirftivh is from without, teem work is from within the
organization. It is brscd on a sense of joint responsibility of all
members of the staff to programme success. It gonerates mutual reapect
and acceptance of all disciplines as necessaery and their joint effort
as vital to programme success. Such team worls mav result in better

solutions to the problems than would be the case when each worer
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tackles it from his/her individual perspective or speciality. Further
such team work would contribute to morale and thus indirectly also help
succces of programmes. Therefore we expect a positive relationship

between team work and productivity.

(vii) ¥ork atmosphere and Commi tment

et

It is obvious that the physical and social circumstances under
which work is carried out are important determinants of performance.
Likewise commitment and morale are imnortant determinants of perfor-
mance. Therefore we expect a positive relationship between performance

and these two variables.

(viii) Flexibility and Rigidity of the System

‘As indicated earlicr, there appears to be more rigidity in the FHC
orgenization in rules of recruitment, promotion, transfer, administra-
tion of economic rewards etc. However, this is a more or less constant
factor across PHC units. On the other hand the Medical Officer of the
PHC geens to heve considerable freedom in programme execution strate-
gies, supervisory style, work facilitation and human relations aspects.
He could also encourage innovative approaches to solution of field
problems, generate team work and provide psychological revards for
good work. Thus the question is to what extent the flexible areas of
the system are exploited by him to increase performance. This beha--
viour mey vary across P.H.C. units and needs to be measured. We do not

have any specific hynothesis on rigidity vs flexibility, independent of
Diagramstic representation of the relgtionship among these variables is
provided on the last page.

7. Sources of dats and methods of qu3£§glection

The type of information we require in this study is not likely to be
svailable in a written form. Therefore most of the information has to be
collected either by interviewing knowledgeable persons Or persons who are
affected by the processes we are concerned with., It is assumed that most
of the relevant information can be collected by interviewing the Medical
Officer, the Sanitary Inspector, the Extension Educator and Lady Health
Supervisor. . .The method of data collection that ismont appropriate for
a given variable has to be adopted. In otherwords we have to be more
flexible in our date collection procedures specially when we are concerned
with processcr variables. As far as nossible interviews will be supple-
mented by observation, rating systems and such other procedures. 1t is
proposed to spend between 20 to 30 days in each primary health centre to
get as much information as nossible and to cross check data obtained
though different sources. A4 team of atleast two investigators will study
each primary health center under the supervision of an experienced resear-

cher to assure quality of date collection.



Under the typology of organizations worked out by Blau and Scott
(1962: 51-54), the Public Health Organization would be considercd as
a service type of organizaticn wherc the primary emphasis is on profes—
gional services to the client population. Therefofe, in evaluating the
performence of such an organization it msy be useful tc congider its
impact on client population besides evaluating it from the point of view
of its members. Underlving assumption in such an evaluation is that an
orgenization which is high on the processor variables would have nrovided
more satisfactory services then the one that is low on these variables.
Sevoral categories of client (1local community) population can be consi-
dered here such as lesdcrs, former patients, current patients ete.
L sampla of these categories could be interviewed in the resnect (il

Primarv Heglth Centers that are high or low on processor variables.

8. Procedure for dsta analysis

The primarv goal of this study is to measure the eight process Varia—
bles end examine their relationship to work turned out by the primary
health centers over a three vear period. Since we are proposing to study
onlv the lower level units in a . complex bureaucratic system, the const-
raints imposed on these units from higher level centers are to be consi-

dered in evasluating their performance.

Prom the point of view of analysis we arc interested in exemining
the strength of relationship of cach independent varisble to nerformance.
The idea is to select +those processor varisbles that explain a significant
proportion of variance in performance of the primary health centcers for
incarporating into an action programric. The smount of varisnce in the
dependent veriable explained by each variable separately and gll of them
togethor will be czamined By correlation and regression analvsis. Since
the varisbles involved are only few and the number of units of observatiocn
are aboutthirty five P:C4! computor analysis may not bc needed. Using

¢lectronic desk calculators available in th Institute we can englyse

(@)

his dats. £ however, we are going to cover all P.H.C, units in Teamilnadu
we have to invest 1ot more money than is vrovided in the attached budges.

Llso analysis will have to be dene by computor usage.

S. Timec Schedule for the Study

(a) Designing the study and pretesting of

instruments, including pilot study e 4 months

(v) Data collcction re 8 months

(c) Dats analysis & rerort writing oo __4 months
m

otal time .. 16 months

— ey e W s S——

s



10. Budget estimate

.'11

he study of organizational variables is very difficult and
requires people with high competence in behavioural sciance

rescarch. Preferabl— the study has to be done through teams of

skilled interviewers and observers with some expericnce in measu-
rement of behavicural phencincna. Therefore it iz suggested that we
constitute six to eight teams of two investigators each for studying
intensively in P.H.C. units. L team of two investigators could be
esigned to each P.il.C. and two or threoe such teams could be super-
vised by a competont researcher. Lssuming this vattern of staffing for

the gstudy a tontative budget is provided in the .nnexure.

R
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P.S. ¥We have tc include regource utilization as one of the intervening variables if we think

it is difforent from manpower ekill utilizetion and coordination with other azencies ete.
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SOME_SUGGESTLD ITuLS FOR INCLUSION IN 15 ASURING INSTRULLNT
ROLi CONGRUENCE

Dimensions

1o Role as perceived by the supervisor Vs role as percei-
by the incombent.

2. Role as perceived by the incombent Vs role as actually
carried out.

3. Role as perceived by the supervisor Vs role as actually
carried out.

Better than using a cuecklist which may tap mechanical
yesponses we could do some depth intervicwing with an
interview guide - i.e list of areas/items/questions on
which we need to get iniqrmation. Suoposing we are inter-
viewing the sxtension ﬂﬁy%atar the following gquestions may

give as relevant information.
(2) A detailed descriptign of activities he generally
carried out in the FHC.

(b) His own perception about the expected functions of
an rxtension ILducator.

(¢) What he thinks his supervisor's perception of
ixtension Bducator's functions in a PHC '

(d) Whether what is assigned and what he perceives &s
his functions congruent or not.

Yy ¢ C

=
0]

(e) were there are come conflicts between his ex
functions and functions assigned to him - if
frequeut and pervasive were these ccnf licts.

(f) Perforamed functions.
Comparable gquestions can be agked of the Medical Officer
who dis the immediate supervisor of the .ixtension Educator.

Some method of Scoring and obtaining a numerical score

for this varigble has to be worked out.
Leadership Style

As indicated in the desiyn this variable will be
measured ifrom a three dimensional perspectives. Work facili-
tation behaviour, Human relations and Goal emphasis.

The following are some of the items or questicns that
measufe each of the three dimensiongs

Work facilitaticn

1. He encourages mewbers to work as & team

2. He makes contact with other departments for the sake of
the meubers.

2

3, He stresses the need for new practices.
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He encourages the team members to put forward new idezs.
He has members share in making dec isions.

He convenes periodic and regular staff meetings for
planning programme.

He encourages members to express ideas and cpinions.

He sees that members have all materials they want for
their work.

He lets the team members do their work in the way they
think best.

He provides means for members to communicate with each
other.

He gives advance notice of changes.

He sees to it that the work of members is coordinated.
He provides facilities for interdepartmental coordinatiocn,
He is willing to make 8hanges when necessary.

He uses his influence with outsiders in the interect
of his teanm members.

2

He puts suggestions by the team members into overation.

@

He encourages tihe use of certain uniform procedurss.

He gets the approval of his team mewbers on important
mattere before zoing ahead.

He lets team members set their own goals.
He finds time to visit members at their work spot.

He sees that members who are in need of technical helip
ere given help.

He permits deviation from advance tour prosram in case
metibers think it necessary.

He maintains definite standards for performance.
He permits change of approach to meet new situations.
He keeps well informed about the progress of his teamn.

He utilises staff meetings in a way to advance
knowledge about better ways of doing things.

He helps team members constructively to think and solve
problems.

He assigns members to particular tasks.
He insists that everything be done his way.

He does not tolerate any meaber who does not adhere to
departmental instructions strictly.

He rejects suggestions for change.

He changes duties of members without first talking it
over with themn.

He resists changes in routine way of doing things.

ie declides in detail what shall be done and how it
shall be done.

Pt

(9



N

1. He sees to it that members are working to their
capacity. ‘

. He emphasizes the quanlity of work.
. He stresses being ahead of other teau members
. Heenceuragesmembere for greater effort.

2
3
4
5. He talks about as to how much should be done.
6. Ee emphasizes meeting of deadlines.

7. He encourages slow working members to greater efforts.
8

. He uses achievement as the main criteria for evaluating
all his team members.

9. He mobilizes team efforts to greater achicvemend when
he finds targets are not being reached.

10.He sets examples by working hard himself.
'11.He emphasizes the quality of work.
12.He asks for more than what members can do.

1% .He encourages them to put extra efforts in nationeal
interest. :

14 .He lets members work at their own speed. .
15.He advices members to take it easy.
16 .He never cares to review work together.

Human Relations

1. He does personal favours for his teanm membdere.
. He expresszes appreciation when members do good work.
. He defends team members against outside criticism.

. He invites meumbers to his home .

. He complements a memder on his work in presence of
others.

. He helps the members of his team with their personal
probleums.

2
3
4
5. He is eagy to understand.
6
i

8. He stands up for his team members even if that makes
him unpopular.

9., He sees that & meaber 1is rewarded for a job well done.
10.He speaks in public in the name of the team,
11.He encourages his team to organize social activities.
12 .He discusses his personal problems with team members.
13.He reacts favourably to anything me mbers 40.

14 .He takes the blame when outsiders criticize the work
of center.

15 .He gives out where credit is due

16.He tries to keep his team in good standing with thmse
in higher authority.

17 .He looks out for the personal welfare of individual
memnbers .

18.He attends social events of his teaw members.
19.He associates with members regardless of their positisns.



RS
20. He backs up the meuwbers on their action,
21. He criticizes a specific act rather than a person.
22. He makes members feel at &ase when talking to them.
23, He is friendly and approachable.
24. He publicises outstanding work of his team.
25. He refuses to compromise a point.
26. He rules with an iron hand.
27. He criticizes poor work.
28. He speaks in a manner not to be questioned.
29, He criticizes members in front of others.
30. He critizes members for small mistakes.
31. He treat members like cogs in a mechine.
32, He rides the members who make mistekes.
3%, He reverses his stand when he meets outside criticism.
34, He blames members when anything goes wrong.
35. He precents only his own point of view.

36, He draws a definite line between himself and his team
members. '

37. He acts without consulting his team members.
38. He pits one member against another.
P.S. The questions are not arranged in a random way.

Communication- an inventory of items

1. The extent to which each member feels he has the infor-
mation he needs to do his job well.

2., The extent to which each superior(your) and each of his
subordinates have the same understanding ss to respon-
gsibilities, roles. goals, and deadlines.

%, The extent to which each superior(your/ is correctly
informed as to the expectations, reactions, and percep-
tions of each of his subordinates and conversely.

4. The extent to which each superior(your) is correctly
informed of the obstacles, problems and failures of
each of his subordinates in encountering in his work,
the assistence each subordinate finds helpful or of
little value; and the assistance sach Wlbhq he could get.

5. The extent to which members of your organization at all
hisrarchical levels are motivated to communicate fully
and accurately all the important information to all
persons for whom the information is relevant and valuable
and to omit the irrelevant in order to avoi d overloading
the communication system.

6. Upward Communication

a) The extent to which upward communication via line
organization is perceived as adeguate.

b) The extent to which upward communication via line
organization is perceived as accurate
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¢c) The extent to which there are forces leading to
accurate or distorted information and nature of these
forces.

d) The extent to which there is a felt need for supple-
mentary upward communicatiocn systen(e.g. suggestion
systems etc.)

e) How free do you feel to approach'your superior and to
communicate with him? Is he friendly snd easily
approached?

f) How well does he listen to you?

g) To what extent are members of your organization inter-
ested in listening to you?
i) Are they(and your superior) interssted in
*  knowing about your problems?
ii) Do they (and your superior) ask your opinions
when a problem comes up which involves your work?

iii) Are they(and your superior) interested in sug
tions?

ges~

iv) Do they(and ydur superior) values your idees,
seck them and lendeavor to use them?

Worker particibation in decision-making

(1) How do members of yoyr organization feel about the
dec is ion-making procgss as related to programme
priorities, strategif®, and handling of fiecld lsvel
problems?

(2) To what extend dl they feel that decisions
are made at the right level and by the right
people? Are persons involved in decisions
relat ing to their work?

(b) To what extent do members feel that their
ideas, information, knowledge of processes.
and experiences are being used?

(¢) To what extent do members feel that important
problems are recognized and dealt with promptly
and well?

(d) To what extent do they feel that the decision-
making process makes full use of all the relevant
information available within or to the organization.

(2) To what extent are the decision meakers fully end
correctly aware of problems, particularly those

problems at lower levels of the organizationZ

Team worK and Group work

1. To what extent does your organization(and your zuperior)
holdgroup meetings to make decisions and solve work-related
problems? Are such meetings worthwhile?

(2) Does your organization(and your superior) help each
team or group, including yours, developing skill in
reaching sound solutions?

(b) Does your organization(and your superior) help each
teach or group, including yours, develop the skill
in effective interaction and in becoming a well-knits
team rather than developing hostile subfactions?
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(c) Does your organization (and your superior) use
the ideas and solutions which emerge, and doesg it
(ne) also help each group to apply its solut ions?

2. Does your organization (and your super ior) encourage
Worklng in teams rather than each worker doing his own
job?

(a) If you work in teams who &are the people who

constitute stehswork-teams in your orzunization?

-

(b) How well do you think these teams have worked?

(¢) What are the advantages you fing in such team wori?

1
4

. | How often do you make joint visits to field?
(a) For what kind of programnies?
(b) For what reasons?

Co=ordination
Definition

For purposes of this study we restrict the work
co-ordination to joint or collaborative activities hetween
one organization and another and Treserve the ccncept of tein WOorK
to coordinat ion of activities of spec ialists within an

organ ization.

Co-ordination of activit ies at the P.H.C. level could
be studies frouw the point of view interdepartmental coordi-
nation as well as coordination of activities of the Primary
Health Center with those of other voluntary organizations

working in a gilven area.

Lxtent of co-ordinated work can be measured by asking

(6]

specif ic questicng to selected P.H.C stafi anc alen. to

2YIC LES .

selected staff of other organizations Or 2&

@

The extent of concordance in such reporting could be taken

as a test of religbility of the answers given in this area.
Alternatively we /could observe the activities of the P.d.0.
over a spacified period of time to see the inst itutionalized
mechanisms they have for coordination and how often they do
really work hard for obtaining coordination or how successiul
they are as reported or gvaluated independently by an
observation team.

Some questionnaire iteuns

Are there other departments/with whom you co-ordinate

the work of your organizgat ion?

g D A

3 ———. - R

1
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If 'Yes' which are the departuments/orgen izations with
whom you most frequently or often co-ordinate the work
in health and family planning?(Specify)

I such co-ordination desirable from the point of your
own work or organization's.productivity? ‘

How successful (you think) you have been in obtaining
such co-ordinated help from other departmental staff/
organizational staff?

What problems(if any) have you faced in getting such
co-ordinated?(8pecify) &

What is the meohanism you have to obtain such oo-ordination?

Work atmosphere

1. The extent to which members of your organization

feel that the atmosphere of the organization is supportive
and helps each individual achieve and maintain his scense
of personal worth and importance.

2. The extent to which cooperative attitudes exist.

(a) The degree of confidence and trust among peers,
among the different hierarchical levsls, and

among ths different orgenizatioral units.

(b) The extent to which attitudes toward. suneriors,
peers, subordinates, and other relevant persons

in or:anization are favourable.

(c) The level of peer-group loyalty(attidues of subor-
dinate members of work group toward each other, ie.
peer-group loyality, attitude toward superior, and
attitude and behaviour of superior toward sub--
ordinates)

3. The level of co-operative attitudes within each unit
- of your organization, among units, and among various
parts of the organization, such as, line and staff,
divis ions, debartments, and headquarters.
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On the Commitment Variﬁglg'

If morale is defined not as an ingividual job
satisfaction but as a property of the group signifying
essentially a sense of identity with the team and its
goals, then it has to be measured in terms of this
feeling of belongingness, identify with group goals and
zeal to work toward group goals ete. Following Yoder
(1970) we may treat morale as evident commitment and
therefore need not distinguish the two in terms of opera-
tionalization and measurement. We have to pay more atten-—
tion to operationalistation ang measurement of nmcrale and
conceptually distinguish it from measurement of Jjob
satisfaction at the individual level.

A further important distinction we have to make
is between commitment to an organization or commitment to
& programme, In terms of success:of family planning is
Yhere going to be a difference if we concentrate on the
one rather than the other dimension? Are they really
distinct and separab le dimensions? GCan an individual
be committed to programmes of an organization but not to
the goals, philosophy, methodology etc. of an organization?

71_‘1 1Bt !Cl
Co-operative attitudes ldentif ication Tdentification
Mutual acceptance with original with Fawily Flan-
Identif ication with goals., ing Prograame.
work group including Acceptance of Acceptance of F.P
li.C. Cohesiveness of original Phil. contracaptive
group. and methods of nethods .

Optimism about group work, bvidence of use
success. Preference to in one's own .
Conviction regarding stay with the family (if eligi-
group goals. organizetion when ble o do so)

a alternative
Job is available
.J outside.

Items under A,B,C a2bove refer to commitment to team,
organization and programme respectively, we may obtain a
total score on commitment Ty add ing up scores on each
dimension specified above.
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APEENDIZ LB
BUDGEL ESTIMALE FOR ACTICN-RESKARCH UNIT

I. A. For Data Collection

1. Research Officers 12 @ Re.700/=. /-
per mensem for 8 months Rs.700+160(D.4) =80C
Rs.800 x 8 =Re ., 76,800
5. Research supervisors 3 ¢ Re.800/=
per mensem for 8 months Rs.800+100(D.A)=
Rs.900 x % =2700 x8 =Rg .21,600

8. For data analysis and report writing

1. One Research Supervisor @ Rs.800/=
per mensem for 4 monthg Re.800+100(D.4)=900
Rs.900 x 4 - =Rs., 3,600

b, One Statisticisn ¢Re.600/=p.a.for
4 months Rs.600+100(D.x) = TOC

b
~

=Rs. 2,300

C. For Action Fart of the programie

l

-—

. COne Research Supervisor &Rs.800/=pm.
for 2 years Rs.800+100(D.4)=900 x 24 =Rs.21,600
5. Two Research Officers & Re.700/=p.m.
for 2 years Re.T700+100(D.4A)=800 x24 =Rs.19,200
D. One Director of Froject for 3 years
CRs.1050/= in the seale of Rs.1050-50-1200

Fay and D.4A. for 1  yeer = 13,800
11 year = 14,*00
1IT year = 15,004

4%,200 =Rs .43, 00

- i wrn . — s o =

11. 9ravell ing Allowance for Research Steldf

over a seriod of 3 years wRs.10,000 per vear =Rs .30 ,000
111.0ffice equipment, etc. =Re . 20,000
IV. Stationary and Printing =Rs . 1C,000

V. Contingeuc ies =Rks.10,00

Total of I to V = Rs.2,58,800

vI. W/S =Rs. 10,000
V11.Training _Rs.1C,000
Teotal estimate for Action-Research Unit =R8.2,78,80

— o —— 5 o — (- A
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OPER 4T IONAL RESE ARCH IN HEALTH CARG DELIVERY -
RURAL NG ALTH TRAINING CENTRE. N4 &FGARH

Drs R.K. SETH, D.P.H.,(Calcutta)
D.P.H. (Toreonte) ,
Officer~in~charge, Rural(Heilt? Training Centre, Najafgarh
Delhi

Paper presented at XIIth annual Conference of All India
Assoeclatlion for the Advghcement of ledical Educatien,
Ahmedabad, dated the 12-14th January, 1973.

The pressnt cemplex at Najafgarh came into existence in
1937 as a Rural Health Tnit. The aims and objectives were te
study and recognise the particular health preblems of the area,
to chalk out effective metheds to selve them and to utilise as
a Training Centre fer persennsl frem various other institutiens.

As a result of the recemmendations of the Health Survey
and Development Cemmitte=, the Rural Health Unit was cenverted
inte a Primary Health Centre in 1953. Incidantally, this was
the first Primary Health Centre to be established in the ceuntry.
Two more primary health centres having 5 sub-centres under them
were added froem 1955 to 1957. In 1957 this unit was taken
over by the Directorate General of Health Services, Government
of India and redesignated as Rural Health Training Centre.

Since then the Centre has develeoped as a training=-cum-service
centre. The various functions of this Centre are:-

l. Research
2. Training
3. Service

Service:

To previde integrated health services to an area which
congists of 72 villages with a pepulatieh eof abeut 135000
sgattored ever 432 sg. kem. is ene of the impertant functiens
of this Centre. The delivery eof health cars takes place
threugh the thres primary health centres which functions under
the overall supervisien and technical centrol ef the Officer-in-
Charge. The staffing pattern ef the primary health centre is
by ne means standard as compared te lald down pattern. The
population lead per staff member 1s as belows- :

Dector - 1 for every 22,000
Dispenser = 0 E8 " 45,000
Extension Educater =5 JeLd " 45,000
Sanitary Inspecter xindry® " 27,000
Public Health Nurse =~ Inlprt . 27,000
Lady Health Visiter W 1dGed H 13,500
Midwife/Trained Dail . b 6,500

jodical Reliefs

This is desighed mainly as an ingtitutional service.
The eut-patient clinics give diagnostic and therapeutic services
for minor and mederate allments. Facllities are available fer
referring severaly er chrenically i1l patients as well as those
suffering from intractible diseases %o the majer csntral
hespitals for investigatien and admissien. In most cases it is
possible to arrange for ceonveyance als®.

~
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OPSRAT TONAL RESE AR7H IN HEALTH C4RE DELIVERY
URAL HE ALTH TRAINING CZNT N G

Dr. R.K. SETH, D.P.H.,(Calcutta)
; D.P.H. (Toronto)
Offlcer-in~charge, Rural(Heilt? Tralning Centre, Najafgarh
Delhi

Paper presented at XIIth annual CGonference of All India
Assoclatlon for the advagnecement of ledical Educatien,
Ahmedabad, dated the 12-14th January, 1973.

The present cemplex at Najafgarh came inte existence in
1937 as a Rural Health Unit. The aims and objectives ware te
study and recognise the particular health preoblems of the area,
to chalk out effective metheds teo solve them and teo utilise as
a Training Cantre fer persennel from varieus other institutions.

4s a result of the recemmendations of the Health Survey
and Development Cemmittes, the Rural Health Unit was cenvarted
inte a Primary Health Centre in 1953. Incidantally, this was
the first Primary Health Centre to bs established in the ceuntry.
Two more primary health cenfres having 5 sub-centres under them
were added from 1955 te 1257. In 1957 this unit was taken
over by the Directorate General of Health Services, Government
of India and redesignated as Rural Health Training Centras.
Since then the Mentre has developed as a training-cum-service
centre. The various functions of this fentre ares-

l. Research
2 Training
3. Sarvice

Service:

To previde integrated health services to an area which
coengists of 72 villages with a pepulaticeh of abeut 135000
seattered eover 432 sq. kem. is ens of the impertant functlens
of this Centre. The delivery of health care takes place
through the thres primary health centres which funections under
the overall supervision and technical contrel eof the O0fficer-in-
Chdarge. The stafflng pattern of the primary health centre is
by neo means standard as compared te lald dewn pattern. The
population load per staff member 1s as below:- :

Dector -~ 1 for every 22,000
Dispenser - gaan " 45,000
Extension Bducater o g m "o 45,000
Sanitary Inspecter e Jesiil " 27,000
Public Health Nurse =g P v 27,000
Lady Health Visiter e e ) 13,500
Midwife/Trained Dal e UTH Jarelt # 64000

ligdical Relioefs

This is desighed mainly as an ingtitut ional service.
The out-patient clinics give diagnestic and therapeutic services
for miner and mederats ailments. Facilitiss are available fer
referring seversly er chrenically ill patients as well as those
suffering from intractible diseasess to the majer c;ntral
hespitals for investigatien and admission. In most cases 1t is
possible to arrange for  conveyance als®.
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The demand fer curatlve services is constantly en the
increase as is indicated in table Ne.l below:=

Table Ne., 1
Q. Att n
Year : Total attendance
1968 154283 |
1969 171726
1970 175744
1971 185724

The above figures indicate that during the last few
yoars OPD attendance is sharply rising in the primary health
centres. Consequent to such a heavy rush in the OPD the
primary health centre decter is mostly cenfined to the OFD
in providing treatment for miner ailments. 4s such he dess
nct get sufficlent time to devete te fleld duties which is ene
of the mest impertant cempenents of his respensibilities.
Estimated distributien of a decter's time in a primary health
contre is given belew: (weekly).

OFD 2 63 .3%
office work - 20 3N
Fleld visits - 16 .4%

Because of the heavy rush in the OPD the decter is not
in a position to do justice te all the patlents. According
+o a study conducted at primary health centrs, Najafgarh the
tims davebed by a docter in examining and diaghosing the disase
of a patient is shown beslows-

Table No, II
Time spent by a dector with a patient

Time gpent % of patigntg
1 minute 50 40
- 2 minutes STet
3 minutss 0.1
34 minutes 2o A

» The patients seeking rellef have alse to spend a lot _
of time after having dector's consultatlion and getting medicines etic.

' Though tha threws strain en the limited resources
of the Centre, it is encouraging to note that the public is
drawn more and mere towards the primary health centre for
curative facilities which results in providng eppertunities ef
developing centacts and cenfidence between the staff and the
people.

A A study conducted on the distance of the villages
from the health centrs for utilisatien of ifs services shewed
that the attendance varies inversely with the distance i.e.,
people living nearer the health centre avail of mers facilities
that these at the periphery. : ; : .
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developing inte an urbanised area.
has been netlced in the general morbidity pat
respiratery and parasitic and skin diseases s:ill

Table

O.,P.D. 4ttendance - Distance wise

Pistancs (in miles)

mile

miles
miles
miles
miles
miles

% of OPD atitendance

about 80.00 per cent of the OPD patisnts in the primary
health centres were from the villages situated within a radius eof

Age=wise

age_group (din years)

15
35
54+

1269

11.83
16.64
23.18
24,94
15.20

8.11

Age-wlse distribution of the OPD patients during the
last few years is shown belew:-

Table No
_Distribution

1971

16.95
16,16
20.11
23.47
16.81

6.60

Maximom number of the patients attending the primary
health centres came from the age group of 5-14 years and 15-34
years which was follewed by ether age groups.

Najafgarh which was onee predeminantly rural is gradually

places in the merbidity table.,

1.
Ce

Se
4.,
Se
6.
7.
Se

O

10.
11l.
124

13,

14,

Infective and parasitic diseases

Table

But se f

Morbidity pattern

(OPD Patients)

Allepgicy endocrine system, metabelic and
nutritiongl disgases

Diseases
Diseases
Dissases
Diseases
Diseagses
Diseases
Diseasas

Diseases

Besldes institutdenalised medieca
at the peripheral level 1s alse

of
of
of
of
of
of
of

bleed and blocd forming organs

merveus system and sense organs

cirgulatery system

respiratery system

digestive system

urinary system

reaproductive system

Deliveries and cemplications of
child birth and puerperiuvm

Diseases nof bones, jeints and muscles

of the skin & cellular tissue

Symptoms of senility and ill definasd
conditiens

Accidents, poisoning and vielsnce

preghancy

tan
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previded by the subesntrss.

ar appreciable change
Digestive,
occupy first few

1971

4.2

617
0.18
.77
.27
18.67
12.39
1.04
0.96

le44
© 47
13.75

8.21
11.4

1l relief, medical relief
The

maternity amd child health staff while visiting villages en their

routine visits are alse expected to give symptomat

ie treatment
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Iable Ne, VII

ljorbidity pattern of impatisnts

e

l. Infectilve, parasitic 30.4
2. Deliveriss 21.2
3. Raspiratery 18,0
4, Digestive 11,7
50 Oth’i]’.‘s 18.7

In short, medical relief still centinues te be a major
public health preblems, though 1t 1s desirsd very often that it
should occupy a less time ef a medlcal officer in a primary
health centre in cemparisen te the preventive and premotive
programmes. For miner ailments it has been found from observatilens
and studies that the presence of dector is not so essential in
treating these cases and ceuld very well be looked after by an
axpericnced public health nurse or cempeounder. This will enable
tha dector to devete mere time to the fisld work. Sines the
existing facllities at the disposal of a primary health centre
are hot sneugh te meet the demands of the cemmunity the docter
is expected to guide the community in utilising their own
regources for health imprevement preogramme. It appears that a
satisfactory medical care programme of curative facilities is
very much necessary at the present time to make a proper Impact
on the public whess confidence in public health workers can be
built by demenstrating and previding that in need he will ba
preperly leoks after.

i.Cile Sarvicess

The maternal and child health sarvicss have necegsarily
to be institutional and domiciliary. This has been organised
in such a way that each nermal antenatal case atfends at least once in
aach trimester for chack up by the méddical officer. The fundamental

- objective of the LiCH services is te provids a total welfare carc.

The working objectives of the maternal services as
have besn envisaged are:-

(1) That every expectant mether 1is registered as garly as
possible and net later than 20 weeks. She is given
necessary medical attention, health supervision at
regular perieds which would result in safe delivery and birti
of a healthy child.

(2) Reduction of prematurity tlrough preper ante~natal care.

(3) Making demiciliary midwifery safe through tralning
and supervision ef 1ndigenous dais.

The Objectives ef child Health Services are:

(1) complete medical cars

(2) Protective immunizatioen

(3) Health supervision of pre-scheel children
(4) Prevention of nutritional diserders.

Maternal and child health services operate frem three
maln MCH centres, 5 subeentres and II dal centres. The staff
consist of 3 lady decters, 5 public health nurses, 10 lady
health visiters and 21 midwives trained dais whe are directly
involved in this programme. Family planning programme has been
fully integrated with the MFH services. The worker ratio with
the pepulatien is shown below:
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One lady decter fer 45,000 pepulation .
One public health nurse fer 27,000 pepulatien
One lady health visitor for 13,500 peopulation
Orne midwife/trained dai for 6,500 pepulatien.

Ante-natal gservice:

Almed at early detection and tetal care ef pregnant
women from the time pregnancy is cerrectly diagnesed till its
termination, .The fellewlng table reveals the analysis of
ragistration,

Table No, VIII
Peried of registration (in wesks)

Year 10-20 wesks 21-28 weeks 29-40 weoks Total
1968 6340 29,0 8.0 100.,0
1962 62,3 22.1 156 100 .0
1970 8550 45,0 100 .0
1971 60 .2 30 .8 100 .0

It would appear that 58.0% antenatal cases in the area
are registered by weeks of pregnancy and appreximately 88.0%
received care by 28 weeks of pregnancy. Regilstration is dene
by midwife/trained dais, 85 indigenocus dgis (8C.00% of whem have
recelved erlsntation trailning) have begn previded delivery kits
ahd are also conducting cases in cellaberatien with the field
staff., Though majority of the cases are registered in their
respective villagaes, seme women residing in the ngarby villages
rgpert directly in the clinics fer registratien. A4s was observad
in gensral OFD, the antenatal methers teoc find it difficult te
attend the clinics from long distances. In the abssnce eof any
cemplaint, they do net reallse the need feor a check up by the
maedicgl officer. In faet even during the home visiting of lady
health visiter er midwife many of the pregnhant methers-try te
evade the issue and fesl shy to get examined. Health educatien
and persuatien ssems to be necessary te impress en the methers
that the antenatal examinatlen is necessary frem the prevsntive
aspect.

Table No
ante-nabal clinic attsndance
Distance frem Ne. of methers No. of methers attending
centre (in miles) rgglistered clinics at least ence
Ne, r

Less than 1 mile 378 359 079

1l - 2 miles 436 192 44 4,0

2 - 3 miles 2956 34 1l.3

3 - 4 miles 205 22 1350

4 = 5 miles 121 29 2440
5+ 5% 8 14.0

Since methers find it difficult te walk up to the
centres 1t may be necessary and pessible for a moblle team %o
include examination of pregnant methers in their hemes and
spare them the strain ef cemlng te the centre, The lady health
visitor herself sheuld be able te screen cases during her domlciliary
visits and keep cemplicated cases for examination by the dector
at the time of her visit te the village.

Summary:

l. The attendanece in the ewt-patients despartment eof the '
primary health cantresg is shewlng an upward trend indicating an
increasing demand fer curative servicese.
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2e iphe primary health centre'doctars_do not gat sufficient

‘time to perform field duties as most of hils time (63.3%) is

spent in the OPD. On the coentrary it has always becn smph-

that ths doctor sheuld devete maximum time in zheAfielg ngSised
carry out his operational responsibilities for which he needs
managerial capablilitiss relating particularly to efficient use

of resources (men, building, equipment, drugs, supplicd, transpert,
indenting - stecking etc.) recerd keeping cemmunicatien, planning,
coordination and ‘supervisery functions. Due te the heavy rush
in the CFD the deocter in 60.4% cases 1s able to devete enly
thirty secends to one minute in examining and diagnesing the
diseases of a patient.. :

3. About 93.5% of the OPD patients in the primary health

- centres are from the villages situated within a radius of 4 miles.

Out of this 61.8% are from within one mile radius. (This finding
is similar to Pondlchery (Datta and Kale), andhra (Griffith)
and Uttar Pradesh findings where 94.10% and 87.0% per cent cases

~come down from a radius of 3 miles.

4, Attendancas from children upto 14 years was 53.22 of
the tetal attendance. This finding agrees with the observatiens
of study where attendance of children from the abeve age
groups was round te 55.0 per cant. Thero appears te be a slight
difference when cemparad with the findings of other studies where
the children upte the age of 14 years was found to be 47.4%
(Pondicherry), 42.0% in andhra and 40.0% in Uttar Pradesh.

5. - Morbidity pattern of OPD patients at Najafgarh indlcates
that diseases of digestive. system (12.99%) respiratory system
(18.67), skin 13.75%) and fellular system occupy merbidity table.
The meréidity pattern shows some similarity with the disease
pattern as ebserved at Singur ‘whers also 21.4%, 19.3% and 14.3%
OPD patients were found to be suffering from diseases of digestive
and respiratery system and of skin and Cellular tissues respectively.
8t111, dissamilarities are observed with rregard te parasitic
infections and accidents and vielence. The comparitively

statement is shewn:
Najafgarh gingur

(1) Accidents, peisening and ‘vielence 11.4 4,7
(2) Parasgitic and ether infections 4.2 19,0

6. 21.2%6 of admisslens were due to ohstetric. Average
number eof cages per day in a primary health centre varies from
0.2 te 10, The average length of stay per patient was six days.
In Pondichery the average duratien ef stay in the csnire was
feund to be 3 days. Bed eccupancy ratie at Najafgarh is 89.0%.

7. 58,0% ants-natal cases .in the area are registered by
20 weeks ef pregnancy and approximately 88.0% cases recelve
care by 28 weeks of pregnancy.

8. Visit te ante=-natal clinies varies inversely with the
distance. 97.9% moethers living within a mile frem centre
visited the clinic at least encs during their antenatal peried,
whereas only 14.0% cases came te such clinics whe were living
at a distance of more than 5 miles.

9.

10, 44.9 per cent deliveries are cenducted by centre :
midwives as compared te Pendichery study which discleosed that
enly 16.8 per cent deliveries were cenducted by the centre
midwives. The Registrar Central of India (1969) during their
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half yearly sample registratien of births and deaths d Y
1966=-67 roported that 8.20% ef the birth in theerural gﬁigi

are attended by village midwives er elderly wemen in the family
er meighbourhood and enly 11.0 par cent by tralned personnel.
AS such the lNajafgarh study shows th-at staff at Najagarh 1s
covering large number of deliverles.

11, of the total village indigsnous dais practising
midwifery in the villages 80.0% have recsived orientatien
training to equip themselves with scientiflic and asphic %
skill in midwifery and pest-natal care and have been supplied with
midwifery kit with the previsiens of refill. Deliveries are
conducted by these dals with latest knowlsdge and thus reducing
the number of tetanus cases to nil.

12.  Due %o the improved MFH services health hazards
associated with child birth and sarly infancy have considsrably
been brought dewn as shewn by the declining trend in birth
rate, infant death rate/maternal mertality rate and crude
death rate. Tt is found that en an average the infant received
8-0 visits 1n heme and 2.5 visits at the clinic. The teoddler
receives on an average 6 visits.

Like all ether rural area of the country, bacterial

~ and parastic diseases still fleurish in the rural areas of
Najafgarh, the reasens being due te lew level of sanitatien
prevailing in the area. Gastre=-intestinal diseases like
Diarrhoea, dysentery are still prominent te seme extent more
specially during summer menths. Bnteric fever is present in
endemic ferm and reund the year. Paragitic infestatlon rate
varies frem 30-35% ameng the villages. Hewever, some of the
impertant cemmunicable diseases like small-pex, diptheria have
bean cempletely eradicated frem the area.
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Andhra Predesh ‘
C5I Viectoria Hospital,Dichpalll Dist.Kiganabad 503175.-~ i8 a few
hours bus journey north of Hyderabad airport and railway junction. .
They emphasise MCH and Leprosy and Care for 21,000 pojulation. I
Directors Ir.L.M.Hogerzeil. :

This hospital is testing a ane shot treatment Rifampiein for
leproay and has a medical insurance scheme for villages.

CSI Hospital,Jamalemadugzu,Dist.Cuddapah,i.P. does not have a
domicillinyy prograz=s but they do 2000 tubectonies yearly and ran
& nutrition rehabilitation unit.(contact persor iz Ir.G..rthur Samuel.

Anantpur: Rayslaseema Jevelopaent Trust is directed by fr.Vincent
Ferrer on the edgue of the twon 150 miles north of Bangalore and
300 miles south of Hyderubad on the =main highwaye.

This project, started 13975 employs doctors in villages.There is also
tremendous activity in other community development works especially
in water development. Dr.Titmus is caitact person for the conmnity
health work. 14 e¢linics were running each with & dostor,Alll and

ayah by early 1976, thus serving basic health ¢ are to 70,000
popalation,nanely matrition and immunisation for under fives,safe
water supply and oare of mothers and illness care.

Philedelphia Leprosy Hospital,Salur,Dist.Srikekulan,AP(contact
persone Dro.l.H. hangare j,ifed.Supdt.)

Also tiey have started a comprehensive scheme for some 20,000 popele
at Pruvathipuram some 20 miles from the hospital. '

Salur 1s severazl hours by cer from the airport at Vishakapatnan.
Indo-Dutch Project for child welfare,6-3-865,50najiguda,Hyderabad.

Bihar
Brothers to all Wen International,P.0.Bunladganj,Gays ©23003 haes a
health programme me run by Dr.G Pais whioh by 1974 with resident
ANMs serving 20,000 peopls. There is also literacy and agricultumal
extension work. This place is some hours south of Patna by bus.

Delni
Community Health Dept.Holy Family Hospital,Okhla,lew Delhi
(Contact person-Sr.Anne de Souza) :

This programme stresses MCH and Nutrition and has lately tried to
reduce costs by usirz village women as health workers.Pomlation
served is sbout 20,000.

iisaohal Predesh
willingdon Hoepital,Manali Dist.Kulu,H.P. During 1976 Dr.Surinder

Kaul ie caring for 900 villages ir scattered hamlets in this
mountainous area using 5 village health workers.

In Ootober this place ie resched by plzne to Kulu then an hour bi
bus.Hormully snow Wes blocks thewlley from Nov.to Yarch and it
in sumzer an all dsy bus journey from Chandigarh or the railhead at
Ealka or iHopar where 2 bus can also be cbtained are reached by
overnight train Kalke mail,or Himn@hal Zxpress to ilopar.

0.-.2/-
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Karnataka

Hallur Health Cooperstive,St.Johnes fed.College,Bangalore. Dist.Kolar,
Earmatoka is 35 miles from Bangalorve off the ilyderabad road(If visiting
Anantpuar in i.P. this is on the way) Contact person is Dr.Ravi Harayan

of Prev.Wedicine,S5t.Johns' Hed.College,Bangalore. '

Mallur rk relies on a cess on milk produced to finance the health
schene.V.iallur is not poor.Village level workers will be increasingly
used in future to reduce coats. -

Forulation servéd is around 4,000 in 5 villages and services are
coaprehensive.Bonynlore has an ailrport.

Q.&.I.Hos;eiﬁal Bangalore takes care of a slum porulation at Sherrif
Gardens(Supdt.Jr.Benjanin Issae).

Baptist Hospital,Hebbal,Bangalore has a small village health programme
on the edge of the city on the road to Hyderabad

St.lartha's Hospital Bangalore take care of a village on the edge of
the city.
Kaghnir.

CHI JBY Hospital,inantnag,Kashmir is an hr.or so by bus from Srinsger
airport. A village health ® schenme covertin; 5000 people in villages and
using 9 village health workers was to start in 1976.Contact person is
Ip.i.Xaview,iedical Supdt. or Hiss Grace Butt,FiN.

This area is a purdsh ares being a conservative fuslinm area.The hospital
trains Kashmir girls as AlMs which was in 1975 the only such school in
the Stute outside the capital.

ltadhva Pradesh

Padhar Hospitel,village Pachar,Dist.Betul, P-Supdt.Dr.C.’osg Surgeon
Dr.V.Choudhrie,incharge coa-unity health,Dr.Veronica 'ose. This hospital
is Hqrs for the State Vilh and its travelling Seeretary. The hospital

is 120 niles north of Nagpur and airport and is reached from iagpar by bue

Dr.C.4o8s through a Water Development organisation in Betul has sunk
400 wells.Dr.V./ioess plans a village health programue to serve Ghond
tribals who have hipgh child mortality. Population served will be 36,000
work to start in 1976.

Christian Hospital,Chattanpur,via Harpalpur,il.P.
Haharashtra

1. Dr.P.u.5han(Res.10 Suruchi Narinan Point,Bombay 400021) is Frof.of
Pedistrices = t Grant 'led .College Bombay Central. e has 2 projects
which he visite each week in Dist.Thana, 90 km.north of Dombay.

a) Falghar older backed by WHO
b) Kasa never backed by CARE

Both these projects stress #CH and nutrition «nd utilise part-time village
women supervicsed by ANUs of the nearest primary health centre.A full day
is necded for one project and visitors without permission will not be
entertained.The work is well documented amd many papers have been
published.
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Drolin] wd Ysbelle srole at Comprenensive “aral “ealth Iroject,
Janshed,Vist. hnednanagar,aharasitra. This is resched by overnight
train from Bmombay-Sonbuy Vowrsh Ixpress-getting into ~hnednagar
arriving shmednzgar 8 am. This project cennot be visited without prior
apvroval from Drs.irole, as they have many visitors and accomdation

is limited,

Tuis crogramnme uses village health workers(village women) bac}:ed'by
a“ m?bile tenn of parasmedicals.lhis project was wrlittin up in Vil s
Teadith by thie reople published 1375.

Integrated leslth bervices project,liira] Hed.lentre,iir:j,
Distevangli,soharaghtra is reached by overnight lahslaxal Sxpress
{rom Bombay.Direetor is Jr.Pric Ham. Yuture of this project beyond
Y76 iz uncertoin.director of the entire centre is Jr.i.lolhatkar.
ne project werved 216,000 people using Alis and codrelling 2
prinary health centyres and was well decimented. :

Fousdation for fHesearcn in Soamunity Hesit: at V.Dhokawde,
Po0u Awas,DMst.Kolabs,zsharashtra is reached by one and ha half hour
lunch froa Ferry wharf Hosbay to +ewas and e short bus journey
to “andwa.Prior persiccion to vielt is necessary.

This proiect serves 30,000 pomulation and employs sone 30
village healih workers,backed by a doctor and coeinl worker. wontact
persons are Mr & rg.iloke ukerjec.ihey have studied the
effectiveness of Vilis for illness,

Chinchipads Chrisitian Hoesp.Phulia,list.“sharaghtira

Director Vomprenensive lealth Care & Yev.Project,ission
Hospital, PO Paehod,Dist. iurangabad,fanhsrashtra.

Urissa

1. Christian Hospital,V.Diptipur,Pist.Sanbalpur,Orissa is resched by
toel Pzpress. Miss Marilyn Hills PHE or the Supit.ls the
serbact persons They care for 8,500 population ueing illiterate
villape women. fhough remste tiis is one of e best village
progranmes 1n a famine prone area.

2. Christian Hospital.PC Hewranpur,Xoraput Hist.(Orisea)
unjab

1. Dept.of Community “edicine,Christian Ved.Collage & lospt.
imdhiana-rrof.s Jir.Jdr.irs.Harbans Yhilion.

This Dept. serves 56,000 in the sluas of the eiily and 60,000

in the rural wens, staff being entirely provided by CUC using
intern doetors and AZYMS The home visting skills of ithe nuraes

in this progranne are very geod. Insunisation and family planning
are stressed. Docuncntation is good,

The Ubat.é Gynee(Vrof.B.dowie) runs gseversl model under fives
elinies and a big postpartux progroame. The Jostpartumm progran
The Post partam prograsse of this Dept.gives MCH eare to 50,000
people in the urban s reas of Gulchaman Gali irn Iudhisns olty a
sereens for fanily planning the outpatiesnte and inpatients of
CHC Heospitals & total of nearly 29,000 interviewed yearly.
Docanentation is good.

2. Directer,Connunity Health,dachovert Hospital,ihuriwal,
Digt.Gurdaspur. Contact person Yrol.b.Cberoi.lhis place is reached
by £u1l day bus from ludhiara or by overnight Frontier "ial.lihe
progransne has 2 well documented immunisetion prograzne vsing
gtaff goin. out daily from the hospital.Under five cliniecs are run
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1. Nutrition Hehzbilitation Centre and village Child Care Centres >
Dr.A.Venkatasgwany, Rutrition Hehabilitation Lentre,Covt.Erskine Hosp.
dadurai.This is a reference centre for Vit.i deficiency blindness
prevention & they have 2000 children with severe malnutrition being
fed in village feeding centres, with the help of balasevikas. DreK.4.
Krishnamurthy,Prof.0f Ped.has & strong commanity enphasis,

2. Dr.fottar Social Service Society ¢/o Bishops House PB H0.17
nagercoil 629001 Kenys Kumeri Dist. This project gives some iiCH
cere.There is & huge CRS feeding progremm with 30,000 beneficiaries
usirng hundres of village girls.

3. Christian Yellowship Hosp.centre in V.0ddanchatram,list.ladurai
(Director DreJacob Cherian who is also Fresident of Vil and Drs
iA.K.Tharien who 18 a past President of CiAIl) They train community
health guildes.

4. Deenbandu Hedical Hission,ii.X.Pet,631303.Dist.Chingleput,Th
reachable by a few hrs.by bus. This mission has been doin
coamunity work for over 20 yre.Dr.Pream John WPl has recent
written 1975 & new project proposal to serve 20,000 with special
attention to the goarest 40% of the people using village level
volunteers and village nidwives. '

5. CS1 Hospital,Woriur near Tirmchirapalli,Supdt.lr.lirs.Stephen
supe rvises Alds resident in nearby village.A small but good
progranme .Ktchen gardens nre enphasized.

Tiruchirapalll 1a an a.irport.iiouth 61’ Hadras, oriur is only a
few miles from the airport.
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SCHEME OF 'MINI FAMILY WELFARE CENTRES' A4S A :

MODEL UNDER INNOVATIVE SCHEME OF GRANT IN AID Com H T 1oy

ASSISTANCE TO VOLUNT/ARY ORGANISATILNG FOR PROMOTION

CF _MCH, IMMUNTSATION & SMALL F/MTILY NORM.

UBJECTIVE

The basic approach of the mcdel is to establish Mini Family
Welfare Centres to promote MCH, Immuniseti-n of Family wWelfare Pro- .
gramme amongst the section of population resistant of family welfare
programme and having high birth rates. This will be applicable to
town and city upto a population of 1,00,000 and rural areas. Prefer -
ence under the scheme will be such districts which hz ve peen identi-

fied as 1lowCPR and high birth rates (Annexure-I).

2. The objective of the scheme will be entirely motiveticnal to
create a link between the infrastructure of Health and Family Wel-
fare faeilities and the community to promcte responsible anc healthy

motherhood and small family norm.

3. The salient features of the scheme ares-

3.1 The Scheme of Mini Family Welfare Centre will be operative
amongst the population group resistant to Family Welfare programme.
For urban areas, it will be limited to slum and unauthorised areas,
in towns with population ranging upto one lekh. In the rural areas,
the scheme will be restricted to areas: having low CPR and high

birth rate.

3.2 The objectives of the scheme will be entirely motivational
to serve as a link between the infrastructure of Primary Health Cen-
tres, Sub-Divisionel Hgspitals and Family Welfare Centres, Voluntary

Organisation Hgspitals/Clinics and the ErL T anity

3.3 The population to be covered in urban arcas will be 25,000
divided dinto five field units of 5,000 each. In rural areas, the
population to be served by each unit be 15,000 consisting of five
field units of 3,000 each.

3.4 Structure:- Each project will consist Mini Family Welfare
Centre (MFWE) with a unit co-ordinator es Inchrrge. Each Mini Family
Welfare cennre will have five units. In each field unit there will be
five Sahelies to be selected from Anganwadl workers, Balwadi teachers
or any instructor under other child survival schemes from the opera-
tive units under those schemes located in the area of operation of
these praojemect.. Fhe lady workers from communlty can also be appointed
as Saheli (i) if above named workers are not wWilling (ii) due to
special requirement of the segment of populaticon to be covered. Ope
of the saheli worker will be selected ‘as greup lea&er after ascertain-
ing the leadership quality and watching their qork for about three

months,
...2



4. This scheme is both for urgan and rural areas. Through this
model, aftempt is to reach the grass root levels and create awareness
in the community served in a phased manner step by step from the
VEry beginning of family fotmation i.c. marriages In gradual and
step by step method the MCH and family planning is generated as the
family do stepsfkeeping a-continuous touch with the bricde developing
into young mother. She is-also trained in the art of motherhood by
the grass root leveli; Voluntary worker knmnwn as 'Saheli'in this
model. This trained mother becomes an agency herself for passing
these traits to the new brides in her family =nd those in close
proximity. Thus gradually the MCH & Family Welfare motivation would
procgress im a chain like manner 2nd in our course the worker will
have to concentrate on lesser number of families and contect with

trained mother would be of maintenance ccntre.

5. The Mini Family Welfare Centre

The Mini Family Welfare Centre will have 5;field units and
each unit will serve a populaticon of 3,000 in ruril areas and a
populaticn of 5,000 in urban areas. The foliowing conditions have
to: be fulfilleds=

(1) The Mini Family Welfare Centre will be situated
in the area of population served by ‘ite Tts-5
fields units will be disbursed around in the area
of operation.

(2) The Mini Family Welfare Centre will be attached for
clinical and referral services to the nearest PHC
of community Health Centre of Urban Centre in
city area or voluntary Organisation Hospital/
Clinic to be specifically earmorked in this
project. '

(3) The Mini Family Walfare Centre will serve as a
depot for supply of contracoptives like condoms
and oral pills,

(4) The Mini Family Welfare Centre will serve as ac -
unit for Community uplift by (i) Imparting Health
Education (ii) training mcorrisd young women in
the art of motherhood; (iii) Immunisation in
children and mothers; (iv) motivating the community
specially ihe terget couples to have small
family norm and (v) ensuring proper sanitation and
hygenic conditions.

(5) The staff should be employed from the community
to be served specially the grass root level work
the Family Female Voluntary worker 'Saheli!,

(6) The-Basic principle involved in the success of mother
is to create rapport with the newly wed bride and
foéllow the couple through their reproductive phese
including first pregnancy, delivery, post natal caro,
spacing of pregnancy, second pregnancy and finally
sterilisation. During the follcw up she will be
educated and helped as the need arises in various phases
'step by step, ensuring a healthy marital life, healthy
healthy pregnancy period, safe delivery, healthy and
trained motherhood and Finally ensuring spaced small
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family. This step by step approach will provide
complete MCH cover and Family Planning. This

approach will produce well trained mother who can

help other mewly weds in her family and neighbourhood.

{n) Methodology

In average there are three to four marriages performed each
marriage sessicn in a village/cover arca of an average 800 tec 1,000

population.

(b) First Step
To establish rapport with the Newly Weds and their family and

this is done by 'Saholi'.(Family Female Voluntary Worker) by ensur-
ing her prescnce in the marriage and creating closeness to the fami-
ly by presenting a small gift to the newly weds. This gift may be
small and consist of some general items of brides use. In this

gift pack there should be nothing related to Family Planning, so that
no sensitivity is created in the family or with the bride. This
primary rapport with family of newly wed and the bride herself will

cpen the path for consequent visits.

(c)- Second Step

The worker pays a casual visit to know the Welfare of the newly
wed and creating personal friendship with her. This may be done at

a convenient and congenial time.

(d) Third Step

During the casual visits 'Sgheli! (Family Welfare Female Vplun-
tary'worker) may ceme toc know about the conception occturing in the
newly wed. From this; the visits of -the worker is goal oriented
and purposeful, The worker should stert educating the mothers
regarding the conception, pregnancy, nutrition, for mother and child
and few does , and doesnot in sanitetion. During this visit the
worker should congratulate and encourgge the would be mother and
take her into confidence. This is the best period when the young
mother is most receptive and inquisitive to learn about motherhood

in confidence through a friend.

(e) Fourth Step

The would-be mother is gracually prepared to come to the Pri-
mary Health Centre/Hospital with the help of elder family members
specially the mother-in-law. Thus the routine ante-natzal help is
provided and would-bhe mother is told about healthy motherhoecd, pro-
tection of self from tetanus, nutriative value of specific foods to
be taken and role of scnitation in pregnancy and delivery. She is
educated for preparing clothese for delivery and the child to come,
Complete checking is done at the nearosf czntre and if she is a risk

case, she should be referred to Community Health Centre. THhus at
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Unit coorcdinator will be a full time employee and primarily
Extension Educators and will be required to develop rapport with the
Primary Health Centres, Sub-Divisional Hospitals, Family Welfare
Cen.res and voluntaryorganisations, Hospitals/Clinics where he will
be required to send the motivated persons. In case of male unit
Coordinator he will also try to motivate the men in his arcas for
adopting a small family norm and terminal and spacing methods of
family planning.

Upit Coordinator will have a degree in Science or Social,
Science and Biology from the recognisec University. Preference will
be given to persons having twec years experience in hezlth care/
family planning activities.

(b) Group Leader

Group leacder will primarily be a Saheli but she would also
be given an additional responsibility to assist the Sghelies and act
as group leader of the unit. She will establish rapport with the
Primary Health Centre, Sub=-Divisional Hospital and other Hospitals/
Clinics and main basic records to be passed over to the unit Coordi-
netor. She will help to cdevelop a programme for motivation of
women in reproductive age group for a small family norm. She will
extend support to Sshelies by visiting femily etc.

(e) Sehali

Therc will be one saheli for a population of urban area and 600
in rural area. The saheli will from the finganwadi worker/Balwadi
workers or instructors or otherChild survival scheme from the units .
iocated in the area of operation of the project. The lady workers
from community can also be eppointed os saheli (i) if zbove narmer
workers are not willing. (ii) due to specizl required menm , if the
segment of population to be servecd. Besides the honorarium of Rs. 100/~
pem. motivational and that benefits for sterilisation and IUD cases
will be possible to the Saheli in nddition in accorcance with the
prescribed by the respective State Government.

(11) Monitoring and Eyaluation

This will be done each month =zt the level of PHC in rural set-up
and at district level in city set-up by M.O., PHC/CMO respectively
in their regular meetings. Project Manager will present the report
regarcding the work of the centre uncer various h.ads like:-

1. Referral Cases.

2. MCH Work

3. Mptivation.

4, House Visits.

5. Educational programme
6. Training programme

7. Area profile.

12, Relecase of funds

Release of funds will be under the Central Sector scheme for
grant-in-aid to Veoluntary .organisations. The amount of Rse 66,709/~
for meeting the cost of implementetion of the scheme during one
yeer period will be paid into two instalments. The first inctalment
for the six months will consist of full non-recurring exponditure
ancd 50% of recurring expenditure. The seccnd instalment will be
given when the project starts operating after completion of three
months of the project life on receipt of the progress report and

expenditure statement for the first quarteTre.

36 ¥ 36 3 3
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MEDICLL INPORMATION.
K Herewith . I am ¢nclosing an extracts from
the "WHO Chronicle" on -
(2) Containing the rising cost of medical
e — ihdn ity
care,
(P)  Hoalth care Jeans 1 doctor,
Tie two topics ¢xtracted would he of groat
value to manes
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The President & Members,
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The Convener ¢ Members,
Ruzaill Develo mant aun Commibiaa

alike,



RISING COST_ OF
L S

(3xtract from WHO Chronicle, 31:408-412(1977)
; * ks

This is based on a paper prepared oy Dr.5.M.
Kleczkowski, Dr.%.P, Mach, and Dr.R.G., Thomas, for =&
meeting of experts on raising medical care costs helid
in Geneva, in May 1977 under  the Internavional Labour
Organisatvion.,

To Ielp contain costs, administrators are asked
in this article to consider ( ) revised structures of
venefits thzt would accord at least ecual treatment to
outpatient and home care, prepaid group practice, and
other less costly types of care; ii) better cost
accounting to permit more accurate measurement of the
relative costs of different kinds of cares (idii)
meessures to increase the cost-consciousncess of physici-
aas ‘and the publicg (1v) various ways to contain the
costs of drugs; and (v) how to promote self-care For
tiie longer run the article examines the role of p cven-
tive medicine in cost contulnm ent,

R e

1. By meking care ever more widely available atb
little or mo direct cost to the consumer, it increases

demand for services more¢ rapidly than supply.

21 By being too often considered as simply anotaer
way of paying for exléting kinds of medical care without
providing incentives for ciianging to less expensive,
more rational methods, it helps perpetuate the existing

bias towards tine more costly kinds of treatment and does

not strike at the root of increasing costs

For the relatively wealthy industrialized
countries witu schemes already in force, the costs are

verging on tihe intolerable, For developing countrios

ve R
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looking to social security as a means of expanding
medical care but from a much smaller resource Dase,
tiese distortions can nullify the potsntizl of social
Sccurity to provide improved care for wage earners anc
caa broader tie already wide gap betwesn health care
for the urben worker .and that for his rural counterpeart.
Trhese are the reasons why cost containment, or at least
a process of rationalization, is beinz subjected to

increasingliy close study.

IThe bies towards hospitalization:

Too often, plans provide maximum Senefits only
for treatment in hospital, txer eby inclining patients
to opt for {(aad, egually, physicians to prescribe) this
most expensive of all forms of treatment, even when out-
patient or zome care would be as 2004 ox oetter and less
expensive iIn many cases, This bias i8 weinforced by the
widely held pubiic impression that only the late 28t tech-
nology and newest medicines administsered by the most
hizhly skilled Specialists - of the sort available only
in hospital - cax provide effective tregtment. What is
overlooked is that, once in swwospital, the patient is
often caught up in a medical Cere chain without real

incentives for reducinz costs,

Typically, the patient himself does not care about
the cost of treatment Decause "someone eisef is peying
t has

for it. The physician who prescrived the treatmen

neitiher tie incentive nor often even an awareness of



W
as

the need to be cost-conscious because he bears no part

-

of the cost. 'The hospital, as provider of the PLESs =
cribed services, is not likely to inguire too closely

as to the usefulness of the treatment or its cost, so
long as it is assured of receiving payment, Finally,
the third party, once he reccives the bill that includes
all the costs passed along through the chain, is poorly

positioned to question charges after the fact,

Witl hospital costs as the largest and most
rapidly growing component of the total cost of medical
care, they becomo an important target for offbrts to
contain costs, However, because medical carc, especially

e

in hospital, is so labqur-intensivo, staff saleries alone

alount to -as much as 70% of the operating costs, which
cannot be reduced sig gnificantly without affecting servi-
ces adversely; much the scme is true of the other major
hospital opcrati ing costs, It is thus nocess sary to look
for greater operating efficienciocs and, more particularly,
for better use of the available Supply of beds as the

primary means of containing costs,

Abuse of advanced techinologsvs

Anoti.er important contributor to the explosion
in the cost of medical ¢are has becn the uncritical
acceptance of new technology and the vVery expensive
doevices necessary to put this techinology into practice,
Whether nrompved by high public expectations of yet
another miracle treatment, a propensity to cquate the

latest with the best, or a competitive desire for



prestige in a medical version of up*with the
Joneses", {his attitudc‘lOQQS'to investment in costly
techniques e facilities, which are necded by only the
most seriousiy ilil, who constitute only a small Fraction
oif thos¢ necding health care.

dhat this means in gconomic terms is tha T, whilo
hoalth has oroadened the base of the moedical care cost
pyramid by maiking care msuch more widely availabie,
advanced technology contributes to raising the height of

ak. Toikon
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How to contazain medical carc cosis; .-

1. ?Vv1ued be “flt structure; By chaaging the

structure of lealth benefits so as to accord morc egual
treatment to health services other than hospitsl care,
@.8.,; home or outiatient care, administrators could
provide a financial incentive for boti patient and pres-
cribing physician to consider the full gamut of possibi-
lities for treating a particular ailment, perhaps arriving
at a less ex~easive, but equally effective, alternative to
inpatient care, In fact, recent studics Lave increcsingly

emphasized -

at the organization of modical services may
be second onliy to morbidity in determining hospital utili-
zation., In one example of prepaid group practice in the
USA, emphasis on outpatient and preventive care roeduced
hospital use by about 50% within five years; the latest
roport‘indicatos tiial the rate.of hogpiteal utilization

by this group practice even after a number of years was
about half tuatuof a similar group‘in the same city
parficipuuln; in an open fee-for-service plan. Similar

grated

experiences in soci ialist countries, whers fully inte
services give cqual emphasis to curing, provention,
rehabilitation, and social services, suszjgest, thet this
appro“cn provides a useful basis for selecving tie care-
actually regqguircd by individuals a=ad most convenisnt for.

-

theni, Hospital care thus be comes bu alternative

p
=
o
o
o

among a number of options.

2. Better cost accounting; Arriving at an accurate
¢stimate of thie overall savings that roesult from thiis

substitution of one kind of liealth service for anotlhier
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has proved to be difficult. Most current accounting
Systems divide costs along administrative lines, i.e.,
staff, equipment, drugs, etc., or lump them togetiher
into simpler units such as cost per inpatient day or per
hospital bed. They also tend to ignore such essential
variables as the degfee-of health risk or the gravity of
the problem besing dealt with. Thus, they & not lend
themselves to making meaningful comparisons of the costs
and benefits of dealing with a given health problem in

different ways.

Recently, however, there has been prosgress towards
developing systems of standardized cost accounting for
each medical care prograame that pinpoint the relative
cost of each and make it possible to evaluate the most
costly kinds of treatment against the benefits resulting
from them. To know that the same benefit can be obtained

at lower cost is clearly to the advantage.,

3 Mecical cost-consciousnesss Since the physician

in most cases decides how much and what kind of medical
care his patients "demand" and such demand more or less

automatically follows supply, he has potentially vital

o

role to play in cost containment. Yet most physicians

are poorly eguipped by both training and personal incli-
nation to perform effectively in this role. Few medical
Schools devote any attention at all to the basic economics
of ‘me~dical carey instead, the atmosphere of a lavis 1y
eguipped hospitel, whether deliberately or not, tends fo
create a predisposition towards the latest, and often

the most expensive., in diagnostic and therapeutic equi ment
i 9 o p q p



and techniques. The sense of professional pride
inculcated into me=dical students while in training
inhibits many practising physicians from considering
community nurses, famllv health workers, and other
thulclan e)ctendc—;*rs‘F as qualified to perform a Signi-
ficant portion of their routine medical duties. While
none of these attitudes and viewpoints is likely to be
Sceptible +to rapid change, least of all, there are
Signs of growing cost-consciousness on the part of
physicians; these ﬂust be encoura*ed by every available

means.,

4, Cost of drugss Another important factor in the

upward bPressure on the cost of medical care is the largé
and increasinz Cconsumption of drugs, both by prescription
and for self-medication., In France during a recent year,
for example, over 18% of all health insurance expenditure:
went to pay for drugs used by outpatients. For all of
durope, it is estimatod that the total bill for drugs
amounts to more than 10% of the funds Spent on health
services, nlike other components of medical care costs,
the pattern of increasing drug consumption appears to be
relatively independent of how health services are organizead,
The USA with its liberal system, the United Kingdom with
its National Health Service, and Poland with its centrally
planned and run System all have similiar patterns of

increasing drug use,

In fact, the rate of increase of drug use and the
types of drug used appear to depend primarily on the

number of preparations available in the market for either
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self-medication or prescrlptlon use and on prevalllnv
prescription practices., ' For example, the volume of .
drugs attributed to Self-medication amounts_to 35% of
total drug consumption in the USA, 22% in Switzerland,
and 18% in France. Consumption of acet/ tSalicylic acid
(aspir;n), the drug most commonly Self—acmlnlstered
averages over 60! tablets per persomn anruhlly 1n_3urqpe
and as high as 225 tablets in the USA.

Adding to the volume of self-medication is the
market tendency towards inappropriate prescription of
drugs. Perhaps prompted by the patient's belief that all

medical consultations, to be satisfactory, must result

in a prescription or for other reasons, physicians seem

all too willing to prescribe drugs, whether or not they

are needed., In the Usa, it is estimnted that the great
majority of all physicians engage in this practice;

there, 60% of all drugs prescribed against the common cold
were antibiotics and sulfonamides, ﬁhich are bothh expensive

and ineffective in such cases,

With this combination of excessive public reliance
on drug and the tendency of physicians to overprescribe,
governments have tried a number of rec gulatory measures,

To help pnysicians sort out -the conflicting advertised
claims mode for the increasing numbers’ofkdrugs being
marketed by the pharmaceutical industry, Some Fovernments
nave sot up neutral advisers on drug information at the
state level and have limited the promotion of new drugs to
factual statements only. What is needed, in adcdition, is
broader public awareness and understanding of the proper

role of drugs in treating disease.



They can promote the concept of "essential drugs",
whereby drug purchases are concentrated on those drugs
that are of proven efficacy against defined health problems
and are available at a veasonable cost,

“

5ie Self-carc: The often overlooked fact that as

much as 75% or wmore of all health care is undertaken with.
out professional help provides another focus for efforts
at cost containment. Despite some opposition from the
more conservative elements of the health professions, it
is estimated that about 25% of all illness episodes seen
in general practice could be treated entirely through
Self-care and another 15% or so would have a better out-
come if supplemented by self care, particularly "suided

)

Self-care® by which the patient would learn to understand

his ailment end what he can do about 16,

For exumple, in a controlled experiment that taught
a2 group of haemophiliacs and their families how to mansge
their bleeding problems, thc rate of hospital usaze was
reduced by 90% over one year, witi equivalent savings in
hospital costs, Morcover, absenteeism from work or school
was cut by 74%, outpatient visits by 76%, and the total
cost of health:care by 45%.' In another example of guided
self-care, a telephone "hot line" installed in a clinic
treating diabetics resulted in a two-thirds reduction in
the incidence of diabetic coma and a nne-half reduction in
the number of cmergency admnissions over a two-year periods;
this occurred despite an increase in ths clinic population

from 1000 to 6000.

ee 10
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Guided self-care doecs not dlways Provide such
immediato benefits because of the time and money Spent
oh providing training, .but once the training is completed
it can provide a low-cost substitute for professional care
that is immediately available and can be adopted to the
noeds of the patient., Self-care by patient Can also have
an important bearing on reducing costs by making doctors

prescribe treatment more responsibly,
E B

6. Prevention; The five containmont measures just

discussed arc all aimed Primarily at kezping the cost of

the curative Component of health care within bounds since
this is where the bulk of medical care funds are Spent,

even though such expenditure - have been shown to have
little effect on the general health status of the pbopulation,
One final measuresprevention is likely to comnancd a greater
share of future funds as accumulating scientific knowliedge
buttresses existing evidence uat genetic and environmental
factors, plus Buman behaviour and life style, rather than
disease are the major determinants of nealth., Schemes
should tiLus be Prepared to provide Support and encouragement

to cost effective brogrames of preventive medicine,

hese programmes include carly identification of
those at high risk of chronic discasec an giving indivi-~
duals every opportunity and incentive to ciiange their

life. style,

Another approach to Prevention is the early
detection of disease. The cost of systematic medical
Screening of every effectively treated Case is often

substantial, pParticularly when appliied on a mass scale,



None tize less, there is sufficicnt epidemiological
e

evidence to indi 2t the incidence of many chronic

care by putting into effect what is already known about
them, thus reducing the burden of chronic care wiich
hospitrls arc so often czlled upon to finance, What is
missing are the economic incentives, aecessary motivation
of healthccare providers and consumers, and the kind of
organizational structure thet will make such achicvements

possible. Alithough countries have coite well past the old

and outdated notion of limiting healtl coverage to confirmoed

cases of discase, they generally have some way to g0 in

bringing about the conditions that will pormit preventive

care to make a maximum contribution both te containment of

medical care costs and to the improvement of hesl th status.

This is the challenge of the futures.

SSpd .
5.12.1980.

gnificaatly reduccd through preventive



EBALTH CARE MBANS MORE Tilill DOCTORS.

(¥HO Chronicle ~ Vol.31, 1977}
o R

Health problems cannof be solved by the health
sector alonc. This was learnt after much money and
energy went towards increasing the number of doctors and
hospital beds. The ideca was to model health services
after the examples of the wealthy developed nations.
Health is influenced by poor living condition, unsafe
water, malnutrition and wrong dietetic and some harmful
cultural practices. Hence, today, extension of services
to where people live and delivery of Lealthh by people in
the community have shown much more promise of fulfilling

the desire of the century "health for all by 2000 4i.D.".

Community health workers, health auxilleries and
para-medicals are¢ able to improve the health of the

community at a fraction of a cost of hizh

=

by trained pro-

fessionals, They arc able to pinpoint the underlying
causes of disease in the community and they are instrumental

in organising their fellow citizen to take action for healii,

Today, health care systems are chranging their

perspective, away from big hospitals to tiie needs of the
community. The cmphasis is to link communities to the

health centres,

It must be emphasized that prevention and promotiomn
are the most important aspects of health care and needs
support from all levels., The problem must be attacked

at its origin - the community.

J

sspd.
5.12.1980C.,
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- Ree of Volun by Aggen cwr (Toctie)

S5 ocial work based on the spirit of Sympathy, o

Spiritual urge to help one's fellow beings in distress visited
in different societles from the time immemorial.

Bragwal gita says fahabity is valid if it takes into zccownt
DEsit, Kel, and Patra. (Flace, time andrecipient)

Kezulelaya hes mentiored in his Arthasastra the responsibility
for the care of the poor =sged, distribite etc.

In k%ing ashoka's formi Gopas were like Soclal workers,

s oegial work through religion Valuntary
British rerior and oocigl reforms Voluntary
Gandiian So0cizl work Voluntary
rost indsgpendence, 4 cerores in 1.5 yr.
FPublie coporation Govt., Fublie _ Voln,

T paditionally, tulk of the Scoial welfare Services in our country
was organlsed by voluntary agencies who with thelr long

have been playing on importent role in providing services for the
underprivilegded.

Vow there zre thousands of voluntary agencles with lakhs of
workers in it About 6000 of them are arn grant in ald rolls in
cnetrsl Socigl welfare bound and for with stats Govi. assistence.

wherther 1ts workers are peid or not is initlated zrd
governed by its own mombers without external control -
Voluntary action iz by its very rature loeal,

+ yoluntary organisation properly speaking in an organisation whigP

. - : ¢
Non official agencles:- y:

Voluntasry organisations are ©ponthneous in their origin.

Mon officel agencies may be sponussed by gout,

OF VQLUNLAIY EFFORE

K1mD

VOLUNT LIY SERVICES
1 HEQU GH
INDIVIIU AL VOLUNT ARY LACINCIES SEMI GOVT ., AGENCIES
1. Voluntary through
agency voluntary Workers 1. &£3ho Committes
2, rFersonel Service 2 paic Workers 2. Permanent

at individual committes.



1001 = 1060

EF1OD M0, OF AGENCIES »
Before 1907 107 1.78
1901~ 10 71 1.18
11-20 138 2,30
21-30 303 5.056
31-40 522 8.7
41-50 13860 2.5
51-60 37€3 54,39
r No. information 246 4,10
TOTAL 6000 100.00

[ b3 ) M3 QRDING 7O THE SPONCERLIY ¢

R = Religion organisations O = Others T = Total

5 = States,
3 R ) g 8 R 0 T
AP, 16 %0 305 My. 7 |1 48\
ass, 7 337 344 Or. 1 e W3
Bi. 16 213 228  Pun, '8 142 ido. N
Gu. 19 5% 5%  Raj. 1 26 1
J X, 2 1 s U.P. 13 312 328
Ker. 73 520 503  W.B 77 86 946
M.P. ) 241 750 Del. 87 94
TaM. 52 3m 411 Cthers 9 65 74
MH . 61 710 771 \ ;
N
Total 416 584 6000
6.9% 93.1% io'mt
%
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R TH: WELFARL OF

vategroy Run by Run by Govt.
of Benefici- Voluntary
gloves agencies - \.\
NO . /5 NO . /" "0 o /‘ \;:';\-.
ELIED 115 65,1 }6 855.2 131 55.1\\
DEAP &
DUMB &0 2,7 it 37.92 7 0.8
MENT ALLY 12 5.7 - - 12 5.0
TOT 4L 200 87.8 % 12.2 223 100
FIELD W3, OF AGENG % Amount »
cles in c¢rores
Child Welfsare 2337 304 2,63 425
Womens Welfsre 2020 4904 2,26 374
Welfars of the 243 4% 0,62 104
handicapped
genersl welfare 48 8% 0.65 04
TOTAL 50 €0 6,16 8,16 100
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DISTRIFUTION OF TH . AMOUNT S ANCTIONED

LCCQAELINC TO FIFLY OF 3w iNICE

1953- 1066,
State Child Women #elfare Gereral Total
welfare welfere of the welfare
bandicapped
AoV o 20,10 18,51 3,26 2.75 41.62
Gu, 19.18 20.98 4,03 3.84 42 .03
Mad. 29,49 17,38 .93 3.65 88,45
Maba. 33,65 8 .43 18.31 6.24 88,68
Hys. 21.88 15.85 2.60 4.55 44,97
Uu.P. 13,33 14.61 4,82 1l1l.41 44.17
W Be 22.91 37.21 4,34 ; 8,76 80,27
TOTAL  263,% 25,66 62,06 64,78 616.09

0% 354 12% 13% 1004




ACIIVITIES OF w.H.0.
1. Strengthening of the health 8 ervices.
2. Family Health,
3, HEeal th Manpower development

4, Communicable disease control,

5, Non, " " "
6, Immunol ogy,
Ts Frophylactie, dlagmovtic and Therapntic Substance,

8. Environmental Health,

9. EEalth statistices,

10. Elomediesl research,

11, Health literature-information,

12, Cooperation with other organisstions,

Fanlly Heaglth,

M,C.H,

NUTRITION

HEALTH EDUCATION

KUMAN EEPROTUCTION, o
Improved nanagement of preg; childbirth, fixbibity regulation
Fromotion of growth of young children,
Prevention of digeases Aaring pregnency and childhood,
Fromotion of the health of the family,
F.P. MCH centres in 70 projects in 6 countries.
InIndia commun ity oriented teaching in Predistries
3pecial fuding D ciiildren,

(with UNICEF and other organisations)



At the 26th Session of the regional Committee for S.E.A.
the following 4 areas were recommended as diserving high

regiongl priority.

1. Communicable disease control
3. Nutrition

4., Frovision and mznitanenge of water suply and dralnage.

High birth and death rates (meterngl and infant mortablly)
emphasige the importence of xmessex necessity of sccording high
proiority to family heglth in 8.E.A. rcglon.

1976to 1977 - MCH and ¥,P. will be included into

generzl health sercices.

3 pecisgl health measures againest malrutrition,

Mhich iz the other agencies

Devel opment of Community health Nursing Service: )
1975

S5 trengthening of the depts. of Pac, Obs. and P48 .M.
(1988~ 77}

Applied Nutration programme (1964)

Nutrition traning

Heglth education in Si¢ghools, including Tamily 1life edu.

Central education

Blindness preventlon.
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Froposed programme udject for the financial yr.

No,
1974
19756
197€
1977

1976, 1977.
Regular Other Total %
230745 1066372 130817 7.1
2208 80 1654514 1875364 8.1
221730 1446727 1668457 9.1
5370 1734380 28750 7.5

For ®eironal and Child health.

T otal
214€a109
2016472
17417157
1203241
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—Bed Cross
Meternity and child welfare as ar integral part since
to assit in MG,
gives Technical and Tirancial assistance
Health education
Kits to midwife
Speecial welfare programme in U,P,

Family welfare planning.

Ford Fourdptiogn

Manity rursl heglth services and ¥.FP.

1. Orientetion and training centres,

5 hesearch cum action projects

3. ~ kPilot project in rural health services (gardtigrs)
4. Establishmert of FliiE,.

5. Calcutta water suply and drainage scbeme.

6. Fope progremmes (follower 1ips)

Rockefeller fgqnd- n
To promote the well being of mankird,
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HEALTH AND FAMILY WELFARE COMFCNENTS LVAILABIE FREG FOR HEAITH CARE DELIVERY THROUGH VOLUNTARY ORANTSLTTONS

Sl. Prograrmes Beneficiaries Methodology Objective Rolc of the voluntary " Remarks
No. organisations
1 2 3 | Ak 5 6 7

NUTTL TTON FROPHYI/XIS FROCRAMMES
Voluntery organisations 1. tlonthly quota

1a Iroa ond Folic acid Expectant and Mursing 1 tabldt to cach of Provhylesds against
tablets for nothers: notiers, women Fauily  these women daily for IMutritional fnaerda can distribute these to be distri—
(Iron—60ng s folie Welfare accertors. 100 days. drugs to the bencficia- buted cnce in
rics. a nonthe List

of beneficiaries
to be naintained
in rrescribed,
fora.
2e¢ To be obtained
fron D.H. & F.W.0./

acid 05 nge)

PH.C./Sub-centre .
2« Iron and Folic acid Children below 12 1 tablet daily for do do do
tatlets for children years of age School 100 days
(Iron~-20 ng Folic going and pe~school. ‘
acid Ue1 ng)
e :
S @. Vitamin 'A' concentr- 411 children from Once 3n 6 nonths For ;reventions of do 1« This yrogramme is
® T g ated Scle2 lakhs units 1 to 4 years. in the form of night blindness, teken up in the 0
'2: 58 strenght . capsule or liquid. " Keratonalacia and rural area at rre- 2
n G other conplications . sernte ; : S
= g" =] duec to Vitamin 'A? 2+« To be ‘obtained LS
D o :j deficiencye. fron PHL. or ¥
P E sub=centre. =
o' d 5 ) —
AR h e
= 5 o
¢ A’, ?.; ..Con‘bcl/z- }.\'v
T -
A
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TMUNISATION FROGRAILISS

1. D‘P.Tl
2« D&T
3. T.Ts

4+ B.C.G. Vaccination

A1 children from 3 nonths
to 3 yecars.

11 children betwcon 3-8
years.

Intenatal cases

3 nonths to 19 years

Start at 3rd nonth
and 3 doses at an
intervel of 4 to 8
weeks with a booster
dose 18 to 24 nonths

1a,t (SHeNY

Two doscs at an in-
terval of 4 to 8 wecks
(Primary Vaccination
i.ce no DPT previocusly
given) Booster dose in
case of previous DPT
after an intecrval of
onc year e

In case of antenatals
3 doses-starting 1st
dose at 16-20 wecks,
2nd dose at 20~24 .
wecks & 3rd dose at
36~-38 weeks.

Earliest at the age
of 3 months

2 ‘,.r_ %
L yi.?‘

Prevention of
Dirhtheria,
Tctanus, per-
tussis (whoo-
ping cough}

Prevention of
Dirhtheria and
Tetanus »

Prevention of
Tetanus

Prevention of
Tuberculosis

Conrlction of 3 dosese 1.+ Vaccine to be
Voluntary organisations stored in re-
can organisc irmmumisa= - - frigerator at tc
tion canpaign in the of 4%c to 10Cc.
rursl arca end sluns in 2. To be obtained I
the urbzsn areas and DeHe& FoW 0 O/P ok
carry out the irrmmisa-

tionse '

Conpletion of 2 doses

or one bocster dose

Voluntary Oranisations

can organisc irrmunisa-

tion canmpaigns in the do
rural arecas and slums

in urban areas and

carry out the irrmni-

sationse

Voluntary orgenisctions

can toke up as a rart of do
MCH Service and immunise
anatenatals.

Voluntary organisations 1. Vaccine to be &
con arrange mass irrmni-  in regrigerator.
sation prograimes with 2. Vaccine awvailall
the assistance of Distss Diste Teiis Conta
T%B. Centres.

) qCOl’ltd/B"
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5+ Snellpox Vaccine

“L+ Polio Oral Voccine

Prinary only

£1T children 3 to
9 nonths

. MILY WELFIRE TROGRALMITS

Sterilisation

s Loop

. Mrodh

Couples with two-
children and above

Souples with one or

two children.

Newly married courles,
end courles with one

child,

Lt the age of 3-9 nonths

Stort ot 3rd nenth and
3 doses at an interval
of 4 to 8 weeks with

o lLooster dose ot 18 to
2/ months .

Vasectory, Tubectony

|

Loop insertion

épicces or rore at a tine
depending on usage. Distri-
bution once a month,

To prevent smallpox

To rrevent Polio
myelitis

Permanent nethod
for limiting the
forily.

For sracing the
children Tenpor~ry
nethod of Family
Flanning.

For sracing the
children Tenporary
nethod of Fanily
planning,

Voluntery oranisa- 1. Vaceine to be
tions crn tzke up stored in refri-
as part of MOH geration.
services and con- 2. Vaceine available

duct Prinary at the PHC
Vaccinations,
do 1. Vacecine to be stored
O.t = 20001

Likely to be availalle
during next finsncirl
year.

1. Voluntary Organisations con organise
sterilisation mnps with the assistance
of locel Primnry Health Centre/Urban
Fanily Welfare Centre.

R« Hotivate eligible covples for undergoing
sterilisation, IUD insertion at tho
nearest Prinory Health Centre or hospital.
They can act as derot holderns for distri-
bution of contracertives. They can ensure
follow up services by the staff by closely
associating with Prinary Health Centre/
Urban Centres and the Corrmumity.,

3+ They cen cstablish Urban Fardly Welfare
Centres in areas left uncovered by
- Government institutions after apyroval
by Governnent. 100% assistance will be
Trovided by Govt.

see .Con‘bd/lp-



2 3 % 5 6 7
Oral Fills Courles with onc or two  Orsl pills-first 3 cycles to  For spacing the « Volutary orgonisations having their own
vl . . . l = . x b el
children. be distributed direetly under children~Tenpo~ hospital, aprroved by Govermnent for
the supervision of doctor and rary nmethod of conducting tubectorny operation can nain-
when therc is no untoward Family FPlanning. tain sterilisation beds for which bed
effect, rills may be distri- naintainence charges will be paid by
ted by non-nedical personcllce Government as per rules.
Beneficiaries to be exardned
v ” b ’ ! T . '.L‘ (:\ -_t. : - _._ -17‘
by a doctor once in 6 months 5. Frivate Practiticners recormended by
or ecarlier whencver indicated. Local Indian Medical lssociation and
. . . s s ; . anp xd by Governn a ; B
Medical Terni- Pregnant wonan upto 20 Medicel institutions (Private To saofeguard the approved by Go ol R can ta%e b
1 ol o | vascctorty operations and IUD inserticns
nation of Preg-~ weeks where pregnancy or Governnent) rccognised health of the e Nty
: . ) iy The beneficiaries eligible for compense
nancy s is unwanted. under M.T P+ Act can taken up bencficiarics as

tion anount. The Private Practitioncrs
arc eligible for service charges at the
rrescribed rate fixed by Governnent
rrovided the services are rendered frec
to the corrmmnity. They can also take v
distribution of contraceptives includin
oral pillse

this yrograrme. 2. welfarc neasurc.

6. Mursing hones run by private practitior-
and voluntary organisations, satisfying
all the conditions as yper M «P. Act
and recognised by Government cantoke w
M. Pe Services.

AB: (1) Iron Folic acid tablets, D.P.T. Vaccine, Dirtheria and Tetenus, Vaccine, Tetanus-Toxoid, #5.CeGes Vaccine, Spall-pox Vaccine,
B.C.Ge Vaccine Contrace tives are available free:

(1) derending on the availability of stock with Government.
(ii) depending on refrigerator facilities available with the organisation.
and (iii) yrovided the services are rendered free to corrmnitye.

tene .Con‘td/5-
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INTERNATIONAL SIFICATION OF DISEASE

Modified LIST 'C* +to be used for monthly statistical report from
MALLUR HEALTH CO-OPERATIVE CENTRE.

1. Typhoid, Paratyphoid & Salmonellosis

2. Bacillary Dysentery & Amoebiasis
3a. Cholera
3b. Gastroenteritis and other diarrhoeal diseases

4, Tuberculosis (Respiratory)

5, Tuberculosis (All other)

6. Brucellosis

7. Diphtheria

8. Whooping cough

9, Sore throat and scarlet fever

COMMUNITY HEALTH CELL

R 47/1, (First Eloor)St. Marks Road
2ANGL O - 550 001

10b, Chickenpox

lla, Measles

11b. Mumps

llc. Poliomyelitis

12, Viral Encephalitis

13a. Infective hepatites

13b, Jaundice due to other causes
14, Typhus and other Rickettsioses
15, Malaria

16, Syphilis and sequelae

17a. Gonococcal infection

17b, Other veneral diseases

18a. Ascariasis (Roundworm)

18b. Oxyuriasis (Threadwornm, pinworn)
- 18¢, Other Helminthiasis

19. All other infective and parssitic infections emcluding 1-18¢
20, Malignancies

21, Benign neoplasms

22, Thyroid diseases

23. Diabetes mellitus

242, Malnutrition

24b, Vitamin defficiencies
.'..2
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25, Other endoerinal and metabolic disorders
26a. Hookworm Anaemia
26b, Anemia due to other causes
27. Mental diseases
28. Diseases of the eye
28a, Inflammetory
28b, Foreign body
28c., Other diseases of eye excluding 28a, b and cataract
29, Cataract
30, Diseases of the ear
a. Furunculosis
30b. Otitis media
30c. Mastoiditis
30d. Foreign body
30e. Any others
31, Diseases of the nervous system and sense organs excluding eye and ear
32. Active Rheumatic fever
33, Chronic Rheumatie heart disease
34, Hypertensive heart disease
35. Ischaemic heart disease
36, Cerebrovascular heart disease
37. Venous thrombosis and embolism
38. Other diseases of circulatory system
39, Acute resp infections

40, Influenza

41, Pneumonia

42.a. Bronchitis with or without emphysema
42b, Asthma

43, Diseases of Tonsils and Adenoids

44, Pnamoconiosis and related diseases

45, Other diseases of the respiratory system
a. Coryza, Rhinitis and sisusitis

b. Pharyngitis and Laryngitis

46, Diseases of teeth and supporting structures

a. Dental cares

0...3
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46b. Dental abcess

46¢, Any other infection or ulcers

47.
48,
49.
50.

Peptic ulcer
Appendicitis
Intestinal obstruction and Hernia

Gall bladder disease

5l.a. Other diseases of digestive system - indigestion

51b.

Any other

52-55, Diseases of the kidney and genito-urinary systems

56.
57.
58.
59.
8.
59b.
59c.
59d.
59¢.
60.
61.
62.
63.
64.
65,
66.
67.
68.
69.

80.

66N
67N
69N

0N

Abortion
Other complications of pregnancy, childbirth and puerperum
Delivery without mention of complication
Infection of skin and subcutaneous tissue
Scabies
Ringworm
Boils
Paronychia
Other infections
Other diseases of skin and subcutaneous tissues
Arthritis and spondylitis
Other diseases of mﬁsculosteletal system and connective tissue
Congenital anomalies
Certain causes of perinatal mortality
Other specified and ill-defined diseases
Road transport accidents
All other accidents
Attempted suicide and self inflicted injury

Attempted homicide and injury purposely inflicted by other persons,
legal intervention.

All other external causes

Practures
Intracronial and internal injuries

Adverse effect of chemical substances

All other injuries.



