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INDUCTTION TRAIMNING TO NEVILY APPOIHTE') GOVERNME D

INDUCTION Training is nothing but tre Orientat

Lo Doctors to make them aware of the Organisational

)G
NOCTORS ?ﬁl =

ion Trainingv—

Set up of

Department at various levels from State Level to Sub-Centre Leve]

and varioyus dctivities to be carried oyt including
Medical Care, implementation Of varjous National He

Welfare Programmes and Financial and Administrative

previding of
alch and Family

responsibji-

lities of Medical Officers of PHCs for effective funccioning of the

PHC/Department, The Induction Training is most needed for newly

appointed Doctors for their Smooth anqg effective functioning;

:OBJECTIVES OF TRAINING:

S8t up amd functions of Health ang Family Welfare

Department from State leve) O Sub-Centre 1
and thejir role/respoﬁSiblities as a Medical
Officer of PHC/PHU.

avel

2.To orient the Doctors regarding the Administrative,

Financial and Management Iesponsibilities of Med-

ical Officers so as to carry out smoothly t

functions Of Medical Officer,

3.%0 orient regarding, planning, implementati

monitoring of National Health and Family We

he

on and

lfars

Programmes in the PHc/PHU areas and sub-mission

Of reports and returns to the higher authorities

in this regard.

4.To orient in organising and Providing of Medical

Care to the sick pPersons coming to the EHC/PHUS

and referra) of cases to higher Institutions

wherever needed.,

5.Tc orient regarding co-ordination ang COo-operation

Of Department activities with NGOs and other

Departments in implementation of verious Health

and Family Welfare Programmes in the PHC area.

.To orient jin brocuremant of drugs, chemicals

BLc., requirsd for the PHCs,



Health Status and Epldemioloqy

\

Health Indicators - Current Status and Tara=2ts to the vear 2000

Particulars Target
1. Population (Millions) -
2. Crude Birth Rate 21
3. Crude Death Rate 9
4. I.M.R. below 60
S. Expectation of
Life at birth
(a) Male 64.0
(b) Female 64.0

6. Percentage of Eligible
couples effectively
protected 60.0

7. Annual Growth Rate
of population L2

8. Pregnant Mothers
receiving A N Care 100.0

9. Deliveries by Trained
Birth Attendants 100.0

10. Immunisation Status
% coverage

(a)T.T.(for pregnant

mothers) 100.0
(b)D.P.T.(Infants) 100.0
(c)Polio ( -do-) 100.0

(d)B.C.G.( -do-) 100.0

60.6
617

4545

78.1

69.8

62.1
63.3

66.6
66.6

63.7

62.0
61.9

37 .2

80.0

70.0

/
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* Source Sample Registration Survey.
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INDIA POPULATION PROJECTS : -
Irecden S iye

; D k.8, ﬁhlﬁj
The India Population Projects are implemented with []~H,

financial assistance from Government of India ang Internationa)
Development Agency (IDA). This projects are Supportive for

the success of Family Welfare and Mother-chijg Health Programme
Lo achieve the crude Birth Rateof 21/1000 Population by year

2000 AD ang also other Health Indicators,

The India Population projects implemented jip the State
are as follows:-
1)India Pcopulation Project-I, implemented from April 1973 to
March 1980,
Area benefited - All the Districts of Bangalore Division
with the following objectives:
- ExXpansion of Health infrastructure

~ linking the provision of F.P. Services with Supplimentary
Nutrition Programme

- Creation of population centre to evaluate performance on
- ©Oontinual basis and design and operate MIES and evaluate
performance,

- Provision of technical assistance,

Infrastructure created:~

I. Buildings:- 1)Sub Centre buildings - 694

ii)Other Buildings - 97
(ANMTCS, DH & FW Offices and F,P.Annexure to
Selected PHCs, Population Centre buildings)

ili)Compound walls constructed to Health Institutio:
- 417

II. Water Supply:- 784 Buildings

III.Vehicles:- Vehicles provided - 111
\

IV. Equipments: - Equipmentssupplied of gs.120 lakhs,

India Population Project-IIr

The project was implemented in six districts of Northern
Karnataka (except Uttar Kannada and Bellary Districts). The
Project was implemented during 1984-92 with financial assistance
Of Govarnment of India and International Development 2gency(IDA).

The cost of project was Rs.77.31 crores,



Objectives:-

- Generating demand for services,
- Augumenting staff and facilities,
- Improving professional and Technical services,
- Improvihng Management
- Involvement of community, Voluntary Organisations,
Other Government departments and local bodies in
Family Welfare Programme.
The Project was implemented by the Project Co-ordinator
With support of Health and Family Welfare department and other

departments,

Infrastructure created: -~

I. Buildings:- 1i)New buildings constructed - 2344
(Subcentres, secondary Health centres, ANMTCs &
LHVTCs, & HFWTCs).

ii)PHC Repaired/Extensions - 83
II.Safe drinking water supply:- 720 Buildings
III.Compound walls constructed:- 654 Buildings

IV. Transport:- 1i)Four wheeled vehicles - 154

ii)Two wheeled vehicles
to MOs/BHEs of PHCs - 512

V. Equipment & Furniture Purchased and
Supplied to Hospitals/PHCs. -Rs.260 lakhs

VI. Training of Medical Officers and Para Medical Staff PHCs: -

The IPP-III was implemented by construction Wing, An
implementing wing and an IEC Wing headed by the Project Co-ordi-

nator cum Ex-officio Additional Secretary to Government,

Lacunae in implementations:-

l)Delay in implementation of Project experienced in both projects,
prolonging the project period from five to seven years.

2)Delay 4in deputation of staff from other government departments
and appointments,

3)Delay in construction of building due to making the PwD, Land
Army Corporations, Karnataka Construction Corporation responsibu
for constructions,

4)For obtaining sanctions from Finance and Planning in addition
to approval in P.G.B. due to lack of clarity in theproject
management at different levels,

5)Delays due to conflict between project staff and Department
Officers implem2nting the Programmes.



INDIA POPULATION PROJECT _ IX(K)

The IPP-IX (k) is implemented jip the State from 1g94
with assistance of Covernment of Indja and I.D.A, The Iprp.31
~¥asxt implementeqg in Bangalore Division Districts ang IPP-11T
in the Districts of Belgaum and Gulbarga Divisions, Both the

pProjects @overeg almost 70% population of the State ang both

le. Districts Of Mysore Division, Shimoga and Chitradurga of
Bangalore Divisionq, Bellary, Gulbarga of Gulbarga Divisiap and
Bi japur, Belgaum, Uttara ‘Kannada of Belgaum Division as for
Civil combonent is concérned,_the IEC ang Training Component

is implemented in 20,27 Districts,

The estimated cost of Project is %.122.09 crores, The

Project periogd 1s 1994 to 2001,

Project Objectives:-

The specific Objective of the Project is to implement
2 programme Sustainable at village leve] to reduce crude Birth
Rate, Infant Mortality rate ang Maternal Mortality Rate ard
increase Couple protection rate to reach National Target for

the year 2000 AD,

1990 1998
l. Infant Mortality 71 50
2. Maternal Mortality 6 2
3. Crude Birth Rate 28 20
4. Couple Protection Rate 47 60

Strategy adopted for achieving the Objectives:_
\
1. To involve the community {n promoting and delivery of
family welfare Services,
2, To Strengthen delivery of services by providing:
a)Equipment Kits ang Supplies to TBas_, Subcentres and PHCs, i



b)Make ANMS at subcentre mobile by providing loans
(Interest free) for purchase of Two wheelers.

c)Buildings for subcentres with provision of residential
accomodation for ANMs,

d)Buildings for PHCs.
e)Residential quarters to M.Os.
f)Construction of Training Centres,
3. Improve the quality of services by providing training to

personnel, official and non-official at various levels
including TBAs, Community leaders and voluntary agencies.

4. Strengthen monitoring and evaluation by developing and
installing MIES from District to State level,

No.of Buildings proposed for construction under the Project:

1, Sub-Centres - 1039
2, P.H.Cs. - 94
3. Quarters for M.Os. - 271
4, Training Centres - 28

Components of Préject:-

1. Strengthening of Service Delivery:-
A. Buildings:-
i{)New Subcentres buildings construction
ii)New PHC buildings coastruction
{11)M.0. Quarters building construction
iv)Rehabilitation of C.H.Cs. P.H.Us. and subcentres.

B. Furnitures:

i)New Subcentres
ii)other subcentres

C. Eguipment:

i)New Subcentres
ii)other subcentres
i1i1)Kits for ANMs
iv)Delivery Kits

D. Revolving fund for purchase of Two wheelers for increased

mobility of ANM/LHV.

2. Improving Quality Service:-

i)construction of Training Centres
ii)Sanction of SIHFW and District Training Centres
iii)Rehabilitation of existing training centres

iv)Training of M.Os & Paramedical staff of PHCs for improve-

ment in knowledge and clinical skills.



3. Information, Educationa and Communication:-
IEC Equipinents, Printed materials, £i{lms and vehicles e'te:;

4. MIES:. Computers to be supplied to Districts,

“ ) 5. Innovative Schemes: -

i Implementation of Project:-

The IPP-IX(K) project is implemented from 1994, The
> A Project Director cum Ex-Officie Additional Secretary is responsi-

ble for the implementation of project. He is providedcthe

following staff,

2 Director; Project Director cum
SIHFW , E/0.Addl.Secretary, IPP-IX(K)
—_—

| |

a4 ~
Joint Director C.A.0. SYE. Dy.Director Dy.DiFecso
) Ipp MIES IEC
ANNEXURE - I : Equipment for ANM Kit
> _
ANNEXURE -II : Furniture and Equipment for Subcentre,
-Aggended
p)
)



S1l.No, Item Description Quantity

: ANNEXURE - T

EQUIPMENT FOR A.N.M | KIT

1. Sphygmomanometer aneroid 300mm with cuff 01
2, Colour coded weighing scale (Eaby) 01
3. Instrument sterilizer SS 222 X 22 X 41 mm 01
4. Spring type dressing forceps -stainless
steel 01
5. Basin Kidney enamel 825 ml 01
.6. Sponge bowl- stainless steel - 680 ml 02
7. Urethral catheter (12 fr) runner 01
8. Sheeting plastic clear vinyl 910 mm wide 02
9. Enema can with tubing 0ol
10, Clinical thermometer oral (dual Celsius/
Fabhrenheit scale) . o1
11, Clinical thermometer rectal(dual Celsius/
Fahrenheit scale) o1
12, Brush surgeon's white nylon bristles 01
13, Mucus extractor Gl
14, Artery Forceps 02
15, Cord cutting scissors o1
16. Cord ties/rubber bahdpacket 01
17. Nail clipper 01
18. Foethoscope (stethescope Foetal) 01
19, Surgical scissors straight stainless steel
150 mm 01
20. Spirit lamp with screw cap: metal (60 ml) 01
21, Aluminium shield for spirit lamp 01
22, Poly urethane self sealing bag (125 X 200mm) 12
23, Arm circumference scale ol
24, Rack Blood sedimentation Westergen 6-3/4
unit 01
25. Adhesive zinc oxide tape(25 mm X 0,9 m)roll Ol
26. Tape measure 1,.5M/60" wide vinyl coated o1
27. Flash light pre focused - 2 cell 01
28. Kit bag 01

(0

\

/



URNITURE AND EOUIPMENT FOR SUB-CENTRES

FURNITURE AND EQES ———

Furniture for new puildings:

1.
&

sl. No. Item ﬁescfigtion' , guantity
1. Examination"table : all . 01
2. Foot step o % §
3, Wash pasin with stand S A el
4. stool P , di_ :
S cot with mattress . L -di, )
6. Bench for visitors . . Oﬁ
T cupboards for equipment and supplies“ 02
g, Office table .. .. , . o1
9. side rack V  ol.
10. Chairs 02
11. container for water storage 01
12. Bucket with 1id 02

2 Bquipment for all Sub-centres:

S1.No. Item Description 93325331
1. Scale Bathroom Metric/Avoirdupois;

120 KG/280 LB 01
2. Scale infant Metric 16KGs X 20G 0l
3. colour coded weighing scale (baby) 05
4, Basin Kidney enamel 825 ml 02
5, Basin solution deep enamel 6 litres o1

6. Tray 1nstrument/dressing with cover:
310 X 195 X 631 mm s.S. 01l
‘ 7. Sheeting plastic clear vinyl 910 mm wide 02
8. Brush surgeon's white nylon bristles 02
g 9. Lancet (Hedgedorn Needle)straight 7 Smm ol
i 10, Tape measure 1.5 M/60" wide vinyl coated ol
11. Flash light pre focused - 2 cell 01

12, Spnygmomanometer aneroid 300 mm with cuff 01
13, Stethoscope Bianural 01l

14, Forceps dressing spring type 150 mm
stainless steel 01l

15, Forceps hemostat straight Kelly 140 mm
stainless steel 02

16, Forceps sterilizer(utility)zdo mm
vaughn Crim 01

17. Jar dressing w/cover 0.945 litre
stainless steel 0l

18. Forceps xx@pxiiixex uterine vulsellum
straight J and above 250 mm 0l




\J

Stainle N ) : : .01 )

ZOtJSpgcglum Vagina] Bi-va;ve_cugcoja med { ym )
"stainless Stee) e o 01

a1, Reagent Strips for Urine tegt (albumen and

Sugar) 100
“2. Rack Bloog Sedimentat oq Westergren 6-3/4 '

unit e o e 01
23, Cusco’g & Sims vagina Speculum - T 01
24, Adéeriot Vaginal wall Tetractor - : 01
25. Measyre Y2 and 1 o15epe o ‘ 01
26, Uterine sounq ' T : ) 01
27, Héemoglobinmeter set saltg type’complete :

Set - 01

_—-—-.—--
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Overview of
Karnataka Health Systems Development Project

-Dr. G.v. Vijayalakshm;”

Karnataka Health Services provide all the health Services in the state as elsewhere ipn
India at three levels namely

I. Primary

2. Secondary &

3. Tertiary.

Primary Health Care received considerable attention and resources through the State's
own funding and ajsq through externa| agencies through varioys IPP projects. o also the
tertiary Hospitals are fairly we]] developed in Karnataka with mgre than 19 Medjca) Colleges
in the State with their artached Hospitals are being utilized for clinical facilitjes. Whereas
Secondary level ofheath care hitherto neglected so far has been recognised now by the Gowt,
Of India and the World Bank authorities & hence the Karnataka Health Systems Developmen:
Project aims ar Improving the infrastructure and modernising in delivering the quality care
services by the secondary level hospitals based in rural areas of the Karnataka State.

disparity in the availability of infrastructure and the quality of Services provided by these
hospitals and ¢ varies in different areas of the State. So the need for the referra network of
the Seconcary Hospitals which is only an organic extension of the primary health care system.
Secondary Health Care is now being recognised aj| over the world and thus the State Health
Systems Development Project 1 & State Health Systems Development Project 2 came into
existence. State Health Systems Development Project 1 covers Andhra Pradesh State and _
State Health Systems Development Project 2 covers Karnataka Punjab & Wes; Bengal States
in India.

KHSDP covers 201 rural Hospitals 107 of which are subdivisiona| Hospitals and 74
are Community Hospitals or CHCs in 4 divisions of Karnataka except the Gulbarga Division
which is covered under kfw project.

Land Marks

I. Pre Project Activities Dec 1994
2. Preliminary Project / Project Plan Jan 1995
3. Werkshop 28" Feb 1995 1o 1" March 1995

* Project Preparation Committee
* Norms for Hospital facilities & Services
* High leve] Committee

—_—
* MBBS. MD. FicCs.
Consui[;mt, RHSDP. Bangalore
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Project Preparation Committee was headed by Mr Sanjay Kaul, [AS, Additional Secretary
for Health with Dr.S Kantha, Director of medical Education, Dr.M.T.Hema Reddy, Director
of Health & FW Services and other various Additional & Joint Directors of the department.

Establishing Norms for Hospital Facilities & Services Comumittee was formed by various
working groups namely,

. Medical
. Surgical
. Diagnostic Groups.

LD I B

Medical Group was comprised of

a) Physicians - HODs of Medical Colleges and leading Physicians of Private sector.
b) Cardiologists from Jayadeva Institute of Cardiology, Bangalore

¢) Neuro Physicians & Psychiatrists from premier Institutes

d) Paediatritians from Medical College Hospitals.

e) Forensic Medicine experts

f) Experts in Preventive Medicine

g) District Surgeons

h) Physiotherapists

1) Chief Nursing faculties.

Surgical Group formed a huge working setup headed by a clinical expert with wide Hospital
experience and Administrative Officer supported by

a) General Surgeons

b) Obstetricians & Gynaecologists
c¢) Orthopaedic Surgeons

d) ENT Surgeons

e) Ophthalmic Surgeons

f) Dental Surgeons

g) Anaesthesiologist

It also included Super Specialists like

a) Urologists

b) Thoracic Surgeons &

¢) Neuro Surgeons &

d) Representatives from Operation Theatre Nursing and Nursing Superintendents.

Apart from this it included
a) Bio-Medical Engineers,

b) Health Equipment Specialists &
¢) Training experts from ASCI, Hyderabad.

\J
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Diagnostic Group which included

a) Pathologists & Bacteriologists.

b) Radiologists & Sonologists.

¢) Bio-Chemists

d) Micro Biologists

e) Laboratory service Experts

f) Senior Technicians &

8) Nursing Assistans from Govt. & Private sectors.

Simultaneously different Sub-Committees with varioys disciplines were formed and the
teams visited varioys Hospitals of different categories in the State for RTNA study (Rapid
Training Need Assessment). The teams studied the requirements for training Clinical,
Nonclinical, Diagnostics, Pharmacists & Hospital Managemen; Training aspects. Through out
the workshop there were observers from the World Bank and Officers from other States of
Punjab & West Benga.

All the Commitrees submitted their report to the Gowt.

Thus the fina] Project Proposal of KHSDP was submitted to the World Bank in
Sept 1995,

Minister of India Mr.H.D.Deve Gowda on 27% June 1996 a Red Letter Day for Karnataka
State. This was followed by an extensive workshop for 3 days on various aspects of the

I. Health Secretaries from Govt. of India,
2. Health Secretaries from 3 States of Karnataka, Punjab & West Bengal &
5. Health Secretary from Andhra Pradesh to guide the junior Projects.

Salutations and remembrances to the following Officers & Officials who worked for
Pre Project activities & Preparation of Project Proposal.

I. Mr.Gautham Basu, Health Secretary to Govt. of Karnataka

2. Mr.Sanjay Kaul, Additional Secretary to Gowt. of Karnataka

3. Mr.D.V.N.Sharma of STEM, Govt. of Karnataka

4. Innumerable Officers of various cadres of Clinical, Administration, Statistical
ections of Health Dept.
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[Implementation of the Karnataka Health Systems Development Project (KHSDP)

KHSDP office has been established in the premises of Public Health Institute Building
on Seshadri road, KR Circle, Bangalore-1.

To insert Sri. B. Eswarappa, [AS, Secretary to Govt., Health & Family Welfare
Dept., Project Administrator & E/O Additional Secretary to the Gowvt. of Karnataka,
Dr.S Subramanya, IAS. heads the entire Project team. He is assisted by Chief Administrative
Officer, Chief Financial Officer, Under Secretary, etc., with their respective teams,

Two Bio-Medical Engineering consultants provide technical assistance in procurement
of Hospital equipment and Training programme for the technical assistants for repair &
maintenance of equipment through out the State,

Civil wing is headed by the Chief Engineer and assisted by his team of Superintendent
Engineers, Executive Engineers, Asst. Executive Engineers, Asst. Engineers, Junior Engineers,
etc., along with other ministerial staff.

Deputy Chief Architect heads the team of Architects in preparation of plans, etc., for
construction of Hospital Buildings with technical emphasis.

Medical Wing constitute of

l. Additional Director (Strategic Planning Cell) assisted by his team & consultant who
evolves Health Sector strategy, coordinates Health Sector planning and conducts
research studies. .

- Additional Director (Medical) is supported by the Project Consultant and a team of
Joint Director & four Deputy Directors to look after all aspects of infrastructure of
201 Hospitals regarding space norms in planning, Operation Theatre design and
Equipment installation, etc.,

~

The major component is the training programme which includes clinical training for
General Duty Doctors and Specialists in various disciplines to upgrade their clinical
skills.

a. State level training for Trainers of Trainees(TOT) or Master Trainers by the
JIPMER, Pondicherry team and St. John’s Hospital, Bangalore. '

b. District Level training of the Taluka level Hospitals and CHCs by the TOTs in the
District Hospitals.

¢. Specialists’ training at super speciality Hospitals under taken at

1. Jayadeva Institute of Cardiology

ti. Indira Gandhi Institute of Child Health

til. Trauma Care training at HOSMAT & Mallya Hospitals

iv. Neurology, Neuro Surgery & Psychiatry at NIMHANS

v. Laparoscopy & Foetal Monitor Tocography at MS Ramaiah Medical
College Hospital & Vani Vilas Hospital, Bangalore.

\
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The training Programmes will be further extendeq in other premier institutes for
various other disciplines.

Staff Nurses tralining % undermien ai major District |eve] Hospitals in Govt. and
Private sector through out the state.

Pharmacists training starts with state level training with the trainers from 29-12.1997
t0 be followed by District Jovel training of the Pharmacists all oyer the State.

Laboratory Technicians’ training in Bacteriologica] & Chemical analysis of Water is
conducted at Public Health Institute, Bangalore.

Cumulative Status report of various training coiponents are as follows,

KARNATAKA HEALTH SYSTEMS DEVELOPMENT PROJECT. BANGALORE.

Training Status as on 31-03-1997

Trained
L. Trainers Training at St.John’s Medical College, Bangalore (Doctors) 82
2. Masters Trainers Training By JIPMER, Pondicherry Staff (Doctors) 20
3. District Leve] Training to CHC/ Taluk Level Doctors 11
Training Status as on 31-10-1997
. Trainers Training at St.John's Medical College, Bangalore (Doctors). 26
2. Masters Trainers Training By JIPMER, Pondicherry Staff (Doctors). 20
3. District Level Training to CHC/ Taluk Level Doctors, 101
4. Sr, Laboratory Technicians Training at PHI in Water testing. 15
5. Nurses Training at Teaching Hospitals. 188
6. Training of Techniciang attached to Equipment Maintenance Wing at
Hyderabad 36
7. One day Workshop in Hospital Waste Management. 20
8. Training 1o Orthopaedicians at Sanjay Gandhi Hospital, Bangalore. 03
9. Training to Pediatricians at Indira Gandhi Institute of Child Health. 12
10. Training 10 Physicians in ICCU at Sri. Jayadeva Institute of Cardiology. 13
Cumulative Training Status as on 15-17_7997
I Trainers Training at St.John’s Medical College, Bangalore (Doctors). 108
2. Masters Trainers Training By JIPMER, Pondicherry Staff (Doctors). 40
3. District Level Training to CHC/ Taluk Level Doctors _ 112
2. S Laboratory Technicians Training at PHI in Water testing. L3
5. Nurses Training at Teaching Hospitals. 249
6. - Training of Technicians attached to Equipment Maintenance Wing at
Hyderabad. 36
7. One day Workshop in Hospital Waste Management. 20

§ 3 days conference in Trauma Anaesthesia & Critical Care. 20

'O



9. Training to Orthopaedicians at Sanjay Gz}ndhi.HOSPilal. Bangalore.
10. Training to Pediatricians at Indira Gandhi Institute of Child Health.

'l Training to Physicians in ICCU at Sri. Jayadeva Institute of Cardiology

12 Training of OBG specialists '

I3 Training at NIMHANS for Doctors -  Psychiatry
Neuro Surgery
Neurology

Status Report on Civil Works as on 10-11-1997.

Total No. of Hospitals included in the Project
No. of Hospitals so far assigned to Architects
(No. of Architects involved 46)

No. of Hospitals for which Preliminary designs are cleared by World
Bank

Present Stage of these 90 Hospitals

Works awarded after bidding
Works taken up under force Account
Bids sent to World Bank for Clearance
Bids sent to World Bank to clear Re-Bidding
Bids under evaluation
Bids advertised : .
Bidding documents awaiting approval of World Bank
Bidding documents being sent to World Bank for Approval
Estimate under finalisation
Estimate yet to'be received from Architects
Total

Preliminary design cleared by WBA but communication from WBA
awaited '

Preliminary designs reviewed by the World Bank Architect on 10/97
and cleared subject to modifications to be verified by BSC.
Preliminary designs reviewed by the World Bank Architect and to be
reviewed by him after modifications are carried out.

Preliminary Designs under preparation, etc.,

No. of Hospitals yet to be assigned to the Architects

Grand Total

201

190

90

31
05
01

01
12
03
04
02
05
26

90

01

04

69
11

05
Il
18
05
04
02
02

/¢
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Objectives of the Training Programme

Primary objective of the training component is to improve quality and strengthen the
services provided at first referral facilities i.e., CHCs.

Main objective of the Hospital Management training is to strengthen management

knowledge and Hospital Administrator skills. The intention of the Management training will be
to provide practical training to enhance the ability of administrative staff to face day to day

problems.

Management training has been Sfocused on

J
1. Facility Management
2. Personnel Management
)
s 3. Maintenance

4. Finance

5. Procurement Matters

6. Consumable
4 management

supplies including Drugs

7. Information System

Recruitment procedures
Rules and regulations

- Supervisory Techniques

Disciplinary Procedures
Motivation

Team building

Group Dynamics
Training & Development

Planning for preventive maintenance
Maintenance of Buildings

House keeping

Monitoring of use and abuse

Hospital / Medical waste management

Govt. financial procedures
Budget Planning
Procedures & Practices
System :

Budget monitoring and control
Internal Audit &
Management of User charges

of Accounting

Procurement procedures, rules & regulations

Planning for the supplies
Procurement

Inventory management
Usage

Monitoring the storage

The use of information to improve Hospital
Management

Importance of Patient’s registration

Medical records &

Medical reporting
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Role of Secondary level Hospitals in
supporting Primary level facilities and referral
system

Role of advisory committees

Relationship of the Hospital with the
community

Referral System

Introduction: Health care in 3 levels

Primary

Secondary

Tertiary

Basic Health Services
Preventive & Promotive aspects
Family Welfare & MCH
Sanitation, etc.

CHCs with updated bed strength of 30, taluka
and sub divisional Hospitals with updated
beds of 50-100 & District Hospitals with beds
250-800.

These Hospitals provide Outpatient, Inpatient
care & diagnostic facilities.

Also carryout various National Health
Programmes and these Hospitals come under
the control of DH & FW Officer.

Teaching Hospitals with more than 500 beds
provide specialised services and these
hospitals come under the control of Director
of Medical Education.

QUALITY MEDICARE
can be provided only when a
PROPER AND EFFECTIVE REFERRAL SYSTEM
IS FORMULATED AND IMPLEMENTED .

Current Referral System:

No definite system is existing

PHCs
CHCs
Tertiary

- Inadequate quality of services.
- are often bypassed

- are unnecessarily overburdened.

\
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New referral system:

* Renovating and upgrading of Hospital Buildings to provide appropriate space services.

* Upgrading and Updating clinical skills of Medical Officers and Nurses through an effective
training programme.

» Providing Ambulances for transporting critical patients. &

e Installing Phone, Fax / Radio communication.

CHCs will become the
Referral Points for Primary Health Care Leve]

Referral System under KHSDP:

» Provides correct line of treatment with each category of hospital as per the service matrix.

* Patient is encouraged to use Primary and Secondary Hospital facilities before opting for
tertiary Hospital.

* A Referral Card is used whenever a patient is referred.

Measures contemplated are

* Referral and feedback cards are being introduced

* Referral Guidelines that specify the When & How of implementing the referral system are
provided.

* Incentives for patients who follow referral systems is envisaged.

* Linkages & Communications between the First Referral Hospital & primary care facilities
through regular training and outreach visits are being established.

* Intensive [EC targeted at providers and the community has been initiated.

* District Health Committees will monitor the implementation of Referral System.

Referral Network:
e Zoning of each District

e Referral Chain - PHC

CHC

v

TqH/SDH /DH

TH

Y
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Referral Mups:

Map 1: Villages, Blocks, Towns & Cities.
Map 2: PHC, CHC, SDH & TH and important NGO unit.
Map 3: Roads, Rivers, Police Station, Post Otfice, etc.,

Facilities for transport of Patients:

Guidelines:

1.
2:

(93]

Patients are charged only actual fuel cost.

Payment collected by office staff identified by the Medical Officer / Superintendent
of referring Hospital.

. Additionally the driver of the Ambulance will be provided with a receipt for

collection of charges if a patient needs further transport if advised by the referred
hospital. In such a case the driver should deposit the amount in the original hospital
on return.

. Critically ill and.poor patients may be exempted from paying Ambulance fee

depending on the situation.

Ambulance service to be provided as and when required.

Telephone Nos. of Hospitals to be indicated so that during emergencies oral
communication can be resorted.

Operationalisation of Referral System: ex. Pilot Chitradurga District Hospital.

Use of Service Matrix - Referral Protocol.

10
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Receiving of the Referred Patients

Place Earmarkecll

Queue Jump / Treated on priority. _

No OPD ticket. Referral Card itself is used as OPD ticket. | .

Feed Back Card - All information regarding treatment at referred hospital return with

follow-up treatment to the referring doctor. ' o .

4. Provision of low cost transportation - In emergencies, when no alternative is possible, cost
will be reimbursed by KHSDP through the District Su.rgeon.

. Accommodation of Patient party in referred hospital in the rest house may be arranged by

the Medical Officer if there is any such facility.

(]}

Implementation Plan:

Overall responsibility: .
* Additional Director (Medical) at State level for necessary Gos, providing funds / cards,
procurement, etc.,

e Funds for implementing the Project will be released by the Project Administrator through
the District Surgeon.

District Referral Committee: will be setup with
» District Surgeon,

e DH&FWO,
* TMO,
* RMO &

* MOH as members.
The Committee ensures the functioning of referral system as contemplated in service matrix.

Any additional requirement / clarification - may seek the instructions from the Project
Administrator, KHSDP. .

Referral Training Programme: is organised by District Surgeons for all categories of staff
working in all the Hospitals & PHCs in the Districts as per needs.

District Surgeon sends monthly report to the Additional Director (Medical) and Project
Administrator of KHSDP.

Any technical suggestions from senior officers of DH&FW may be taken into account by the
District Surgeon.
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Referral Procedure - ,7NO[ Passing the Buck

. Reterral register has to be maintained.
State reasons for referral and patient to be informed properly.
. Stabilize general condition of the patient & transfer when required.

Cl 1Y —

—

Referral System is only a
Tool to provide best Medicare
and
Not Shirk Responsibilities

4. Non-emergency / cold patients should make own arrangements for transport. But
information and broad guidelines are to be given and they are treated in regular OPD hours.

Critically 1ll patients / emergencies
are attended Round the Clock

On-duty Medical Officers are empowered to make reference to higher hospital following the
referral procedure.

Improvement of Access to Health Se:rvices for Women - Extended RCH Programme.

Interventions contemplated under RCH project mainly relate to maternal health.
Recent literature points to the urgent needs to address other aspects of women health which
go beyond her role as “ Mother ”.

Women’s low social status and reproductive role expose them to high health risks.
Women’s health is an important concern as it affects the next generation and her productivity
In economic activities.

Special attention is required to reach females during adolescents and reproductive and
other life style behaviors set the stage for later life. Hence women’s health should be viewed
through “ Life-cvcle Approach ™ because many problems that affect women’s reproductive age
anc her new born and in her old age - All begin in childhood & adolescence. Towards this end
during the project period a range of expanded services under the Extended RCH programme
are propesed to be introduced both with and without project interventions.

In the first Phase

1. Promotion of positive health practices such as personal hygiene especially during
menstruation, adequate nutrition etc.,

2. Screening for and treatment of reproductive tract interventions and sexually
transmitted diseases.
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3. Screening and treatment of Gynaecological problems such as

a) Menstrual irregularities
b) Fibroid uterus

¢) Ovarian Tumors.

d) Prolapse Uterus.

e) Pelvic Infections and other common conditions.

4. Screening & Treatment of Cancer Cervics.

5. Increased policy dialogue and strategic efforts to reduce ge

nder discrimination and
violence through “ Engendering & Empowerment

2" Phase.

Additional interventions are:
6. Management of problems associated with onset of Menarche and Menopause.
7. Screening and treatment of Breast cancer.
8. Prevention & treatment of infertility.

The above range of services have im
which are much beyond the scope of the

primary health care sector by providirig t
assistance.

portant health components requiring interventions
department. Here, the envisages support to the
echnical services referral services and financial

The programme covers all the women from 10 to 60 years. The ANM will identify
suspected cases for each type of disorder / disease among the target groups shown in the

tables by “ Svndrome Approach ” and referred to LHV / MO of PHC for detailed checkup and
treatment or referral if found necessary.




Role of Doctors in Implementing Project
Activities and their responsibilities

* Doctors

* Implementing Project Activities

* Moral Responsibilities
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REPRODUCTIVE
AND
CHILD HEALTH SERVICES

Dr. G.V. Nagaraj*

THE PAST :

For over 30 years Family Welfare Programme was known for its
rigid, target based approach in contraceptives. The performance
was measured by the reported numbers of the four contraceptive
methods-Sterilisation, Intrauterine device, Oral pills and Condoms.
This was widely criticised for being a coercive approach.

The 1994 Cairo International Conference on Population and
Development (ICPD) formulated a growing International consensus.
that improving reproductive health and family planning is essential
to human welfare and development.

A growing body of evidence and the Cairo consensus suggest
"Numerical method specific .contraceptive target and
Imonetary incentives” for providers to be replaced by a broader

system of "programme performance goals" and measures
focussed on a range of reproductive health services. '

The World Bank report-1995 concludes that, .the current
contraceptive "Target and Incentjve" System gives a demographic
planning emphasis to family welfare programme (FWP) which is
antithetical to the reproductive and child heaith (RCH) client
centered approach advocated in the GOI-ICPD country statement
for the Cairo conference. |In particular emphasis on numerical
targets is a major reason for the lack of attention to the individual
client needs and is detrimental to the quality of services provided.

*
MBBS, ppH (Cal). PGDHM, MD, MI PHA
Project Direcior (RCH),
State FW Bureau, Ananda Rao Circle, Bangalore 0 560 009.
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Family Welfare Programme to Reproductive Child Health
-The paradigm shift :

To date the impact of Family Welfare Programme has been
measured in terms of their contribution to increase contraceptive
prevalence and to decrease fertility. These indicators are
inadequate for measuring the impact of reproductive Health
Programme and therefore, new indicators for ~monitoring
reproductive health services and "Service Quality" from the
perspective of the client are urgently needed.

Over the past decade there has been a clearer articulation and
definition of reproductive health as a concept and some thinking on
the ways in which reproductive health problems should be
addressed.

Against this background the main recommendations of the World
Bank report on the Indian Family Welfare Programme (FWP) is that
the programme is to be re-oriented expeditiously to a Reproductive
and Child Health approach (RCH). The main objective of which
would be to meet individual client health and family planning needs
and to provide high quality services.

‘The principle goal of a reproductive health programme is to
" Reduce unwanted fertility ™ safely there by responding to the
needs of the individuals for "High quality health Services"” as well
as to the demographic objectives.

The report recommends that the targets be replaced by a broad set
of performance goals and greater emphasis on "male
contraceptive methods"” especially vasectomy and condoms
and greater choice of methods. :

" Government goals for family planning should be defined in
terms of unmet needs for information and services.
Demographic goals should not be imposed in family planning

providers in the form of targets or quotas™
L - “World Bank - 1995
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The trend of health programme should change from a "Population
Control Approach" of reducing number to an approach that is
"Gender Sensitive and Responsive" client based approach of
addressing the reproductive health needs of individuals, couples
and families. '

Reproductive Health Programmes should aim to reduce the
burden of unplanned and unwanted child bearing and related
morbidity and mortality.

What is reproductive Health ?

The 1894 International Conference on Population and Development
at Cairo (ICPD) has indicated a consensus definition as a "State of
complete physical, mental and social well being and not merely the
absence of disease or infirmity in all matters relating to reproductive
system and its function and processes"”

Reproductive health approach means that

* People have ability to reproduce and regulate their
fertility. |

* Women are able to go 'through pregnancy and child birth
safely.

The outcome of pregnancy is successful in terms of
maternal and infant survival and well being and

Couples are able to have sexual relation free of the fear of
pregnancy and of contracting diseases.
(Fathallah-1988)

The reproductive health approach believe that it is linked to the
subject of reproductive rights and freedom and to women status and
empowerment. Thus it extends beyond the narrow confines of family
Planning to encompass all aspects of human sexuality and
reproductive health needs during the various stages of life cycle.

G
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Reproductive health programme is concerned with a set of

o Specific Health Problems
Identifiable cluster of client groups

¥ Distrinctive goals and strategies

The programme enable clients:
* Td make informed choices

Receive screening

Counseling services

Education for responsible and healthy sexuality
Access services for prevention of unwanted pregnancy
* Séfe abortion |

Maternity care and child survival

Prevention and management of reproductive morbidity.

Implementing reproductive health services means a change in
the existing culture of the programme from one that focuses on

achieving targets to one that aim at providing a range of quality|

services.

\/
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Objective of RCH packages are :

1. Meet individual client health and family planning needs.
2. Provide high quality services.

3. Ensure greater service coverage

RCH Policy :

The fundamental policy change is that Instead of remaining
responsible for reducing rate of population growth, reproductive
health programme would become responsible for reducing burden
of unplanned and unwanted child bearing and related morbidity and

g mortality.
Further the basic assumption is that improvement in service quality
will result in client satisfaction and will over long term translate into
higher contraceptive prevalence and ultimately fertility regulation. By
providing good quality services the programme will be able to
achieve the objective of not only reducing fertility but also reducing
reproductive morbidity and mortality. |

[ J

®. New Signals :

-

Shifting to reproductive health approach implies bhanging the
implementation signals. :

* Client satisfaction becomes the primary programme goal
with demographic impact a secondary though important
concern.

" Broadening the service package is necessary

7

" Improving service quality becomes the top priority.



The new signals for a quiet revolution in the way the programme is

planned and managed are :

Primary goal : While still encouraging smaller families
help Client meet their own health and
F.P. needs.
Priority services :  Full range of family planning services
Performance measures . Quality of care, client
satisfaction, coverage
measures .
Management approach - Decentralised, client-needs
driven, gender sensitive
Attitude to client . Listen, assess needs, inform.
Accountability : To the client and community

plus health and F.W. staff.

Reproductive Morbidity and Mortality :

*

1/3 of the total disease burden in the developing country of

~women 15-44 years of age is linked to health

problems related to pregnancy, child birth, abortion,

- HIVand Reproductive tract infections (RTI's).

The heavy load of reproductive morbidity among Indian
women is an outcome of their :

1. Poverty = 2. Powerlessness 3. Low social status
4. Malnutrition 5. Infection 6. High fertility

7. Lack of access to health care

India’'s maternal mortality ratio, usually estimated at 400-
500 per 1,00,000 live birth is fifty times higher than that in
the developed countries.

In India a small study has revealed that for every women
who dies, an estimated 16 others develop various risks.
Chronic and debilitating conditions such as vaginal
fistulas and uterine prolapse cause terrible suffering.

\)
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CHILD SURVIVAL AND SAFE MOTHERHOOD PROGRAMME
10
REPRODUCTIVE AND CHILD HEALTH SERVICES

Implementation of g very important, massive and highly credible
UIP programme from 1985 to 1991 throughout the country has
made a break-through in the improvement of mother and child
health services. In spite of this, compared to developed countries,
our country is still lagging behind in respect of sensitive indicators
such as infant mortality rate and maternal mortality rate.

Looking at the perinatal mortality which contributes 50% of the
infant mortality rate and also one mother dying out of 250
pregnancies, it can be concluded that immunization alone is not
adequate and will not be able to bring down these death rates.

Hence along with the immunization programme, a package of
services named "CHILD SURVIVAL AND SAFE MOTHERHOOD"
was implemented with the World Bank assistance from April-1992
to September-1996 in all the states.

The main objectives of CSSM programme are

. ¥ Improvement in mother and child health

* Lowering the infant deaths (0 to 1 year) child mortality
(1to4 years) and maternal deaths.

The package of services under this programme are

CHILDREN -
1. Essential new born care
2. Immunization (BCG, DPT, Polio and Measles)
3. Appropriate management of diarrhoea cases
4. Appropriate management of AR
S. Vitamin ‘A’ prophylaxis
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MOTHERS :

1. Ante-natal care and identification of maternal
complications

2. Immunizatijon (against Tetanus)

3. Deliveries by trained personnel

4. Prevention and treatment of anaemia

5. Promotion of Institutional deliveries

6. Management of Emergency Obstetric Care (EmOC)
7. Birth Spacing

on the experience, from April 1996 all the districts in Karnataka
have adopted "Target Free Approach" and from Sept. 1997 onwards

Programme  will now be - implemented as an Integrated
Reproductive and Child Health Services which is equivalent to

*

Family Planning, to focus on fertility regulation
and

Child Survival angd Safe Motherhood Programme
and

Treatment of Reproductive Tract Infections and

Sexually Transmitted Infections and prevention
of AIDS

Through

1 Client Oriented/Mother-Friendly/ user - specific,
Family Welfare Services '

2 High quality services

\J
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The specific programmes under Reproductive and Child
Health services are

1. Prevention and management of unwanted pregnancies
2. Maternal care

a) Ante-natal services :

b) Natal services

C) Post-natal serviées
3. Child Survival

4. Treatment of Reproductive Tract Infections (RTI) and
Sexually Transmitted Infections (STI).

Reducing the 'unmet need' increasing ';ervice Coverage' and
ensuring 'quality of care' will be the focus of Implementation.

The implementation guidelines of these health interventions at
various levels are detailed in the annexure.
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ESSENTIAL REPRODUCTIVE AND CHILD HEALTH SERVICES
AT DIFFERENT LEVELS OF THE HEALTH SERVICES SYSTEM

Health Community Level Subcenter Level Primary Health First referral

Intervention Centre Level Unit/District
Hospital Level

1. Prevention and 1. Sexuality and No.1 as in Nos.1-6 and Nos. 1-11 and

management of gender information | community level

unwanted education and 7. performing tubal | 12. Providing

pregnancy counseling 2. providing * oral ligation by minilap services for

. contraceptives on fixed dates* medical

2. Community
mobilization and
education for
adolescents, newly
married youth, men
and women.*

3. Community
based
contraceptive
distribution **
(through
panchayats, village
Health Guides,
Mahila Swathya
Sanghas, etc., with
follow-up)

4. Motivating
referral for
sterilization

5. Social marketing
of condoms and
oral pills through
community sources
and G.P. (Oral pills
to be distributed
through health
personnel including
GPS towomen
who are stanting
pills for the first
time).

6. Free supplies to
health services

* to be piloted

"~ Panchayats to
distribute only
condoms

(OCS) and
condoms.

3. Providing 1UD
after'screening for
contraindications.

4. Conseling and
early referral for
medical termination

of pregnancy.

5.Counseling/
management/
referral for side.
effects, method
related probiems,
change of methed
where indicated.

6. Add other

methods to expand-

choice.

7. Providing
treatment for minor
aliments and
referral for
problems.

* Social marketing
of pills and
condoms through
HwW (M&F) may be
explored by
permitting her to
retain the money.

8. Performing
vasectomy.

9. Providing first .
trimester medical
termination of
pregnancy upto 8
weeks (includes
MR)

10. Facilities for
Copper T insertion
to post natal cases

11. Treatment
facilities for all
types of referrals.

* PHC s should
have facilities for
tubal ligation and
minit lap including
OTs and
equipments.

termination of
pregnancy in the
first and second
trimester (upto 20
weeks) where
indicated.

\J
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. ESSENTIAL REPRODUCTIVE AND CHILD HEALTH SERVICES
AT DIFFERENT LEVELS OF THE HEALTH SERVICES SYSTEM
Health Community Level Subcenter Level Primary Health First referral
¥ Intervention Centre Level Univ/Distnct
Hospital Level
2.Matemity care 1. Eady registration | No.1<4 and Nos.1-10 and Nos. 1-12 and
of all Pregnant
Prenatal Services | Women 5. Three antenatal 11. Treatment of 13. Diagnosis and
2. Awareness contacts with T.B. treatment of
) raising for women either at RTIs/STls.
importance of the sub-centre or at | 12. Testing of 14. Weakly
appropriate care the outreach village | syphilis for high risk | clincnics for High
during pregnancy & | sites during group and risk pregnancies.
identification of immunisation/MCH | treatment where
danger signs sessions. necessary including
: for RTI's.
3 3. To mobilise 6. Early detection
community support | of high risk factors
for transport, & matemal
referral and blood compliications and
donation prompt referral
4. Counseling 7. Referral of high
) education for risk women for
breast feeding institutional
nutrition, family delivery.
planning, rest,
exercise & personal | 8. Treatment of
hygiene etc., malaria (facilities
including drugs to
K 5. Early detection be made available
and referral of high | at subcentres)
rnsk pregnancies
9. Treatment for T8 .
6. Cbserving five and folloup.
cleans or through 10. Preventive
Social markeling of | measure against all
) disposable deitvery | communicable
kits, Delivery disease
planning as to
where? when and
from whom? * training of
laboratory
technicians,
equipment and
? reagents required
“ The need for IEC
support and
establishment of
first Referral
| facilities
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Health
Intervention

Community Level

Subcenter Level

Primary Health
Centre Level

First referral
Unit/District
Hospital Level

Delivery Services

1. Early
Recognition of
pregnancy and its
danger signals (
rupture of
membranes of
more than 12 hours
duration, prolapse
of the cord,
hemorrhage)

2. Conducting
clean deliveres
with delivery kits by
trained personnel.

3. Detection of
complications
referral for hospital
delivery.

4. Providing
transport for
referral

5. Referral of New
baom having
difficulty in
respiration

6. Management of
Neonatal
hypothermia

Nos.1-4 and

5. Supervising
home delivery

6. Prophylaxis and
treatment for
infection (except
sepsis)

7.Routine
prophylaxis for
gonococdi eye
infection.

Nos. 1-7 and

8. Modified
partograph

9. Delivery services
10. Repair of

episiotomy and
perennial tears

Nos. 1-9 and

10. Treatment of
severe sepsis

11. Delivery of
referred cases

12. Treatment of
high risk cases
13. Services for
obstetrical
emergencies
anesthesia,
cesarean section,
blood transfusion
through close
relatives linkages
with blood banks
and mobile
services.

)



-33-
4 Health Community Level Subcenter Level Primary Health First referral
Intervention ‘ Centre Leve] Unit/District
Hospital Level
Postpartum 1. Breast -feeding Nos. 1-6 and Nos. 1-8 and Nos.1-10 and
services support.
7. Referral for B. Referral to 11. Management of
2z ] 2. Family Planning complications FRUs for referred cases.
counseling complications after
8. Giving inj. starting an I.V. line | PHCs and FRUs
3. Nutrtion Ergometrine after and giving initial would require
counseling delivery of placenta | does of antibiotics additional
and oxytocin when equipment and
4. Resuscitation for indicated. training for
) asphyxia of the management of
newbom 10 . Management asphyxiated new
of asphyxiated new | boms and
S. Management of bom (equipment to | hypothermia.
neonatal be provided) These include a
hypothermia resuscitation bag -
and mask and
9 6. Early recognition radiant warmers.
of post partum
sepsis & referral
A
®
o, .
o
J
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Health Community Level Subcenter Level Primary Heallh First referral

Intervention Centre Level Unit/District
Hospital Level

Child survival 1. Health education | Nos 1-6 and Nos.1-8and Nos.1-10 and

for breast feeding
nutrition .
immunization,
utilisation of
services, etc.,

2. Detection and
referral of high risk
cases such as low
birth weight,
premature babies,
babies with
asphyxis,
infections, severe
dehydration acute
respiratory
infections
(ARI).etc.,

3. Help during
Immunization by
ANM.

4. Help during
Vitamin 'A’
supplementation by
ANM.

5. Detection of
pneumonia and
seeking, early
medical care by
community and
treatment by ANM.

6. Treatment of
diarrhoea cases
and ARI cases

7. Treatment of
dehydration and
pneumonia and
referral of severe
cases.

8. First aid for
injuries etc.,

9. Closing watching
on the
development of
child and creating
awareness of
cheap and
nutrtious food.

10. Management of
referred cases.

11. Handling of all
paediatric cases
including
encephalopathy.
12. Identification of
certain FRU's to
provide specialist
services and
training

L)
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Health Community Level Subcenter Level Prmary Health First referral
Intervention Centre Level Unit/District
Hospital Level
Management of 1. IEC. counseling | No.1 and 4 Nos 1-8 and Nos. 1-9 and
RTIs/STIs for awareness and
3 prevention 5. |dentification and | 9. Treatment of 10. Laboratory
referral for vaginal | RTIs/STls diagnosis and
2. Condom discharge, lower treatment of
distribution abdominal pain, 10. Syphilis testing | RTIs/STIs
3. Creating genital ulcers in in antenatal women
awareness about women, and 11.Syndromic
; usage of sanitary urethra discharge, approach to detect
3 pads by women of | genital ulcers, and treat STD in
reproductive period | swelling in scrotum Antenatal post-
or groin in men. natal and at risk
4. Creating groups
awareness of about | 8. Diagnosis of
RTI's and Personal | RTl/s and STI's by
hygiene Syndrome
? approach.
7. Referral of
Cases not
responding to
useval treatment .
‘ 8. Partner
) notification/referral
¥ J
)




THE PACKAGE OF
REPRODUCTIVE AND CHILD HEALTH SERVICES

Repreductive Child Health (RCH) can be defined as a state in which "People
have the ability to reproduce and regulate their fertility: women are able to go
through  pregnancy and child birth safely, the outcome of pregnancy is
successful in terms of maternal and infant survival and well being; and couples
are able to have sexual relations free of the fear of pregnancy and contracting
disease”. This means that every couple should be able to have child when they
want and, that the pregnancy is uneventful and see, that the safe delivery
services are available, that at the end of the pregnancy the mother and the
child are safe and well and the contraceptives by choice are available to
prevent pregnancy and of contracting disease.

The essential elements of reproductive and child health services at the
community and sub-centre level are given below which will help you to
understand how the reproductive and child health services are to be provided
at the community level. The different services provided under RCH programme
are :

[. FOR THE MOTHERS :

TT Immunization

Prevention and treatment of anaemia

Antenatal care and early identification of maternal complications
Deliveries by trained personnel

Promotion of institutional deliveries

Management of Obstetric emergencies

Birth spacing

ll. FOR THE CHILDREN

Essential newborn care

Exclusive breast feeding and weaning
Immunization

Appropriate management of diarrhoea
Appropriate management of AR

Vitamin A prophylaxis * Treatment of Anaemia

. FOR ELIGIBLE COUPLES
"~ Prevention of pregnancy * Safe abortion

IV. RTI/STD

* Prevention and treatment of reproductive tract and sexually
transmitted diseases

17
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IMPLEMENTATION OF RCH PROGRAMME
IN
KARNATAKA STATE

[) POLICY ISSUES :

*

Reproductive & Child Health Programme will be implemented in the State as a
100% Centrally Sponsored Family Welfare Programme during the Ninth Five Year
Plan ending by 2000-2002 AD.

State Government has principally agreed to implement and a Government Order
has been issued to this effect (No.HFW 96 FPR 95 dated 17-6-1998).

According to this

The funds will flow from Government of India through 'State Finance Department'
The programme will be implemented as a National component and Sub Project -
(Bellary Dist.) '

Posts created under CSSM Programme will be continued under RCH budget.

The Empowered Committee & a Steering Committee will monitor, guide and solve
the problems of implementation of RCH Programme.

The following posts have been redesignated : , . -

Additional Director (FW&MCH) : Project Director (RCH
Joint Director (FW) :Joint Project Director (RCH)
District MCH Officer :Dist. RCH Officer

Procurement will be done through Kamnataka Health Systems Development

Project.

- Minor Civil Works to Subcentres, Primary Health Centres, Community Health

Centres will be done through IPP-IX.

18
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I) FUNDING : A sum of Rs.180.10 crores will be available to Karnataka State during the
Ninth Plan as cash and kind assistance. This includes cash assistance of Rs.15.05 crores
exclusively to Bellary Sub-Project.
ll) CATEGORY OF DISTRICTS : The RCH Programme will be implemented in the State
based. on differential approach. Inputs in all the districts have not been kept uniform
because efficient delivery will depend on the capability of the health system in the district.
Therefore basic facilities are proposed to be strengthened and streamlined specially in the
weaker districts as the better-off districts already have such facilities and the more
sophisticated facilities are proposed for the relatively advanced districts which have
acquired capability to make use of them effectively. All the districts have been categorised
into : Category 'A'-3 districts, Category 'B'-11 districts, Category 'C'-6 districts.
On the basis of crude birth rate and female literacy rate which reasonably reflect the'RCH
status of the State the districts will be covered in a phased manner over three years.
Category wise phasing of the districts and the facilities to be provided are as follows:

RCH PROJECT - PHASING OF DISTRICTS.
CAT'A (2) (A1) Dakshina  (A3) Mandya

Kannada
YEAR 1 CAT 'B' (4) (B2) Uttara (B5) (B11) Dharwad
Kannada Chikkamagalur

(B10) Belgaum

CAT'C' (3) (C1) Bijapur (C3 Bidar) (C4) Gulbarga
CAT 'A’ (1) (A2) Kodagu
YEAR 2 CAT 'B' (4) (B1) Hassan (B3) Bangalore (B4) Tumkur
(B7) Mysore - (R)
(8)
CAT 'C' (3) (C2) Bellary (C5) Raichur (C6) Bangalore
(sub-project)
CAT ‘A’ (0) -
YEAR 3 CAT 'B' (3) (B6) Shimoga (B8) Kolar (B9)
Chitradurga

(3)
CAT 'C' (0) .-
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V) PROGRAMME INPUTS :
I] NATIONAL COMPONENT :
Annual Action Plan For 1998-99 has been prepared

1

CONSULTANTS - Five consultants will be hired one each for IEC, MCH,

Administration & Training, Monitoring and Evaluation and Procurement and
Finance.

COLD CHAIN MAINTENANCE : Budget for minor repairs both by State level and
also by District level will be available.

CONTRACTUAL STAFF : Staff Nurse will be hired in category 'C' & 'B' districts to
the extent of 25% of PHCs in the first year.

EMERGENCY OBSTETRIC CARE DRUGS (émOC) : To bring down the maternal

deatlhs, emergency obstetric Care Drugs will be supplied to FRUs wherever

cesarean section and other emergency surgical procedures are being conducted.
ESSENTIAL OSSTETRIC CARE DRUGS: These drugs will be supplied in the
form of kits by Govt. of India during the.ﬁrst year. |

KITS 'E' TO 'P' : These kits were supblied to 68 FRUs under CSSM programme.
Still there are large number of FRUs which are to be equipped during the first

year. 2 districts in ‘A" category, 4 districts in 'B' category and 3 districts in 'C'
category will be supplied with 'E' to 'P' kits.
24 HOURS DELIVERY SERVICES AT PHCs : To enhance the institutional

deliveries, a scheme will be taken up on a pilot basis in Kolar district wherein an

incentive of Rs.200/- to Medical Officer and Rs.150/- to Staff Nurse will-be given
who attends night deliveries between 7.00 pm to 8.00 a.m.
ESSENTIAL NEW BORN CARE EQUIPMENTS : Essential New Born Care

Equipments were supplied by Govt. of India through National Neonatology Forum

under CSSM programme for few PHCs in Chikkamagalur, Chitradurga and Kolar

- districts. Realising that the peri-natal mortality rate is responsible for more than

50% of infant deaths, new Born Care Equipments will be supplied to 10 bedded
maternity hospitals, FRUs/CHCs and Block Level PHCs where there are faCIImes
such as wards, staff nurse and labour room.

IEC ACTIVITIES : A sum of Rs. 15.00 lakhs is available for taking up innovative

IEC activities focusing on behavioural changes in addition to enhancing

awareness regarding interventions under RCH programme.
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VEHICLE : Field staff particularly Junior Health Assistant (F) will be supplied two
wheelers to improve her mobility, accessibility for service to attend emergency
services and also to Improve her Status in public. This facility will be taken up in 7
Non-IPP-IX districts (Tumkur, Kolar, Bangalore (U), Bangalore (R), Dharwad,
Raichur & Bidar). .
MINOR CIVIL WORKS : An amount of Rs.190.00 lakhs has been made available

to take up minor civil works particularly in the institutions such as Subcentres,

PHCs, FRUs and also training centres.

Government of India will be directly releasing the funds to the Deputy
Commissioners of the districts to support IEC activities through Zilla Saksharatha
Samithis (ZSS). Each proposal costing about Rs.3.00 to Rs.5.00 lakhs will have
to be formulated by the ZSS and directly sent to Govt. of India for funding.

TRAINING UNDER RCH : The State Institute of Health & FW will be dovetailing

the RCH component in the regular IPP-IX training programme. Awareness

programme for the State Level Officers as well as District Level Officer will be
initiated . Manuals have already been n.{ade available at all the districts for
undertaking six days RCH training programme for ANM's.

IMPROVED MANAGEMENT: Preparation of district plans under Community

Needs Assessment Approach as a Decentralized Participatory planning is under
way. Training programme has been completed in most of the districts.
PROJECT : BELLARY:

Annual Action Plan for 1988-99 has been prepared. .

A sum of Rs. 15.05 crores exclusively for Sub Project Bellary has been approved by Gol.

Civil Works : 5 Sub centres, 5 PHCs & 5 Maternity Hospitals
Equipments © 174 Subcentres, 10 PHCs, 50 PHUs, 4 maternity Hospitals
Furni‘ture - 76 Subcentres, 10 PHCs, 11 PHUs

Vehicles - 15 Ambulance & 2 Jeeps

IEC activities :CNA: Video-films, flip charts, hand books & hand outs

Baseline Survey :

NGO involvement :

Own Yo

Contract

rchs18]

ur Telephone

ual staff : Staff Nurses & Laboratory Technicians.

2l
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VERFORMANCE INDICATORS 134 RCH PROGRARME

OBJECTIVE (%) 1998 | 1999 | 2000 2001
‘ DATA SOURCE

LIMPROVED 1.DISTRICT
MANAGEMENT PLANS (%) 20 50 100 RECORDS (D&E cELL)

CNA APPROACH

S I D e S
2. SC.,PHC's, FRU's, (%) | o0 25 50 60 75 100 | FACILITY
EQUIPPED WiTH SURVEY/RECORDS
10 25 50 75 100 | FACILITY SURVEY

3. INSTITUTIONAL (%)
DEVELOPMENT
(PLACEMENT OF
STAFF
)

I IMPROVED
QUALITY. 1. SAFE DELIVER(ES (%) 43 |. 50 52 54 58 SERVICES STATISTICS
COVERAGE AND PSR SSLULA S Wl B ] s
v EFFECTIVENES | 2. coupLg (%) 58 50 60 82 63 85 | SURVEY/RECORDS
gz PROTECTION RATE
————==lONRATE| | = |
3.1 NFANT T 52 | s0 | o4 42 | 40 | 38 |sRrs
MORTALITY RATE : |
4. MATERNAL PERICOD | 4.5 4 35 | 30 25 | 20 SERVICE STATISTICS
MORTALITY RATE Lbs
5. STAFF TRAINED % ’ 2 10 30 60 75 100 | RECORDS
6. REACHED % 20 30 60 75 80 85 | CLIENT SURVEY
WITH RTI,
HIV/AIDS MESSAGE
7. UNMET NEED 7o 18 16 14 12 10 8 [ HOUSE HOLD SURVEY
. ) S E R N B
ll. ENAHANCED | 8. CRUDE BIRTHRATE | PER 1000 |33 215 | 2 18 15 12 SRS
POPULATION 'T’OP'“-A-
STABILISATION * | TION

hudsbl)

/
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" OBSTETRIC EMERGENCIES o , . A
3. Llana e -
‘- H-C.0). 086
£, : '

Identification: anagement and referrals
N, ua.}) /tC_CLLCC:j

.INTRODUCTIONx In Obstetrics there is an Cxtensive lise of Potentja) /-
\" ,»(‘

sudden ang unexbected situations which demand Prompt action. Nonp
obstetricians CallOuSlY’CharaCterise obstetrics as 'hours of
boredom Punctuateg by moments of terror'. However, Jokingly
this has been stated, as Obstetricians we always dreag these
moments °§ terror.

In modern Obstetrics, €xcept for a few situations viz., amniotic
fluig embolism,‘we can forearm ourselves by anticipating these .

O3STETRIC EMERGENCIES cay sp BROADLY CLASSIFIED A4S rorrows:
OBSTETRIC: . ’ ’ :
ANTENATAL : 4. Haemorrhage (Abortipa, ectopic gestation and molar
’ Pregnancy) ‘
b.'Ahtepartub haemorrhage
C. .Septic sﬁock.
d. scar rupture (Classical Scar)

TntraDartum:

d. Ruptgre Uterus
b. Shoulder dystocia

C. .Third stage complication
-—P P'H ’ .

-

i - Adherent Placenta S ’

= Invérsion'uterus '

ol & B,
:intenatii_g'1ntrapartui§ECIamp5ia[ibStEtric £Medical :
& Zosthartum—— " A - —y |
a. Venous,thrombosis and pulmonary embolism '

b. cardiac failyre

C. Acute respiratory fajilure

d. Acute pyelonephritis

€. Diabetjc ketocidc*is

f. Sickle cell Crisis

Others;:

a. Cord Prolapse
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P P management and v o me asrontial /ﬁ‘/
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b. Fetal distress

c; Unanticipated breech. ‘

The following ehercencies could be anticipated and referred'earlv

Abortion, ectopic gestation and molar pregnancye.

'a. Routine first trimester use of ultrasound. (Mole hg)blighted
ovum missed abortion etc.,)

b. Early suspician of ectopic gestation in patients with abdominal
pain and irregular bleeding with or without amenorrhoea and

fajlure to obtain products of conception during a MTP procedure#

If not recognised earlys

One should be competent to manage & resuscitate a patient with

acute massive haemorrhége which would be dealt with later.

Scar rupture:

All patients with a previous caesarean section shouyld be $§33N*PJ

by an Obstetrician in a hospital where facilities'caesarean

'

section are available within thirty minutes.

Intrapartum Complications
Identification

Rupture uterus

Refer: _

a. Prior caesarean section ' ‘
b- Malpresentations

c. Patients with abnormal progress in labour (Use a partogram)

d. Pregnancy with medical complications

e. Large babies

£. Elderly primis and grand multise.

g. Previous history of shoulder dystocia

h. Previous third stage complications..

Management

Bowever, occassionally complications-arise.unanticipated as O

bolt from the blue. So we should be proficient to tackLe theme
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ANTEPARTUM HAFMORRHAGE :
PLACENTAL ABRUPTION: -
Preqpency l:in 75 to 90 deliverie§7perinatal mdrtality 20 -~ 35%

ETIOLOGIC FACTORS:
!Maternal hypertension

- Trauma .

- Sudden uterine decompression

-~ Short umbilical cord

- Uterine anomaly:

- Uterine tumour

- Pressure by the entarged uterus on the inferior venacava
- Dietary deficiency

- Cocaine use

- Preterm prehaturely ruptured membranes.

RECURRENCE 1 in 10 pregnancies XXKKKXHHHXK#M@EEHS

Signs & symptoms Fregusncy%
¥ Vaginal bleeding - 78
-Uterine tenderness or back pain 66

- Fetal distress _ 60

- Abnormal uterine contractions . 34

- Idropathic preterm labor : 22

Dead fetus 15
Corplications i

Shock

Consumptive coagulopathy
Renal fajlure

Couvelaire uterus

Manacement

Blocg, Crystalloids
Hasten delivery
Amniotomy, Oxytocin, Treatment of codgulation defects rrp,

Cryoprecipitate:

Placanta Prasvia

Total, Partial Marginal Types I to v (Browne)

Diacgnosis : l. Clinical Picture
2. Placental localization by ultrasoung.
(TAS _ o5y accuracy) false negative . 7¢
Phenomenon of migration of low lying Placenta. oo feecles ‘“5.4..

o - .
[ N o .
AT VRN neciala,
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Manacqw:
Expeqtant form of management Tocolysis MgSo
Caesarean Séction at fetal maturity,
A placenta Previa, whether foung fortuitonsly by ultrasoung or with the ‘
clinical €Mergency of maternal'haemorrhage, carries significant materna)
and feta) risk. Accurate diagnosis Judicious €Xpectant management with

Anticipation of hte clinical complications ©f placenta accreta may
avoid some sefious consequences, Clinical judgement and skill in

Placenta Praevia at 3 Teasonably low rate,

Uterine Tupture is ga sudden, unforeseable €vent that carries a high
rate of Maternal ang Perinatal mortality, When the dignosis of

uterine Tupture is Suspected, bPrompt surgical intervention with an
éxperienced Pelvic surgeon ang blood bProduct Teplacement should be
considereq. At the time of uterine r:upt:ure../> %ﬁe ?atinet should be
evaluated for POssible repair or hystrectomy. Repar is a Teasonable
consideratjion. In those Patients who have undegone a repair,.early
delivery by elective Caesarean would appear Prudent. 1n those Patients
with a prior Caesarean continuouys electronic fetal monitoring to

Tupture ang frequently Precedes any other c¢linical manifestations

of this complications.

Incidence 0.02% ¢o 0.08%

Definition (Pluche et a1) ,
Complet;—separation of the wall of the Pregnant uterus with or without
the expulsion of the foetus.

Clinical Associations

Prior Caesarean section
Oxytocin
Parity > 4

fom
Abruptic Placenta
Midforceps delivery
Breech version extraction

Clinical Signs ang symptoms

- Fetal distress

- Abdqminal.pain 5
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- Vaginal bleeding
R-hecession_pf presenting part
- Uterine hypertonus
- Altered uterine contour

MANACEMENT :

1. Resuscitation

2. Laparotomy - Rent repair
- Hysteectonmy

Shoulder Dystocia

Incidence 0.15«2% _
This complication Occurs unexpectedly and leads to pPanic stricken
moﬁents.i'Hence,:it'is crucial for clinicians to remain familiag _

with_appropriate'delivery maneuvers and to organise them into

2 systematic plan that will provide optimal obstétric care.

' Definitionx.ﬁrrest‘pf spontaneous delivery due to impaction of

the anterior’shoulder'agaipsﬁ the'symphysisq¢kﬁir(4

"Diagnosis x‘head_retraction sign or the turtle sign

"Preventions i .. . ...
==c’sntion: -

ﬁ:Anticipation-’Ah;gpaftum_

.. Is this patients A DOPE?
. D VU

4:.Diabé;és
O - Obesity .
P -~ Post term/Prior large baby
E-: Excessivé'wt. gain

Advanced maternal age
Platypelloid or Contracted pelvis
INTRAPARTUM .
Prolonged second stage of labour

Oxytocin_usé
Midpelvic delivery

Management: The shoulder Dystocia drill

"The umbilical artery PH declines at the rate of 0.04 P per minute
‘Hence rapid and well cordinated action. is mandatory. The price

of error ixxmxnﬂxxxxyxxxzhzxpxgéz delay may be hiche severe
neurologic angd skeletal injuries to the infant, as well &8s uterine

Tupture or other injury to the mother.

ALL STEPS TO SOLVE A SHOULDER DYSTOCIA SHOULD NOT TAKE MORT THAN
5 MINUTES '

STEP: I ( PREPARATION)

&. Call for help - anzecthesia, operating room

b. Do not pull the bab: head

C. Do not 2pply funcdal r =ssure. Zan

et )
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§£SE_Z_(Diagnosis)

--X6..

2. Enlarge the episiotomy
b. Explore manually - 1f bilateral - restitute the baby's head-
Caesarean del¥wery.

Step 3 ( MC Robert's maneuver) if unilateral

. Remove mother's legs from stirrups

b.ABduct her legs and sharply flex them again;t her abdomen.
Causes : Cephalad rotation of pubic symphysis freeing the

anterior shoulder.

Se L Step 40 g0, S, Skpt (See_opex

POSPARTUM HAEMORRHAGE :

——

of delivery of the baby. Incidence 5%
SECONDARY: Any sudden loss of fresh blood (regardless of volume)
from the genital tract occurring after the first 24 hours and
within 6 weeks of delivery of the baby. ‘

In developing countries ppy contributes for 2%g'of maternal desa

deaths. In U.x. 4.33.
' CAUBBB66666sary ppu)

l.Uterine atony 94 _
2.Genital tract trauma 7 ﬁ{

3.Coagulation disorders
4.Large Placenta
S. Abnormal Placental site

6. Increaseq vascularity of the uterus.

PREVENTION
\

@. Prophylactic oxytocigs at the onset of the third stage of labour

- Reduction of ppy by 30-40% _
b. Active Management of the third stage of labour
€+ Avoldance of genital tract trauma

CIRCUMSTANCES WHICH INCREASE THE DANGER OF PRIMARY PPH.

a. Anaemia.
b. Inadequate access to clinical ang laboratory support.

TRéATMENT:

2. PPH before placental delivery
b. PPH after placental delivery
C.. Massive PPy

BEFORE PLACENTAL DELIVERY
2. Uterine maésage
b.administer TV Oxytocigs -

C. Venous access , I V infusion (Plasma kimad exrandes, Haemaccel,

'3 ' ' blood)
d. MRP or corg tractiomexpamax

eeTee

Pl

% (-
PRIMARY : Blood loss of 500 ml O more occuring withinp %g.hrs.f

*
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- PPY ArTeR PLACENTAL DELIVERY

l. Uterine massage

2. 1V OXytocic drugs.

3. Venous access

4. Catheterise bladder

5. Explore uterus under G.A. if there is doubt about completeness
©f placenta or membranes

6. Exclude genital tract trauma when uterus is firp,

MASSIVE ppy;
—=

Extra expereinced Obstetricdan midwife, anaesthetist ang haematologi st
involvement would be necessary.

Haematolocist: PT,PTT,TT, Fibrinogen &%&Q } Platelet count and FDP

- for identification of a coagulation defect.

Generous supplies of blood.

Anaesthetist: |

Purther 1 v line, cvp ) _

Extra midwife,—full responsibility to keep up accurate, charts

of pulse, BP,-fluid ,balance C V P, temperature, respiratory and

" the Fesults of investigations.
'“Administration Oof oneE or several doses of 250 mg carboprost

(Degguay) (Prostodin)
Bigégmai'compression Of uterus , laparotomy - suture of Tupture
uterus, Internal iliac artery ligatiopn.

MANAGEMENT OF PPH UNRESPONSIVE TO PRELIMINARY MEASURES:

Preoverative management bptions:
a. Uterine backing ﬁ
b. Intramyometrial PBGF
Opzrative measures:

> alpha.

Ligation of vessels

Hypogastic artery’

Hterine artery

b Hysterectomy C. Arterial embolization.

Intensive care measures:

Hemodynamic, renal ang toagulation surveillance.

CAUSES oOr POSTPARTUM COLLAPSE3:

s

U N w N
0

.

O m 3 O
v

Haemorrhage ;
Amniotic fluiga embolism
Pulmonary embolism
Acute cardiac failure

Pneumonitis

Pneumothorax
Cerebrovascular accident

Ecclampsia
H ypoc 1ycem ia

10. septicaemia
XX

- —



«.8..
RETAINED PLACENTA:

MRP 1f > 30 mins.
Earlier if patient is bleeding

PLACENTA ACCRETA, INEREXA AND PERCRETA

RISK FACTORS: '

Age (Low 30s)

Parity (2-3)

Praevia /Prior caesarean section (35%)
History of curettage (18-60%)

Prior MRP

Prior retained placenta

Infection '

Accreta (80%)- villi attached to myome trium
Increta (15%)-villi invades the myometrium
.Percreta (5%) - villi through the uterine serosa.
.. Incldence 1 in 2000 to 3570

Diagnosis : a. APH :
.. ., Antepartums b. Sudden onset of blzod in utine.
e C. Abdominal pain with hypotension
d. Sonography - partial or total absence of subplacental/
lucent zone.
Management : a. Hysterectomy
Conservative:Leaving plécenfa in situ, localized resection and

repair ‘
'Oversetiing a defect
Blunt dissection/curettage
Methotrexate therapy.

SHOULDER DYSTO#CIA: ( W“*D
C. Assistant to apply suprapulic pressure directed laterdlly: sng

inferiorly.

d. Apply constant moderate €raction on the fetal head for a count
of 30. Avoid intermittent pulling.

Step 4: 1. If Mc Robert's manoerbre fiauls. attempt to rotate the
shoulder by applying pressure on the posterior aspect of the
impacted anterior shoulder to move it from the anteroposterior.to
the oblique diameter of the inlet suprapubic pressure in the

same direction should be applied simultaneously. If room

under the symphysis pubis insufficient, perform corkscfew manoeuver
b. Apply pressure on the posterior aspect of the posterior shoulder,
attempting to rotate it anteriorly under the symphysis (Woods)
Suprapubic pressure in the epposite direction should be applied
smmultaneously.

Step 5 (Extractinn of the Posterior arm)
The slide your hand in the vagina behind the posterior shoulder and
..9..
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aloqg the pPosteri .- humeruys, and Sweep the POsterior arm of the
Lteros dcross the chest keeping the arm flexed at the elbow. Grasp
the feta] hand ang Pull the h

and and the arm along the fetal
delivering the posterior arm. /k
If eXtraction of the Posterior arm is Unsuccessfyl Proceed tg% Step ¢

Steo : ¢ (Zavanelili restitqgigg)

Turn the Baby's head to the originaj Position at the time of delivery
(usually Ooccipito anterior) )

b. Flex the baby's head ang 2PPly upwarg Pressure . 7The fetal x3mzy
head should move easily up into the birth canal.

3. The uterys, Cervix ang vagina are Completely inverteq.

Etiology: 1. Spontaneous \
2. Mismanagement of thirg stage of labouyr.,

Sgontaneous:

1. Fundal Placental site

2 Uterine atomy

3. Arcuate or unocornate ﬁterus. _

In patiénts with uterine atomy, the inversion may occur fblloying a
cough, sneeze, or any Other act Causing an increase in intra-abdominal

Pressure.

Mismanacement of ITII Stage:

- Cord traction before Placenta) Seperation

PRESENTATION:

1. Complaint of sévere lower abdomina] pain
-.10..
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2. Feeling of Pr°1apse followed by collapse and haemorrhage.

PREVENTION:

1. Never exert cord traction with relaxed uterus

2. Countertraction should be applied when the uterus finally contracts
3. Crede's manoeuvere should not be employed.

MANAGEMENT :

1. Immediate replacement of uterus & I V bottles of Oxytocing

2. SenA;o operation theatre for MRP

LATE DETECTION

1. Resuscitate

2. Alleviate pain by vaginal packing
relieves tension on ligaments.

3. Transfer to pperating theatre.

HYDROSTATIC REPLACEMENT (O° SULLIVAN)
Exclude uterine rupture and infuse warm saline from a container held
about 1 m above the, patient via a rubber tube into the vagina.

WIPEOTOCOL:

v:Detected immedlately: a. Pee&—oi;_plasea%aegq

b. Reinversion by indentation of the center of
the fundus

c. Keep the hand in the uterine gavity till it
contracts stronglye. ' '

d.-Antibiotics

e. I V line

Detected after 30 mhns.‘éﬁlkkﬂﬂ&ﬂd fﬁJLC£~4} Q}L

A. Mobilise full hospital resource

b. Two IV lines

Ce Inden&ation of fundus

d. If it fails Johnson's manoeuvre

‘e. If it fail$Jbuntingdons abnormal operation

f. Removal of placenta ¢f inversion

¢g. Keep hand inside till uterus firm

h. Antibiotics.

OBSTET?IC SEPTIC SHOCK:

Definition: Infection resulting in perifheral circulatory failure
with inadequate tissue perfusion leading to cell dysfunction or
death. A high index of suspicioue ection based on septic
syndrome would serve as a criteria r Xdentifying patients at

risk for septic shock. saldis
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" sepTIC SYNDROME =

Clinical evidence of infection fever or hypothermia
Zachypnea

Tachycardia

End-organ mManifestation

Neurologic Changes

Hypoxemia

Elevated Plasma lactate

Oliguria

Data from Bone et al

EPIDEMIOLOGY

Sepsis occurs more frequently following gram, negative than

gram positive bacteremia.
Mortality jip Obstetric septic shock 20.50% of cases.

70% of Maternal deaths due to infection are considered to be
Preventable, Therefore, it is important to recognise the clinical
settings in which septic shock is most likely to occur so that
early fecognition ang treatment can be effected.

Pregnancy Tepresents a state of altereg immune competence, ana

is a Tecognized risk factor for the development of Septic shock.

TYPE OF INFECTIONS THAT RESULT IN SEPTIC SHOCK:

Post caesaresap Section endometrium 15-85% Endometritis follg.

vaginal delivery, 1-4% urinary infections 1-6%, Septic abortion
-1-2%,-Intramniotic infections 1%
Necgrotizing fascitis less thanil%

Toxic shock Syndrome less than 1%

OTHER PREDISPOSING FACTCORS:
Prolongeg Tupture of the ammoota membranes (more thap 48 hrs)

Retaineqd Products o~f conception. Any instrumentation of the °
genitourinary triact.,

MICROBIOLOGY _

GRAM NEGATIVE FACULTATIVE ANAEROBES ENTROBACTERIACEAE
Escherichia coli 50%
Klebseilla

serratia

enterobacter Species

Gram
Staphylococcy
Sstreptococct

GRAM POSITIVE ANAEROBES

DOsitive aerobes

- Bacteroides

- Tusobacterium

S, -
- Peptostreptococci
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- clostridum sordelli — sudden onset of flu like symptoms on the

second to sixth day nostpa*tum fodlowed by progressive refractory
hypotension and death. These cases were unique in their uniform

absence of fever, striking leukemoid reaction and marked vascular
‘leakiness’

Common clinical manifestations:

Cardiovascular : Hypotension. cardiac dysfunction
Pulmonary : ARDS
RENAL : Oliguria

ATN ) E

. Interstinal nephritis
Eaematologic

|- DIC
- Leucocytosis
Neurologic : Mental - status charges

* Fever

MANAGEMENT: Initial labdratory tests

CBC '

Electrolytes

Glucose

ABG

BUN creatinine

Urinalysis

Pt. PTT fibronogen

lactate X

Cultures

Blood

urine

Endometrium

Ampiqtic £luid

wound_episiotomy site , 1
Sp o~ draios '
Chest X-ray. aAbdomiral X-ray

Drug: vasoactive and Inotropic drues Naloxong

Mechanical ventilation in respiratory failure

Antibiotic therady
Surgical treatment EQRPOC
Debridement

Prompt delivery

es13..
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ECLAMPSIA

Eclampsia is characterized by generalised tonic, clonic seizures

in women with preeclampsia or hypertension aggravated by pregnancy.

INDICATORS OF SEVERITY OF PREGNANCY INDUCED HYP-=r NSION:

Diastolic blood pressure 110 mm of Hg
Proteinuria 2+ or more

Headache '

Visual distorbances

upper abdominal pain

oliguria

convulsions '
Elevated serum creatinine
Thrombocytopenia

Liver enzyme elevation

Fetal growth retardation

Pulmonary edema

Treatment: Control of convulsions with Parkland Hospital

MgSo4 Régime.

AIG loading dose IV (diluted)
G

per hour - continue 24 hrs after delivnry/stoppage of
postpartum eclampsia
4
Monitor : a. PatPllae/refilex
b. Urinary output hourly
C. Repiratory rate

Cohtrol of byonrtension.

?ydralazine IV/Nifedepin sTibs=guent JSuu@é&A/gvdbp

:luld.therapy:

Lactated Ringer's 100 ml/hr. If blood loss is more than average
earlier transfusion because in PE normal pregnancy induced hyper-

volemia is attenuated.

DELIVERY: Consider delivery when the conwulsion are controlled

and the woman is stabilised.

Early detection and hospitalisation in woman with mild preeclampsia

may prevent eclampsia.

THR® AMNIOCTIC AND THROMBOEMBOLISM:
The embolic complications of pregnancy are infrequently seen

but command much attention due to the high associated mortality.

80% of patients struckes—with amniotic fluid embolus witkk die,

often before intensive monitoring can be instituted.
e.14..
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DVT 3/1000 pregnant patients
Pulemboli - 15-24% of untreated DVT (12-15% mortality)

Causes : 1. Increased concentration of factors X,VIII,V,VII,
IX, XII and fibrinogen
e NNLvdAL/
2. production of fibrinolys#s | ¢~ by the placenta
3. Venous stasis (Major contributor)

Signs and svmptoms of DVT:

Nouspecific, pain, tendernesssr ﬁositive Homan sighw positive,
Lowerberg test, charge in limb color and a palpable cord.

DIAGNOSIS OF DVT DURING PREGNANCY

SUSPECTED DVT (HISTORY & PHYSICAL)

DOPP%E? ULTRASOUND

ABNORMALC<_;___§VENOGRAPHY . - NORMAL

-~

TREAT : RE T DOPPLER
: AT INTERVALS

DIAGNOSIS OF PULMONARY EMBOLUS

CLINICAL FUSPICION

VENTILATION ERFUSION LU&E\foN

NORMAL . ABNQRMAL

1

PULMONARY ARTERIOGRAPHY
(PE EXCLUDED) ;
ABNORMAL TREAT

TREATMENT OF DEEP VEIN THROMBOSIS

Heparin

Complications of Eeparin-

-Bleeding

-Thrombocytopenia

~Osteoporosis

HEPARIN FROPHYLAXIS IN SUBSEQUENT PREGNANCY
AMIDOTIC FLUID ETMBOLISM:

Hypotension
Hypoxia
Coagulopathy

Mors#ality - 80%(left - ventticular failure)

Disserminated ‘ntravascular coagulation - 40%
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AFE reported in:

First and second trimester abortion (saline, urea)
Abdominal trauma '

Amniocentesis

Vigorous labour and hypertonic uterine contractibns
Placentél abruptio present in 40%

Treatment:

-

Mainly supportive

2. Oxygenation

b. Maintenance of cardiac output and blood pressure
c. Combat the severe coagulopathy.

MASSIVE BLOOD LOSS IN OBSTETRICS:

In obstetric practiwve the threat of massive blood loss should be

considered once the patient has lost 1000- 1500 ml.
The fluids used during initial resuscitation depend on clinical

circumstances.

Two group of patients can be distinguished.

2. Patients where resuscitation has been delayed - prolonged
hypovolemia 30 mins. &

= Fluid loss from both circulation & intertitial space

—- Lactated Ringers solutiohs or Isotomic saline (1-2 litres)

- Blood (if not available 1 litre colloid — haemacced)

B. Sudden severe haemorrhage

= Fluid loss from circulation
- Pirst fluid blood or colloeoid.

-After 1-1.5 litres has been infused the situation

a. C vyP

D. Artarial pressuré

C. Heart rate (from ECG)

< Hemoglobin & Haematocrit

® &

. Urine out-put
- Core-peripheral temperative difference

h

- Serum potassium, acid base state, clotting studies.

1‘:_-4

Practical aspects:

Venous access - 2 lines (14-16 gauge cases)
3lood warmer
Infusers, Microfibration, CVP & arterial line

Metabdlic effacts.

.-.16..
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CONCLUSION3

Thus most of the Obstetric emergencies a
haemorrhage, be it during preghancy OC 1

action can save almost all the lives-.

Cccasionally encounteged emergencies lik
is an Obstetricians nightmare. Rehearse
again and again. Display the protocol 1
Tdentify the patients at risk and refer

section.

re connected with massive

abour knowledge and prompt

e shoulder Dystocia
and practise the steps
n the labour roomse.

for early Caesarean

Emergencies like eclampsia and medical complications should be

thoroughly mastered by every PHC medical

officer.
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Examination of a Gynaecological patient

Leucorrhoea - Vaginal Discharge

~

£

Synopsis (Extended RCH Programme)

Qo G, V. OZZ/W .

JC HEDP

* Vaginal swabs for culture

» For Trichomonas Vaginaljs - Kupferberg’s or Whittington media.

» Candidada albicans - Nickerson’s or Subouraud’s media.

Slides - Test for Trichomonas Vaginalis / Candiada albjcans
Vaginal / Cervical Smear for Exfoliative Cytology

Indications :

»> Screening Procedure (Down staging of Cancer Cervix)
> Cytohormonal study and
> Others



PELVICE INFECTIONS

Causative Organisms - Normal flora of the vagina and cervix.

6§

Exogenous sources - sexually transmitted or following Septic Abortions /

Delivery.

I
»  Pyogenic - 50%

e  Aerobes
> Gram positive are Staphylococus -
> Gram negative are E. Coli, Pseudomonas, Klebsiella,

N. Gonoorhoeae

I STD (Sexually Transmitted Disease)

N. Gonorrhoeae
Trachomatis

Treponema pallidum

e Herpes simplex virus type I1
e Human papilloma virus
Gardnerella vaginalis
Haemophilus ducreyi
Donovan bodies

HIV IorII etc.

11T Parasitic - Trichomonas Vaginalis
IV Fungal - Candida albicans

Y Viral

e Herpes Simplex virus type II
e Human Papilloma virus
e Condulomata Accuminata

V1 Tubercular

e Mycobacterium tuberculosis

/



Clinical features of Acute Salpingitis, Acute appendicitis and Disturbed Ectopic

| Symptoms & Signs

Acute Salpingitis

Acute Appendicitis

Disturbed Ectopic

e Pain Acute lower Starts near Acute lower
abdominal on both | umbilicus but abdomen on one
sides settles to right iiliac | side

fossa
e Amenorrhoea Unrelated Unrelated Usually present
and bleeding P V
e G Isymptoms Inconsistantly Usual Absent
such as nausea, present
vomiting

e General look Face - flushed Toxic Pale

e Tongue No significant Furred Pale
change

e Pulse Rapid but _ Rapid, out of Persistent rise
proportionate with | proportion to even with normal
temperature temperature temperature

» Temperature More raised Slightly raised Not raised

e Tendemess Lower abdomen on | On McBurmey’s Lower abdomen
both sides point. May have more on one side

music guard

e Per vaginam Tenderness on both | Tendemess on right | Mass may be felt
fornices. A mass fornix and hig up through one fornix
may be felt extending to pouch

of Douglas.




MODE OF INFECTION

¢ Acute Pelvic Infection

» Pelvic inflammatory disease (PID)

> Following delivery and abortion

> Following gynaecological procedures
» Following [UCD

* PID (Pelvic Inflammatory Disease)

> Definition
> Risk factors
> Protective
> Microbiology
> Signs

> Investigations

e C(Clinical Features

Rise of temperature > 38° C

Lower abdominal tendermness

Tenderness on movement of the cervix
Adnexal mass

The supportive diagnostic aids are -
Blood - Leucocytosis > 10,000 per cu mm
Laparoscopic evidence of tuba] affection

YVVVVYVVYYVYYV

> 30,000/ml.
 Differential Diagnosis

e Complications

> Immediate
> Late
» Treatment

Culdocentesis with purulent fluid having white cell count
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OUTPATIENT ANTIBIOTIC THERAPY

e Non-penicillin allergic patient (any one)
> After 1 gm probenecid orally
» Amoxycillin 3 gm orally
> Ampicillin 3.5 gm orally
> Aqueous procaine penicillin 4.8 mega unit i.m.
* Penicillin allergjc patient (any one)
> Streptomycin 2 gm im.
> Tetracycline ] gm loading dose
e All patients should recerve orally 7-14 days course of (any one)

> Tetracycline 0.5 gm 4 times a day
> Doxycycline 0.1 gm twice daily
> Erythromycin 0.5 gm 4 times a day

INDICATIONS OF INPATIENT ANTIBIOTIC THERAPY

* Adnexal Mass

* Temperature > 38° C

* Uncertain diagnosis

* Unresponsive to outpatient therapy for 48 hours
* Intolerance to oral antibiotics

* Co-existing pregnancy

TP LB 0

——— e
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ACUTE PELVIC INFECTION FOLLOWING DELIVERY OR ABORTION

* (linical features

* Complicated clinical manifestations
¢ Treatment

e Prevention of sepsis

e Curative

> Hospitalisation
> Triple swabs for sensitive and Gram stain
» Bimanual, Vaginal, Rectal expanding

e Definitive treatment

> Supportive therapy
> Active surgery
> Late sequelae

ACUTE PELVIC INFECTIONS

e Following Gynaecological procedures
e Clinical features
» Treatment

> Prophylactic
» Definitive Treatment

.JUCD AND PELVIC INFECTION

With all types more chances in nulliparae
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CHRONIC PELVIC INFECTION

* Pyogenic
e Clinical features
e .Symptoms

* Important factors for infertility

ON EXAMINATION

e For Abdomen
e For Vagination
e Rectal examination

INVESTIGATIONS
e Blood - WBC
> TC
> DC

e Urine examination
> Routine analysis
> Culture sensitivity
e Laporoscopy
e Diagnostic Laporoscopy
» Differential Diagnosis
e Management

> General
> Specific
> Surgery

o~y —aga

—————



VAGINITIS
e Candida (Moniliasis)
e Chlamydial Vaginitis
« Atrophic

> Vaginitis
» Non specific vaginitis

e Toxic shock Syndrome

CEREVICITIS
e Acute
e Chronic

e Endometritis

> Acutg
» Chronic

7/
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HEALTH AND FAMILY WELFARE DEPARTMENT

The healta keing the State subject under the constitution,

che State Govearrnents are responsible for the promotion and

protection of H:alth of their citizens. The health of the people

in any area 1s depended on:

¥. ‘nvironmental condictions
2. Diseases prevelent in the area

3. Socio-economic status of people
4, Nutrition

‘. Availability, accessibility, affordability
and accep:ability of Health Care Services.

Tre State Government have, the responsiblity of providing

the Heal:h Care Services through the Health Department and other

50cial sectors.

1. Health promotion services
2. Prevention &nd control of diseases

3. Providing Diagnostic and Curative
Services (OP) & IPD)

4. Rehabilita;ive Health Care Services

To provide above _tealth care services, the Department of

Health and Family wel fare has to have an organisation from State

Head Quarter to Community .evel and to have needed man power, both

Mecdical and rara-Medical ard infrastructure facilities by esta-

bl:shing Sub-Centres, PHC CHC and up grading the District

FEdspitals for providing Health Care Services.

The H=2alth Care Services provided in the State is classified
as;

l.Primary Health (are Services -At Sub-Centres, PHCs

2.%~condary Healtt care -CHE, Ta.lLevael Hospital,

Sub-NDivisional Hosnitals
and Distriect Hospitals

3.Tertraim Health tare Services -Major Inspitals aAnd Super

Spmciality Hospitala
Frz:—layadneva Tnstitute of
Cardioloqgy, ¥idwai Memo-
rial Institute of fOncolody
NTMHAMNS eta,,
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In addition to above the various National Health and

Family Velfare Programmes are to be implemented as per

guidelines of Government of India.

Accordingly the Organisation of Health and Family welfare

Department is Set up in the State to achieve the above,

"The Organisational set up at different level is enclosed,



ORGANISATIONAL SET up

OF

HEALTH AND FAMILY WELFARE DEPARTMENT

SECRETARIAT LEVEL:

MINISTER OF HEALTH AND FAMILY WELFARE

GOVERNMENT OF KARNATAKA

V
J N
DEPUTY SECRETARY (uem_r») I.F.A,

J
- [ | [ o
UNDER UNDER ER UNDER UNDER UNDER
SECRETARY SECRETARY SECRETARY SECRETARY SECRETARY SECRETARY
SERVICES C & R HEALTH R&I I.5.M, LEGAL CELL

. - .0



STATE LEVEL:

SECRETARY
HEALTH AND FAMILY WELFARE DEPARTMENT

! J J I
' PROJECT ADMINISTRATOR €-———e—ee- DIRECTOR DIRECTOR DRUGS
| CUM E/O,ADDL.SECRETARY --—-> HEALTH & FAMILY I.S.M, ' CONTROLLER
] K.H.S.D.P. WELFARE SERVICES
]
i
DIRECTORG —mm e e e . n : —
SIHFW é:::::::::--; PROJECT 'DIRECTOR PROJECT DIRECTOR
~~7 cuM E/O.ADDL. Kfw

SECRETARY, IPP-IX(K) PROJECT
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ORGANISATIONAL SETUP OF

HEALTH AND FAMILY WELFARE DEPARTMENT

DIRECTORATE LEVEL:
———————- % LLVEL:

(AIDS)

DEPUTY DEPU/ DEMO- JOINT JOINT A,0,
DIRECTOR DIRECTOR GRAPHER DIRECTOR DIRECTOR
(AIDS) (B.B.) ( FW&MCH) (IEC)

JOINT
DIRECTORS(Q)

ADDL.gIRECTOR ADDL . DIRECTOR ADDL , DIRECTOR
(Fw

H & p

LEPROSY
P.H.I.

VACCINE
INSTITUTE
BELGAUM

7. OPTHALMOLOGY
8. MEDICAL

L,
2
1. 7.8,
4,
5.
6.

'9. G.M,s,

(HET)

JOINT DIRECTOR
(HET) -

e —_—
ADDL.D%RECTOR C.*.

%

_—
0. c }(
CUM
F.A,



DIVISIONAL LEVEL

DIRECTOR OF HEALTH AND FAMILY WELFARE SERVICES

DIVISIONAL ijNT DIRECTOR

D.éﬁ(HQ.) d%A. DY.DIREJ%OR ' H%b. Mko. suad%bn
NMEP ZONE SSA UNIT MOBILE (LRU)
(LEP.) OPTHALMIC CUM

DISTRICT LEVEL:

DENTAL UNIT
(STHOOL HEALTH)

DiST.éﬁALTH & DIST . SURGEON
FAMILY WELFARE DIST.HOSPITAL

OFFICER




v

\y
D.M.O,

DISTRICT LEVE]

——

ZILLA PANCHAYAT

C.E.O,

J

DISTRICT HEALTH AND FAMILY WELFARE OFFICER

\y
\4 - i \L \L \J;
DLET - M.O. D.L.O s M.O.
M.C.H. (F.W.")
QFFICER/D.I.O, €.C.T.
\y
M.o,
TALpK LEVEL
S
M.0,

PHU/PHC

e e

i

M.O.

DIST.HEALTH
LAB/

DIST.SURVETI.

LLANCE UNIT



BLOCK LEVEL

MEDICAL OFFICER

PRIMARY HEALTH CENTRE
|
|

{
\V
1
v 5 g v i
B.H.E. ’ SR.H.A. SR.N.A LAB.
(M) (F) TECH.
! {
v/ \ve -
JR.H.A.(M) JR.H.A.(F)
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KARNATAKA

Demographic‘SCenepétha”‘clbdce?

O B

Geographical area; i
Projected Population RLsx1000 11y
No.of Revenue Divisionﬁ,;Jn,J'”'j
No of Districts

NS BR L - ofldss b
Taluks u o
. -.'u\\/\s_n'hfazc e
'Urban POpulatio R
Rural’'Population @©f¢&
Male
: RS BN | Hilanﬁ s
Female
Sex Ratio

Health Institutions in

Karnataka

Total No,of Health Institutions

Total Bed Strength
Teaching Hospitals
No.cf District Hospitals
No.of Hospitals

No.of Primary Health Centres
(GOIP 262 + MNP 1332)

No.of Primary Health Units
No.of Sub-centres

NOo.of Maternity Annexes
Population Bed Ratio

Demographic Para-meter:

Annual growth rate

Decimal growth rate

Birth Rate

Crude Death rate

I.M.R,

M.M.R.

Reproductive age group (F)
Mean age of marriage of girls
Life Expectancy - Male

-do- - Female

50 - 100 Beds
No.of Community Health Centres

[? (7

 Karnataka, is one. of the Bthlquor State in India,
Ll 92 lakhs Sq .Km,

.l'lJL

CI‘OI‘GS

L)

\I; \1’ f”r1

- 20 + 7 New Districts

6% e

240 Crores
JilLL'3UIOICrores'r

- 2,30 Crores

- 2.20 crores

- 960 Females/1000 Males,

2336
38505
»7

20 + 7
52

242
1601

589
8143
279
1.428/1000 pPopulation.

L.

1.9%
21.11%
23

7.3

53

4.5

15-29Yr,
19.4 yr,
65-55 Yr.
66-55 Yr.



I | o

. -2 2 &= S f‘ :
A LATIATI N NS
Beds Distributed in Health Institutions:-..
.’12'(-:" Vi e R : okt e g i <y i Y- Vo e LR :
- by S rict’ Hospital' @1 V250" t0' 750 ' " -2 million
" Piluka Hospitals' — 3p— 100'& above S
Community’ Heédlth Centres'-30'!L:i'50 beds - ' !
primary Health Tentreg'®ilg +d. .67V~ Swr &W
2ForntaiG voebov DR - ’ Wwesi e cr Lo g e ;
Population .Qed_ Ratio - 1,428/1000 'Population :
Mysore Type of Dispensary/PHU. p _Population Cost :
3 5 s T N0 i A 2 &
primarys;Health.Unit - 589 pojitsyi, 15000: ., + 6.00 lakhs
gpale P 8 & o ' , .
Sanctiop of Primary Health Units stopped since 1984.
o vl g 8 AN e - RIRET e o !
coa LM et e e a0 -
SRUECURLY SR D BRCILF € L R R
LU S ot duditan Jdrleo b 0T Ay
s IR B, LN P
o alvginoit o g,
LoV Saivtinno! s
L ey Q0L e a5
[P IS S50 £.2 30 NS (R AP LW (RELARL R & U I
= Sty APt et
{sEEL o557 Cd
1 BEES N U AN P
: 1) -t 2
’ BN S e F
{ Plygod Gt N L Gtlen e i i
$3 T At '
Wi LT ey ‘
{1 ! RN g™ !
"y
[
A ) ey 7
! 3¢ i
(]t - J



\J

. - JF0F 00 ©Uckd r"awﬁ_:af&raep‘auaan.s:447::)2{1&2.1@“‘ : 96 Javunacy

C RO~ 1) 350F5n udey F0:Zid0D:2L 1ewB: 7l DimaoT:

- ToUT, T3y Fwdessusng.

ST 0TUveny e god EU0dUY dery CCeIN¥Iue SOUE3OR eduagnﬁ’."ﬂ-i'?,];t -'

TSSOSO Sty SRR

TR UT STIF0 @IV ¢ T

PRCIV: wdiaers 303, 5UT Ry wLTeO - LR E

i nodt 205,43 ofe g CPFT LOFDOMNYIU , RN
Ss¥30dne ¢Fed Bpoditos wria- g o 8o

Y ' ."‘. ' . ... .

3
- , - 0300T LR udfE 1994

L4472,

2) —t D000 183201 75 1 26275 Tal B
3) —i @S20D:193:280:7H:20-11-76. "
45 - TeSSFEu S 5 1L 70 12008 76 L

' B 26—T—~75 »
Q) - Q01310 8 &1 T —50.

6) dtupza Ve 3 ao:aé‘&:l MRL:1Be £:26—4—-82. T
7) X5ofon Cled T0:086 :3enndn: 8l (L)e:17-5—8p2. LR
8) Jezrd ez ao:a*‘é:3:ua.~p‘i:&l (2):6:20-5-§2. . TS

9) JTFOos yden AolBSASGu T, 1 87 ;4= B8l JPR

| ~ 0:20—6-82. R
10) #ezer wde RO:TIDITZUID 5:187:4=: 8L i e b
0:19-1-83. ho gy

11) Zesrd edes 701370 :9:925: 63 0:26—7—83.
12) S53F0g cdey FOITLdBuUR 511 702w 63

: G:l1l—l-4—63. : . ;
13) ®59F 03 wes moiwaTmLIL s L3l 0 mes B S

| 64—l 2—66 . e Y

14) - = 92 7:0052:91 0:16-9-91. SR
Jued LoUD Sror o CdeIMYO,, BlyT ToUseTy 106D vaEF - - e

VETIONI Iy e Uddl‘ﬁ?\3¢0r{ SUTU, wwafogu RIC WQFAONL U

o RURVD TUULTedM sy Cdueerns mulu, zuz Rendody -
ROJU0S,6C0,, WOUT 23U A TN T, 0FUse a0l afe s SpFF .- L
OYTUNVAVL TUuRUd 2,7 570000 ToRTH0omGs Hge oy TOBEUF Ll
DOV, VEVIL ey WOSMYO, TIOIUE Oitammicug SUE,TYy el
ARG I, Wduveriy Husg, zos RIYVOTy R Eondnt Juced 09 - o e
Jarg 13 00, wUeo KERFon edean 0e & D80 JUNe ETUTY
SLN0WT aFea GhFy CETIANYJUy 33 uToTu VST§EICY IFIE O goavg.

SO0o00U RuUTslagy AT VYFTOOMVE e g YT VO FToUMY Sy L ) oy
IUSU, FUF ARINVy 2eatagy JITUs dTedcodu dan wuarrody dag Lt
OLPET0MRT T,y o g YRET 0LTaUnYRuy ve Gdeddusonr ONE_ATU .
gr’\’zﬁo}mon ANITA0UTIOT T, 304 OJUoe ciLy uaf U JIVOZNRTISOAIVRYy "

RST. e

: 8¢ Cdedamey SHET RePTOTo wHHEE v e (101270 13 100 :
X 0:28-2-96 oo, a¢buug BTISASNTORTIN TsecbiusAd - 4

EAFUT Uoussony SIPEINSPTe) SV,
OIU TIDTm :

T smaa L

.
™

- R ~Nude ok, )
CO30F URF T XuTTMIGoY ,
Sdweers Jusu, Eouuow TUI4o Y.

SR uae -



Y

¢ .
" . ¥ (o
— g% e . 0 , &
Sools s aduney:l 9: 01—92. gdunes 3T, FIHUOU TURER

Jedriy ATF ¢ TN03V
dory Jasu—9, ORP08: 12—4—96 -

T, 3030y FTOoION semnuant - :‘

1y e adFesmonoIutgodld 0 T3 T5IwR0 ARG DU
TGO Fidv¥s Su.Sion -

2) g ACFeTHROCTSE DUS ADIRTS GRNUER AN RGN
FO3Us FURT_ TudTeaN: :

) ¥o,iGay .

(C..(,{'?.‘-'. ’.\.z
° (g

- RAFITS SoTN,
sdIoen; uga'q_, GowoL TURgn JeINTJe

r\& 2 ,./'/
wor . B N\

B i
Vite s



AT

N2 1o GOVP,0RLER N

bVirector of {7 /1013/
4ddl bira, tor (LICHE:FY )
4ddl.Dirsctor éAIDS)/
Adcél Lirector
(GiD),’A¢al.Dj

Leseriction of powars

o uzerove the 3 r Pull powsps
Loer treinine, Hadiographers,ﬂealth ! po¥
inz-setein inc CIter cntageries

suliiset tc “he Tupbagp of candidates

NG tha mtas o stirends fixad by

ECVEDAL 29T,

o d2 ez (hs staff cof tha
Laxinun 2 of whoe am balow
for Service undep local bodies
the foreig: services rulas KCSks
¢0 Cocuercial undep takings (1)
in place of 18.2175/~ the current
DLXIOUG par of tha reéated pnst
1.9, nlgss-l Junior S¢a1. Grade in

threa years

a,

Project)/ 1
rector (KHSLP) «Yvisional JDs/

- -

JIS Werking

as Programme Off-

icers in ihe
Lirsctorate/

Principalsg cf
liedical/Denta)
Colleges/Supdt.
or teaching
Hesoitals/
Chiof ‘dmn.
Officer/lirec-
tcr iinto
#egicnal Inst,
of Cphihaleo-
logy., Ju(rzis)/
Ju(Vaeeina
Inst. )21 paun/
JUL,TEHT 3 lore,

Full povers

threz veayg
(non—Gazetted)

T e e e m

WHET 447 1RV 96 BANGALORI, Liw3s 8TH LIARCH 1996

LD/List . HF7 -

Officer/ dist.

Surgeon/Dy,
(MC/Seniop
Specialist/
Frincipal of
HEF?! Trairing
Centres/.
College of
Mursing/Admn.
Cfficers,DD
(:1I3T /LD
Health Cfficep
{352 UsH1t)/

Al

Talpk Level
Medical Cfticers/
Sr.lkedical

Officer/Specia-
list/Duty liedicn1
Officer ’

Specialist/
“eprty liedica)
Officer &t
Taluk Level/
DLC/2i0/I1C/
Madical offy-
car Dist.
Health Lap-

Lizdical Officer or2tery/

Laprcgy
lasnital/
Surpzon TRei/
.UiJ. Vil
Shimnga.

lledieal ofrj_
cer(FRilcH)

liad ipal

Cfficer (Z2¢)
vedieal Cificar
(IiTT)/Li ot
Training

_._.....__-—

VRS ey e i,



R

-
o
w
-
W
o

5 c. anmu:afc ~nd velfare charges Full power - i3.,2,500/- Rs.2,000/- Rs SOO/- -
nrovicézd thay :re not caused by _ each tima 2ach time each time
the nazlivence of any Govermoant
servhift. :
d. Purchese of Z-ray photo films Y@11 powers Full power Pull povar Full power

3. wntietzrenc: of fregs, rnobits,dees,

ralE, wihlte rhios and othisr zum : nil Rs.10, 000/~ 3.5, 000/~ -

anlmnis rzquiced for 2¥perimants ‘ e2ch tipa €rcn time

in li2aicul ©0l3 2z33 an¢ othsr )

Instizuticag,

. Susels of =5 e to thz irpatas - Rs. 1“0/~ nir 23.1%C/~ nir Rs.1507- gar
cr sntel fizern ol 2 Lenrcesy i 2ach pir of shoes “rh D2LE of ¢nen paid of
Iustigdedors ot p yeip.. @ “# p2r innarz (ifent:l shnea irmnde  shers to
. . prs i+l nf lantal inkzte ¢of

38.200,/~ to ilcgsnitzl And Mznpl Hdoopita
lr‘"‘"*“ of Izrrosy 3.200/~ pzr  2nd 23.200/-
dosnin) par coss inmzte of pEr pair of
ner yan ) Laprecsy shezs, to "

fospital par immatas of
case per yr. Lapresy Hosp-
‘ 3 1;"1 per c2s2
! v n2r year.
|
. w2usuris for eontrel of Plague and
othzr under the fellowing h=1ds.

i) Contiruction =nd rap-irg of
segrigetion eamns ~nd Hospit=ls full power “3.5,000/- £5.2,500/- “(3.1,000/~22ch
time to control
plagusz,

ii. Furchuse rnd carriage of Medicines - - - =

iii. Dietary cl arges - - -

(y



{0

16w

11,

Glasswars, Chzmicols & feids,
Lﬁbtratcry MWressaries to Collegesg
and othar Institutions.

- - - I

on fixing

D sapetien 2Xnenditure :
SErvicing

renlacemant CI narts anq

Or rep:irs of

2. Xepey “ltrﬁs(mnC,Ehdoscopy
“nd other Schinegs,

b. StOrilidurn/Mtcrdscopds/
Refrigefﬁtors and¢ other
9QUipimantg,

c. EsuCing/Clnthin;/Ccta/Iockers
and 200l gy, )

. Yrgent Tiptilies of Zildings ip
ract o[‘fleotrinqls/Snnitntion
WETTr sunply ate.

‘r‘SLE
o nu

I deeept LIfEs 4 Lontiions fop
cuclic op instrumentg for_institutions
unice tho contrcl of the Uepﬂrtment.

|
2xnenditure oyt of pbor
Hesrital

To Ssdncticn
fund of +tho

Supplied by Government

Te z2t fon s not
Or Privsto Pressen.

‘T258,printe by

To oo ndemn Tipa-barred Drugs eng to -
order thaip dignogal

-._...~._.-

Ful) poviers

T'ull povarg

Pull powers

Full peverg

Full powerg

Full powersg

Full powers

M1l powers

-.._...-..h

o

each tipga
limitag to
Rs.1/¥lakh
PEr Annug

“s.10/¥lnkhs

Per annup

Rs.?/—lakhs

© P2r annup

Rs.S/;lakhs
Per annunp

ks.»n/_ l:khs
P3Y anrun

Fu1l powars

Pyli powarg

nil

Full powers to

3.25,000/_

S s e e e

Rs.50, 000/-
each timea
limited toq
Rs,1/-1akh
PEX Aannup

RS.S/LlakhS
per annunp

RS.T/L 1akh
Per Aannup

is.1/= 1akh
Per annum

3.1/~ 1akh
P2r 2 mun

Full nowers

£3.500/-2ach

time

Rs.T0,00Q/—
each tige
linitad to
Rs.1/-1akn
per annun,

the extent of the - -

Powars to
thzase itemg,

purchasge

Q.

Rs.vo,ooo/-
Per amup

Rs.l0,000/per
annum

83.25,000/—
P3r 2nnugm

its .10,900/-
Per annup

a1 povers

Rs.50/- each
time

2
as.vo,ooo/L
Per 2nnup



-
1 2 3 4 5 6 -
19. Purchase =1¢ pracuctirn af film . _
16 ~r 35 co cond Videe films Full prviers Rs.3/- lakhs - -
p2r annum frr
pucrchase c~nly.
20. Zxhititicn i.s. Mys:re lasara Hajer .
3xhibitior Tregrome Rs.5/- 1akhs s.1/- lakh per - . -
each time annum
21. ‘rinting ~f gublicaticn rac-rts/
lianial .uidelinas, Full peowers. - - -

_————-.-...._——————_—--——.—..

SL/,—X
(JOYC™? SUXT* L)
Internsl Firancinl huviser,
Henlth 2n¢ Pamily Yel fare Daptt.

/coTY/
h\,’:/Q/\i/' (o t_&r’\-"\-‘\ix

for Directer of Heglth & FW Services.

i
- AN

N

\5_\ W



C o e

-

R ECRUITMENT

THE KCS (GENERAL RECRUITMENT RULES, 1977)

- Sti. P. Ramanathan”
A) APPL[CATION: APPLICABLE (RULE | (3) (A)

B) METHODS OF
RECRUITMENT:

. Consuh;mt, DPAR,

1) Toall Civi| Services and POSts to which there are no
special rules.

2) Even where there are specia] rules, where these rules
contain an over-riding provision (non-obstatante
clause) or where in the Special rules there are no
specific provision.

NOT APPLICABLE (RULE ; (3) (B))

1) To All Indja Services.

2) To Industrial undertakings

5) To Casual employment.

4) To Work-charged establishment.

This is the core of the rules. The rules give the different
methods of recruitment and the incidenta] provisions.

Basic methods of Exceptional methods

recruitment of recruitment

(1) Direct recruitment (R-3) 1) Re-employment
(R-15 (1) (a))

(2) Promotion (R-3) 2) Contract (R-15(1)(b)

(Note: Of the two methods the 3) Transfer (R-16)

method to be followed and the  4) Deputation (R-16)
qualifications required shall pe
specified by the C&R Rules).
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(1) DIRECT RECRUITMENT:

Definition:  Appointment otherwise than by promotion,
transfer, re-employment or contract is direct recruitment
(Rule 2 (1) (g)).

There are two methods of direct recruitment:-

(i) by competitive examination;
(i1) by selection (Rule 3 (1)).

PROCEDURE OF APPOINTMENT:

If by competitive examination in the order of merit prepared
by the selecting authority on the basis of such an
examination (Rule 4 (1)(2)).

If by selection, after giving adequate publicity in the order
of merit determined by the selecting authorities (Rule 4

(1(b)).

(2) PROMOTION:-

Definition:- Appointment of a Government Servant from a
post/grade/class of service to a higher post/grade/class of
the service (Rule 2(1)(m)).

(Manager Sri V. Rangachari AIR 1962 SC 36).

Here also there are two methods:-

(1) Promotion by selection;
(if) Promotion on the basis of seniority-cum-merit Rule 3(1)

PROCEDURE OF PROMOTION:-

If by selection

(i) On the basis of merit with due regard to seniority
(Rule 4 (2)(a))

(i) merit is determined on the basis of service records -
ACRs, APRs, personal dossier and SR.

1~



(1) Seniority brings within the zone of consideration only
(provision to Rule 3(3)(a)).

Union of India -V/s.-Srivatsava - 1979 (2) SLR 116 SC)

Zone of consideration 15 2n + 4 where *n’ is the numter of
vacancies.

(iv) Seniority is not the sole criterion but it counts when two
Or more persons are of equal merit,

(N.K.Panda - Vs-Union of India - 1977 (2) SLR 589"
(Orissa)

(v) This method or provision is limited to the post of Heads
of the Departments and Additional Heads of the
Departments in equivalent grade - Rule 3(2)(a)

[f on the basis of seniority - cum - merit. .

(i) If from one cadre or class of posts - on the basis of
inter-se seniority - Rule 4 (1) of the Seniority Rules.

(1) If from several cadres or classes of posts of the same
grade by the length of service - Rule 4 (2) of the
-Seniority Rules.

Note:- This provision prevalis where the C&R rules are
silent and does not provide a ratio).

(iii) If from several cadres or classes of posts of different
kinds, by the order in which the names are arranged by
the appointing authority - Ryle 4 (iti) of Seniority rules).

(iv) This method of promotion is applicable to aj| posts
other than HOD and AHODs - Rule 3(2)(b).

(3) RE-EMPLOYMENT--

(1) Restricted to appointment of retired Government
servants of the State Government, Central Govt., and
other State Governments.

(2) Terms and conditions are upjlateral - one sided
determined by Government under rules.

(3) Period of re-employment as may be necessary and as
determined by the Government. There is no limitation -
Rule 15 (I)(a)
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(Note:- Extension of service in continuation ot service end it
cannot be granted beyond 60 years) - Rule (153 (n) of KCS)

(4) CONTRACT:-
(1) Slightly different trom re-emplovment.
(5) any eligible and suitable person can be appointed.

&
(b) duration of the appointment is normallv not
beyond five years.
(OM No. DPAR 15 SDE 85. Dated 11" June
1983)
(5) TRANSFER AND DEPUTATION:- .

(i) Government may appoint to a post an Officer of
the Defence Service. An All India Service or a
Civil Service of the Union or the Civil Service of
any other State. This appointment can be either
by transfer or deputation. For such transfer or {
deputation equivalence of grade is not necessary.
(i) Government may also order transfer or
deputation, from one service to other service or
one department to other within State Civil
Services.
(i) To effect transfer or deputation from one €
service to other the following conditions should
be satisfied.

(a) Reasons to be recorded in writing.

(b) The post in which the official is working
and the post to which he has to be
transferred or deputed should be in an
equivalent grade.

(c) The official should be capable of
discharging the duties of the post to
which he is transferred or deputed.

(iv) Government may appoint an official who is
permanently incapacitated for the post which he
is holding or to another post where his services
can be utilised. Such appointments.

(a) cannot be to a lower post unless the
official consent to it or
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(b) to a higher post unless there is no
equivalent post.

Government may similarly appoint an official whose
service is temporary Incapacitated. Such an
appointment can be only for the duration of the
temporary incapacitation.

(6) Government may a_ppoint by deputation of a person to
any Group-A post in the State Cjvil Services. [fsuch a
person is:-

C) MATTERS RELATING TO
DIRECT RECRUITMENT

D) DISQUALIFICATION:

(a) In the service of any University in India;
(b) In an equivalent grade; and
(c) in possession of speacialised qualification;

Period of deputation - not exceeding five years.

It is a negative provision. The qualification is, not to
possess the disqualifications |jsted by the rules.

"The disqualifications are--

(1) Not being:-

(a) a citizen of India, or

(b) a subject of Nepal, or

(c) a subject of Bhutan, or

(d) a Tibetian refugee, or

(¢) a person of Indian origin migrated from
Pakistan, Burma, St Lanka and East
African Countries of Kenya, Uganda,
Tanzania, Zambia, Malawi, Zaire,
Ethiopia and Vietnam;

(2) a man having more than one wife living;

(3) 2 woman married to a man already having a
wife;

(Govt. may €xempt the operation of this rule in

special cases).

(4) Persons  attempting  extraneous support  for
appointmens:;

'



2) AGE
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(5) applicants in Govt. employment not making the
application through proper channel (Exception
Local Candidates):

(6) tor appointment as peon-not passing standard
examination and not expressing willingness to
serve as Home Guards;

(7) persons associated with unlawful organisation.

(8) Persons associated with activities such as

¢ subversion of the Constitution:

* Organised breach of law involving
violence;

* causing prejudice to the interests of
sovereignty, integrity or security of the
State;

* promoting disharmony among different
sections of the people;

(9) persons dismissed from Central or State Govt. Services:

(10) persons permanently debarred by the UPSC or any
State PSC.

(11) persons convicted of an offence involving moral
turpitude shall not be appointed unless all the
circumstances are reviewed and their suitability tested.

(12) persons temporarily debarred by the UPSC or State
PSC’s shall not be appcinted unless all the
circumstances are reviewed and their suitability tested.

- Rule 3.
(1) MINIMUM MAXIMUM
18 38 - SCs/STs/Category (I
: 36 - OBCs ‘
33-GM

Age to be reckoned with reference to the last date fixed for the
receipt of applications or a date specified by the appointing
authority.

- Rule 6 (1)

(2) If the C&R rules do not provide for enhanced upper age limits
for SCs/STs and other Backward Classes, then these upper age
limits will prevail - Rule 6(2)

(3) 1f the C&R rules provide for lesser upper age limits, then these
upper age limits will prevail - Rule 6 (2A)

(4) Relaxation and enhancement in upper age limits.

V.
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(a) Relaxation:-

73

[n the case of repatriates trom East Pakistan (Bangladesh),
Burma, Ceylon (Sri Lanka), East African Countries (Kenva,
Uganda, Tanzania, Zambia, Malabi, Zaire, Ethiopia and Vietnam.
the upper age limit shall be relaxed:

(i) by 3

years tor recruitment through competitive

examination;
(i1) upto 45 years for all other recruitments:

and

this shall be further relaxed by 5 years tor SCs and Sts
among them.
(b) Enhancement:

(1) by 10 years in the cases of a candidate;

i)

i)
i)

v)

who is or was holding a post under the
Government or a local authority or a
Corporation (if the number of years of service is
less than 10 years then by the number of years of
service);

who is physically handicapped

who is a widow:

who was a bonded labourer:

()bys yegirs in the case of a candidate;

1)

for appointment to a Group-B post on the
personnel establishment of a Minister, Minister
of State or a Deputy Minister coterminus with
the tenure of the Minister:

who is or was holding a post under the census
organisation. (If the number of years of service
is less than 5 years then by the number of years
of service):

(3) by the number of years of service in the case of a

candididate;

who is an ex-serviceman + 3 years;

who is a rleased NCC full time Cadet Instructor;
who is or was a Village Group Inspector under
Rural Industrialisation scheme: ’

who is or was a member of the Staff of former
Maharaja of Mysore.

(Rule 6 (3)(b))

~1
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Application through proper channel:

Persons already in Government service should make the application through the
appointing authority.

This condition is not applicable to Local Candidates. (Rule 11)

FEE
1) As prescribed by the PSC or other recruiting agency in consultation with
Government in respect of application and examination;
i) as prescribed by Government in respect of medical examination.

Exemption of fee:

1) Total exemption in respect of SCs/STs/Category-I
i) This exemption in respect of displaced Goldsmiths; o
i) total exemption in respect of migrants from Bangladesh, Burma and

Srilanka for recruitment through PSC only.
(Rule - 13)

Suitability and Character:

1) to be tested by detailed verification int he case of Group A &B;
i) to be tested on the'basis of certificates in the case of Group C&D

(Rule-19)
Physical Fitness:

1) detailed examination by a medical Board in respect of Group A&B
i) On the basis of a certificate after examination by a Medical Officer not below

the rank of an Assistant Surgeon.
(Rule-12)

Joining Time:

1) 15 days from the date of despatch of the appointment order by registered post;
i) pointing authority may grant such further time as deemed necessary on

application made within time;
i) the name of a candidate who does not assume charge of the post within the
prescribed time or extended time shall stand deleted from the select list.

(Rule - 18)

V)

-l
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Probation:
‘ . All appointments by Direct Recruitment shall be on probation for such pertod. not
being less than two years. (Rule - 19)

Misconduct:

A candidate producing falsified documents or using unfair means in connection

with his recruitment is liable to;

1) criminal prosecution;
i) disciplinary action;

i) debar permanently or temporarily by the Commission from admission to an

examination or interview;,

1v) debar from employment by Government.

Ex-servicemen and
Physically Handicapped.

Wherever there is an element of direct

Recruitment 10% of the vacancies available for such
direct recruitment on any occasion shall be
earmarked for ex-servicemen, 5% for physically
handicapped persons, and 30% for women.

This is a reservation under Article 16 (1) of the

"Constitution of India. This is called horizontal

reservation whereas reservation under Article 16(4)
of the Constitution of India is called vertical
reservation. The horizontal reservation has to be
within the wvertical reservation and the overall
reservation should not excesd 50%

For this purpose 10% of the vacancies for Ex-
servicemen, 5% of the vacancies for physically
handicapped and 30% of the vacancies for women
shall be set apart in each of the categories of general,
merit, scheduled castes, scheduled tribes and in each
of the categories among other backward ciasses
identified under Article 16 (4)

(Rule -9 and 3B)
Officiation: - All appointments by promotion shall
be on officiating basis.

The period of officiation shall be one year unless
otherwise prescribed in the C&R rules



COMMON PROVISIONS:

76

This period of officiation may be extended by

another year by appointing authority.  No further
extension is permissible.

The period of officiation may be valued if the

official has already discharged for the period of one .

year duties of the post to which he s promoted.

The period of officiation may be reduced by such
period not exceeding the period during which the
official has already discharged if any, the duties of
such post.

On the expiry of the period of officiation either it has
to be declared as satisfactorily completed or the
official reverted.

After declaration of period of officiation the official
may be confirmed at the earliest available
opportunity.

INSTRUCTION ON PROMOTION:-

‘No person retained in service after the date of

superannuation shall be promoted to a higher post.

This restriction does not apply to officials who have
been retained in service upto the last day of the
month in which they have attained the age of
superannuation, in accordance with rule 95 (a) of the
KCSRs.
(Rule -7)

1) Reservation:- Reservation for Scheduled
Castes/Scheduled Tribes and other Backward
classes shall be made to such extent and in such
manner as may be specified by Govt. under Article
16 (4) of the Constitution. (Rule - 8)

Government have been issuing orders under Article
16 (4) from time to time and at the moment orders
tssued on 20-6-1995 and connected orders in respect
of direct recrutiment and orders issued on 27 41978
and the connected orders in respect of promotion

Y
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are in ftorce. The policy of reservation is not
applicable to other methods of recruitments.

2) Appointment by direct recruitment or by
promotion:-

y

i)

a vacancy identified for promotion may
be filled up by direct recruitment it no
eligible person is available for promotion;
a vacancy identified for direct
recruitment may be filled up by
promotion when such vacancy is not
likely to last for more than one year;

PROBATION/OFFICIATION

No person who has not completed the period of

probation

or officiation, as the case may be

satisfactorily, shall be eligible for promotion.
-Second provision to rule 3 (1) e

L J

11
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Seniority

. Application

The Seniority Rules, 1957 are applicable to all Government servants except to -

(a) local candidates (Rule -1A)

(b) allottees in determining their initial seniority. (Their seniority shall be determined
in accordance with section 115 of the State Re-organization Act, 1956 and the
orders issued thereof).

(W]
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[1. Principles of Seniority

What is Seniority ?

Persons appointed earlier either by direct recruitment or by promotion in accordance
with the rules of recruitment are senior to those appointed subsequentlv. In other
words appointees of one occasion are senior to the appointees of the next or
subsequent occasion/s if it is within the frame work of rules of recruitment and this is
what ts known in service jurisprudence as seniority according to continuous length of
service in the cadre or grade.

(G.S. Lamba V/s Union of [ndia)
1985(1) SLR 687 SC)

(1) Appointments can be made on a permanent (substantive) basis or on a temporary
(officiating) basis.

(2) Officiating appointment can be made substantive by the process of confirmation.
An official can be confirmed when the following conditions are satisfied -

(1) availability of a clear vacancy against a permanent post ;

(ii) the period of probation / officiation of the official is declared to have been
completed satisfactorily ;’ .

(iit) the official has passed the prescribed examination, if any, to the cadre /
post;

(iv) the official is the senior most eligible person in accordance with the
seniority list.

(3) An official appointed on substantive basis is senior to all officials appointed on
! officiating basis in the same cadre of service or class of posts immaterial of the
length of service. Rule 2(a)

(B.N. Nagarajan V/s State of Karnataka)
(197992) SLR 116 SC)

(4) Amongst the officials appointed substantively the interse seniority 1s to be
determined according to the dates of confirmation but if it is the same, on the basis
of their interse seniority while officiating in the same grade and if not on the basis
of their interse seniority in the lower grade . (Rule 2(f)

(5) Amongst the officials appointed on officiating basis their interse seniority is to be
determined on the basis of officiation in the same grade and if it is the same, on the
basis of officiation in the lower grade. (Rule 2(c)

(N.K. Chauhan V/s State of Gujarat)
(AIR 1977 SC 251)
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ITI. Seniority Between Direct Recruits and Promotees

L.

(l.) A factor to be taken into account while determining the seniority in accordance
with thgse rples in the proportion or the quota prescribed for direct recruitment and
promotion in a cadre in the Cadre and Recruitment Rules.

(2) Direct recruitment and promotion are possible only by the methods and
procedure prescribed in the rules of recruitment. '

(V.B. Badami V/s State of Karnataka)
(IR 1980 SC 156)

(3) When there is a quota, the quota cannot be altered according to the exigencies
of the situation.
(S.C. Jaisingani V/s Union of India
1957(2) SCR 703 SC) -

(V.B. Badami V/s State of Karnataka
AIR 1980 SC 156)

(4) Promotions made in excess of promotional quota though not illegal are
irregular. The excess promotees have to be absorbed in subsequent vacancies
within their quota.

(S.C. Jaisingani V/s Union of India
1957 (2) SCR 703 SC)

(V.B. Badami V/s State of Karnataka
AIR 1980 SC 156)

Similar is the position in respect of direct recruits also.

(3) For the purpose of calculating the quota between the direct recruits and
promotees the period which forms a block is the period from the date of Cadre
and Recruitment Rules to the date of first direct recruitment. Thereafter from
the date of one direct recruitment to the date of next direct recruitment.
However, if there is an amendment to the Cadre and Recruitment Rules, the
period is from the date of Cadre and Recruitment Rules / recruitment to the
date of amendment and then from the date of amendment to the date of next
direct recruitment.

(V..B. Badami V/s State of Karnataka
AIR 1980 SC 156)

(2) to (5) above are covered by the Ofticial Memorandum dated 5-7-1976.

~
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(6) The principles evolved in Badami's case have been reiterated in Gonal
Bhimappa V/s State of Karnataka

(AIR 1987 SC 2359)

Instructions also have been reiterated by the Government vide Official
Memorandum No.DPAR 43 SRR 87 dated 14-12-1987.

Where the date of appointment of promotees and direct recruits is the same, the
direct recruits should be ranked senior to the promotess. (Rule 3)

M\;.,-\Q(j
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[V. Seniority Among the Promotees
Promotion in one of the methods of appointment.

(Manager, Southern Railway V/s Rangachari)
(AIR 1962 SC 36)

Appointment by promotion is possible by two methods, viz ;

(1) Promotion on the basis of seniority cum-merit ; and
(2) Promotion by selection.

The seniority in these two cases is determined as follows :

(1) Promotion on the basis of seniority-cum-merit at the same time
a) If promotions are from any one cadre or class of posts, by their seniority interse
in the lower cadre or class of posts ; (Rule 4(1)
b) If promotion are from several cadres or classes of posts of different grades, by
the order in which the names are arranged by the appointing authority.

In consultation with the Public Service Commission, where such consultation is
necessary, after taking into consideration the order in which promotions are to be
made from those cadres or classes of posts. (Rule 4(iii)

(2) Promotion by selection at the same time ;

(Note : Now this is restricted to Heads of Departments and Joint Heads of
Departments in the same scale of pay).

Whether promotions are from the name cadre or class of posts or from several cadres
or classes of posts, by the order in which the promotees are arranged in the order of
merit by the appointing authority, in consultation with the Public Service Commission
where such consultation is necessary, subject to any special order of priority in
accordance with any special rules of recruitment. (Rule 4A)

(3) Seniority is not the sole criterion. It counts only where two or more persons are
of equal merit.

(N.K. Panda V/s Union of India
(1977(2) SLR 589 (Orissa).

Seniority brings the officials within the zone of consideration.

(Union of India V/s Srinivas.an
1979 (3) SLR 724 V Delhi)

Zone of consideration is 2X + 4 where X is the number of vacancies.

)
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V. Seniority Among the Direct Recruits

The appointing authority has to determine at the time of first appointment : Rule 5(i)
(1) Where the recruitment is through a competitive examination, in the order of
mertit. (Rule 5(1) (a))

(i1) When it is by selection it will be in the order of merit in consultation with the
selecting agency. (Rule 5(i)(b)

(i11) When successful completion of a course of training is prescribed, on the basis
of the order of merit,

(a) at the examination, if an examination is held ;

(b) at the selection for training if no examination is held. (Rule 5(i)(c))

(2) The above principles will apply when the selected candidates assume charge within
the specified period under rule 18 of the Karnataka Civil Services (General
Recruit) Rules, 1977, otherwise it shall be determined from the date of assumption
of the charge of the post. (Rule 5(2)).

(3) Within the specified period date of joining the duty is immaterial for the purpose of
determination of seniority and the ranking remains the same.

Syed Shamim Ahmed V/s State of Rajasthan
1981(1) SLR 100 Rajasthan




V1. Seniority on Appointment by Transfer

(1) When a person is appointed by transfer trom one class or grade of service to

another class or grade of service carrying the same scale of pay, his seniority has to
be determined :

(1) if the transfer is in public interest. with reference to his first appointment to the
class or grade from which he is transferred - €
(1) if the transfer is at the request of the official, he has to be placed at the bottom

of the gradation list of the class or grade of service to which he is transferred.
as on the date of transfer.

When determining the seniority of a person transferred in public interest with
reference to his first appointment to the class or grade from which he is transferred he €
has to be placed at the appropriate place among the persons actually holding the posts
in the class or grade to which he is transferred as on the date of transfer and the
seniority of the persons already promoted cannot be disturbed. (Rule 6)

(2) Transfer does not mean fresh appointment.  Transfer in the interest of ¢
administration cannot be held as discriminatory. E

(S.E.R. V/s M.P. Ranga Reddy
1992 92) SLR 346 Cal).

(3) If the transfer is on request, then seniority has to be assigned as on the date of €
joining the Head quarters. .

(R.N. Dhawan V/s Union of India
1981(1) SLR 855 Delhi).

(4) The seniority of the officers transferred from Defence Service, All India |
Service, a civil service of the Union or a civil service of any other State to any
equivalent class or grade of service in the State Civil Services also has to be
determined in accordance with para (1) above. (Rule 6A)

™



VII. Determination of State-Wise /
Division Wise Seniority

‘ Where seniority has to be determined by

(i) preparation of a State wide list' consequent upon posts included in the District-wise
cadres being included in the State-wide cadre or posts included in the Division-
wise cadres being included in the State-wide cadre, or

(ii) preparation of a Division-wise list consequent upon posts included in the District-
wise cadres being included in the division-wise cadre :

it has to be done by taking into consideration the total length of continuos service
in the district-wise or division-wise cadres, as the case may be. But when the length
of continuous service of persons in such cadres is equal then it has to be done by
taking into consideration :

(a) where such persons are promoted from a lower cadre, their length of
continuous service in the lower cadre;

(b) where such persons are directly recruited to the district-wise/division-wise
cadres, on the basis of their relative age, the older in age being considered
senior to the younger (Rule 7A)

19
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VIII. Removal of Difficulties

Cases in which difficulties arise and are not capable of being determined by the
application of any of the provisions of these rules have to be determined by the

appointing authority himself, in such manner as he deems fit, in consultation with the

Karnataka Public Service Commission (Rule 8)

V.
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IX. Preparation of Seniority Lists

The seniority list for each cadre of service or class of post has to be prepared In
‘ accordance with the provisions mentioned above, every year. (Rule 10(a))

(2) The seniority lists have to be prepared by :

(1) the Government has Gazetted cadres of service or classes of pOSts.

(11) the Head of Departments concerned for the non-Gazetted cadres or service
or classes of posts. The Government may also prepare the seniority lists for
non-Gazetted cadres of service or classes of posts. (Rule 10(2))

= (3) (i) Seniority is a condition of service, hence every official has a right to know it.
the seniority lists are, therefore, required to be displayed on the notice board of
the office or are made available to the officials concerned for reference. If any
official desires a copy of the seniority list the same may be supplied to him on
payment of a nominal price of fifty paise per copy. They need not be published
in the Official Gazette : =

(Official Memorandum No.DPAR 62 SRR 76 dt.9-2-76 and
Circular NO.DPAR 25 SRR 85 dated 27-7-85).

(i) the seniority lists should be invariably prepared as on January first and
published immediately.

(Official Memorandum No. DPAR 45 SRR 80 dt. 29-9-1980)
(iit) the seniority lists prepared as on first of January every year should be
published before the end of February of the year concerned unless such an

action is prevented by orders of stay of courts.

(Official Memorandum No.DPAR 45 SRR 84 dt.22-10-1984)
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X. Seniority list for day to day operation in the event
of the existing list being quashed by the court -

l." The High Court of Mysore in the case of one Sri. Sunder Murthy (Writ petitions
No.25 and 137/1966) passed an order on 8-1-1969 to the effect that the part of
[SS list should be remade and until then status-quo should be maintained i.e..
persons holding the post will continue to hold and no promotions should be made
on the basis of the impugned final [SS list without obtaining the permission of
court.

(NS

Subsequently, the High Court of Mysore in the case of one Sri. Kyathegouda
(W.P. No.888 to 891 etc. of 1969) passed an order on 26-8-1970 to the effect that
if the final ISS list is quashed either fully or in part the said list should be regarded
as available for carrying on day to day administration subject to the conditions that
in the event of the final ISS list rectified getting the promotions would be reviewed
on the basis of such a rectified final ISS list.

On the basis of three directions Government have issued clarifications O.M.
No.GAD 156 INS 70 dated 19-2-1971 to the effect that in the event of the final
ISS list being quashed it may be followed for carrying day to day administration
until rectified final ISS list becomes available whereupon the promotions should be
reviewed. Further, the Government have also clarified that in cases where there is
a specific directions of the competent court such directions or conditions will have
to be strictly complied with before taking any further action and the action taken
should be in strict conformity with the directions of the court.

(U9}
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PROBATION

[. (1) Probation:

a) The preliminary time fixed to allow fitness or unfitness to surface;
b) A period of trail.

(2) Probationer:

One who 1s on trail.

[I. The Karnataka Civil Service (Probation) Rules, 1977 Notification Dt:25th June, 1977
Gazettee Dt:7th July, 1977.

(1) ‘Appointed on Probation’ - appointed on trial - Rule 2 (1)
(2) “ Probationer’ - Government Servant on probation Rule 2(2)

III.PERIOD OF PROBATION

L.
2.

-
2.

4.

Not less than two years excluding the extraordinary leave - Rule 3

The period of probation gets extended to the extent of extraordinary leave
automatically by the operation of Rule 3.

If the period of probation prescribed in the Rules of Recruitment is less than
two years then the provision in the Probation Rules prevails. - Rule 19(1)

If the period of probation prescribed in the Rules of Recruitment is more than
two years then the provision in the Rules of Recruitment prevails.

[V.EXTENSION:

Reasons for extending the period of probation has to be recorded in writing.
Governor/Government may extend by any length of time - Rule 4(1)(I).

The appointing authority other than Government may extend by half the
prescribed period - Rule 4(1) (i1).

If the probationer has appeared fcr departmental examination during the
prescribed or extended period of probation the period of probation is
automatically extended by the operation of the provision under rule 4(1).

[ Until the publication of the results, of examination if he passes, or
II. Untl the publication of results of the first of the exams in which be
fails.
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V. REDUCTION:

I) Government alone can reduce not exceeding the period during which the probationer
has discharged the duties.

L. of the post to which he is appointed : or
II. ofa post the duties of which are similar and equivalent - Rule 4(2)

2) The effect of the above provision is that in respect of Item (1) above, the reduction. in
practice, cannot be more than half the prescribed period and in respect of Item (ii)
above it can be any period even upto the entire prescribed period.

3) Since the rules provided for extension as well as reduction of the probationary period,
the prescribed period of probation cannot be hold to be mandatory - (Ajit Singh V/s
State of Punjab - SLR 1983(2) SC(1).

VI. DECLARATION:

At the end of the prescribed/extended/reduced period of probation it is obligatory on the

part of the appointing authority to consider the suitability of the probationer to hold the

post - Rule 5.

If it is decided that the probationer is suitable, then the period of probation should be
declared to have been completed satisfactorily. - Rule 5(1) (a).

Matters which can be taken into consideration for adjudging the suitability:

. Work and performance and service records duriing the period of probation;
I passing of test/examinations prescribed if any, during the period of probation.

VII. DISCHARGE:

If it is decided that the probationer is not suitable to hold the post, then it may discharge
the probationer - Rule 5(1)(b).

Matters which can be taken into consideration for discharging the probationer:

I. Performance and service records:
[1. not passing the prescribed tests/examination

Matters other than work which can be taken into account to discharge the probationer:

V.
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[. Attitude or tendency - example attempts made by a probationer to secure a job with
better prospect elsewhere (Case Law, TCM, Pillai V/s Technology Institute. Guindy -
AIR 1971 SC 1811).

[I. Behavious or conduct - example the conduct which is not in keeping with the status of
the Govt., Servants (Case Law: Kumar Chandra V/s State of Karnataka - [LR 1987
KAR 2756),

Mis-conduct which has resulted in punishment - A Producer in All India Radic who
committed mis-conduct indulging in loose talk and using filthy abusive language
against Station Director. Here the mis-conduct is only a inducing factor for discharge
and discharge is not a direct punitive action for that mis-conduct.

V1. DISCHARGE DURING THE PERIOD OF PROBATION:

A probationer can be discharged even during the period of probation on the grounds
arising out of the conditions imposed by rules/orders of appointment or on account of un-
suitability - Rule 6.

Orders of appointment may be subject to certain other conditions like; Investigation of
antecedents or physical fitness or subject to legal proceedings pending in the Courts.
When these conditions are not satisfied by the Probationer he may be discharged during
the course of probation.

Unsuitability is another aspect on the basis of which the probationer can be discharged
even during the period of probation.

However, when discharging person under rule 6 an appointing authority other then
Government should obtain the approval of the next higher authority. This is to avoid
prejudice resulting in malafides.

Recourse to rule 6 cannot be had when misconduct is alleged. [f misconduct is alleged it
amounts to removal or dismissal within the meaning of Article 311 and hence the orders
passed have to be in conformity with the Article 311(2) i.e., recourse should be had to
CCA Rules and not to rule 6 of the Probation Rules - Ref. Rule 7 and also the Circular
...................... | 5 SRS,

(Case Law: Anup Jaishwal V/s GOI, SLR 1984 SC 426).
IX. GENERAL ASPECTS OF DECLARATION AND DISCHARGE:

1) Under these rules:

[ Any delay in declaration of probation does not give rise to automatic declaration sincsa
there is provision for unlimited extension:

[39)
wh
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L. Where the rules provide for tixed pertod of probation and limited provision tor
extension or no provision at all for extension then after the expiry of such period if the
Govt. servent IS continued the pertod of probation s deemed to have been
automatically declared.

(Case Law: Kumar Chandra V/s State ot Karnataka - [LR 1987 KAR 2756)

L Discharge of a probationer  who was already in Government service prior to
appointment as probationer results in his reversion to that earljer service or post ( Vide
Note below ryle 3).

[V. The probitioner discharged under rule 5 or 6 has no right of appeal. That is in other
words the order once passed is final - Rule 8.

2) However, thjs provision in the rules do not bar the judicial serutiny. The affected
probationer is not prevented from approaching the Court or the KAT but the scope of
interference by the judiciary is limited to verifying whether the discharge is simplicitor
or otherwise. Unless there is a prima-facie evidence in the order passed or records
leading to the orders that the discharge is other then discharge simplicitor the courts
cannot interfere. However, if there is evidence to show on the records to the effect
that miscounduct js alleged and stigma attached, however innoouous the working in
the final order of discharge the Courts can ask for the production of original records
and examining the matter.

(State of MaharasHtra V/s Saboji - AIR1980 SC 42)

X. CONFIRMATION

On declaration of satisfactory completion of probation a probationer is entitled to be
confirmed at the earliest opportunity in a substantive vaccancy that may exist or arise. -
Rule 9.

XL INCREMENTS AND PAY:

A probationer is entitled to draw all the increments .that fall due during the pre;crlbed
period of probation. He is not entitled to draw the increments that fall due during the

extended period of probation. - Rule 10.

After the expiry iof extended period on declaration of satisfactory completion of

probation, as from the date the declaration taken etfect,the probationer’s pay has to be
: : ' im for t i i is not

fixed notionally taking all the increments due to him for the entire service but he is

entitled to any arrears of pay. - Rule 10.

\)
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XII. WHERE JUDICIAL PROCEEDINGS ARE PENDING:

Where the appointment of a probationer is qugs:ioned and.judi‘cial procee@ings ar?
pending In a court of law, if the prescribed penold of probation is over and if he has
otherwise satisfactorily completed the periqd of probation, the same may_be declarefi and
he may be given consequential benetits subject to final disposal of the said proceedings -
Rule 11.




Ll /\‘x\' \/*) {l"}‘;( Ny /T:{; )
<
e Ty - VoZe
{) i —_— " , /
. e o )
RETIEEMENT BENEFITS Cnicleade o (g,
CC\—‘ P L'\_) Q_é/\/ x_.\-/»

Every Government employece who enters service has to retjire

from Service. On retirement an employee governecd by the €xisting
pension scheme gets 3 monthly payment of pension for li€e andg a
lumpsunm gratuity ac the time of hig retirement dctermined with
reference to the lerngth of Service. In the event of death of the
Sovernment Servant, his fardly gets under certain conditions a
monthly Family Eension for life,

To ensure that an employece's family gets all retirement bené-
fits in time, it is €ssential that emplciees acquint themselves witn
rules, and procedures etc, in this behealf.

The determination of Pensionary Benefits is dependent on
the length of Qualifying servics., This essential piece of informatac
is available in employ._e's Service Dook,/3ervice Record. - Service

ot

Book starts as soon as an =ployee enters service and all importan
events such as confimatics, promotion, grant of m increments,
grart o leave etc,, Sancticned and the total length of szrvice are
Tecorded in it. The kules Provide for annual verification of entriec
made in the Service Kegister by the employee. He should insis+ on
verifying Service Book entries oncé a year, without fail,

2ligibility for Pension

A Government empicye2 in a pensionable service, including
Quasiepermanent or tempcorac-y employment, r2tiring on superannuatior
after rendering not less than 10 vears Service is eligible for supere
annuation pension,

l. The Government Servant is required to retire from service
on atteining the age of 58 years, which is at present. The retiremern+
actally takes effect from the afternocon of the last day oZ the monen
ir which he attains the age of 58 vears. However, the compulsoryy
retirement of a Government Sérvant whose date of birth £alls on +he
first af day of themontn shall be frum the aftzrncon cf the last cay
of the month pPreceeding the month in which ha attaines the age of
58 years. 1In the case °f & Governrent servant tho Puts in a cualie
fring service of not less than g6 completed six monthly beriods
(33 vears), the persion will be calculated at 50 per cent o€ the
employments drawn by him at the Ttime of his & Tfetirement., For a

Contd,...2
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Government Servant who AT the time cf his Tetirement Tencers
a qualifying Service cf 20 Completed gix monthly Periods o more
ut lesgs than 66 Completad six Mmonthly periods, the arcunt of
tls pensiop will be ip SUch vroportion of the maximum admissible
vension, The Pension sc Calculateg will bec Subject 2w a minimug,
Of Rse 390/ PeM. and maximum Of R.3450/- p.m,
2.Amount Of Gratuits- On Retirement:

In the Case of 3 Governmans SeéIvant, wiho has Completed not

less than 319 Six Ronthly Deriods of Qualifying S€rvice, the amour

Zhe -Goyermnent is.-alloweg o commute gz DOrtion of his pension
.-no.t:&Geeding-:ane thir for a dumn paymans, AS per the existing '

...‘stmpl_tfj_ﬁd.;pmcedure. -x:he_-Govemnmt-Bervant has Bimich a

“declaration 2t the tima of Tetiremnent Tegarding hig intension or
Otherwise to Cormm, e bension, In cases whé_re O such declaration
is made, the Accountant General wil) Presune that the retired
Geovernment Servant has Optad for maximum Commi tation Permmissible c
under the Rules anpg authorises CoOmmatation value Aleongwith Pension
and CCkG.

The commyteg Portion of the Pension will) pe resoted after
15 years from the date of commu tation,

{4«Fcr families (a) Leath Gratuity:
\

Service, the Death Gramity is admissible at the following rates:

- . ! Rate of Cratuit
Ran One year ’I‘wommmts

One year ,_ more rut Jese Six times of emolumentsg
-than fiye Yeacs,

Five years Or more but less Twelve times of emolumentsg
than 20 Yeare,

Twenty years Or more Half of eeoduments £or

every completeg sixmont';xly
pericd of qualifying
service Subject to 5
maximum of 33 times of
emoluments ang Subject

to a maxigum of 2,5 lakhs)

Contd, .3
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S.(b) Family Pencion

Family Pension becomes payable to the wvidow/widower oy
minor sons,Ainmarried minor daughters, from the day followinc the
Xhe date of death of the employee while in service or after re-
Tirement, It ig payable only to one member of the family at a
time. The rates of family pension admiesible are ag under:

Emoluments _Rate
i) ot exceeding RSe1500/«pam. 30% of emoluments subject
Lo a minimum of Rse 390/=pem
1i) Exceeding rs.1500 but not 20% of erwluments subject
eXCeeding k543000 p.m 0 a minimum of Rs,450 PeMm,
1i1) Exceeding fs. 2000 DeMm 135% of emoluments subject

Lo a minimum of z.8600 Pem
and a maximum of Rse¢1250 p.r.
In case oI -Government servant, who dies while ip sezvice

2fter having.rende:ed.a Qualifying service of not less than 7 ycars
the fanily pension admissible will e at an enhanzed rate ecual +to
50 per cent .of the emoluments last @rawvn or twice the family pensi-~
normally aamissibie, whichever is less, for a veriod of 7 years or
t1ll che date on which the Governmornt Servant weuld have attained
the 2gea of 65 vears, if he haad survived,whichever isg carlier,

in the event of d=22th 0f hoth “he father and mother whno
Viele Sovarnnent: servants, the family pension payable to minor
children is subjizct to a total of "5e1250 n.m,

6. Other Types of pencion:
a).COmpensation Pension: This pension is granted tc a Ceverm-
ment servant who is discharged from public serviczs on +he abolition
©f his post,

D) JInvalis Pension: The pension is grarted to a Governmont
Strvant who is daclared by <the appropriate medical au thoritv +o
_be'pexmanen:l"“incapacitated for further SEIViC0,

ch Retiring Pensions Retiring Pension is granted to a Govern~
ment servant who iz retires voluntarily or i= retired in advance
©f the age of retirement by giving notice,

d) Extraordinary Pension: ‘‘his pensior is awardecd in the form

O©f monthly pension 0 a widow of a Government servant Or a disabilitv
pPension to a Gevernnent servant under tne provisicen of KeCoCe {Esitra~

Srdinaxy pension)Rules 1980,

Comtyl. . A


c/emms.it

\J/

/1)

e) In ITespect of a Governmant Servant dismissed Or removed
for mi s-conduct, insolvency or in-effécienty. Compassicnate allowa
Not exceeding 2/3 of the pension which woula have been adrissivie
had the Goveinment servant retired on nedical certi fi cate may be

granted in cases deserving special consideration and such an
allowance is treated as pension for PUIposes of commutation,

_4-

7+ Condition for grant of Pension:

Fetire goead conduct is an implieqg condition for crant of r
Pension and jtg continuances The Pension ganctioning authority,
may, by, order in writing whithold or withdraw pension or part
thereof, Wnether Permanently or fcr a specified pericéd, if the

grave misconduct,

8. _Time Schedule prescribed for Dreparation and Ssettlement
"of-pensiona:y benerits

i) Aftes completion Of 23 rears of service, the Head of +ho

ey

Office of theOffice where the Government sServant ie working wil}
forward tne service bock of the Governmen+ S€Ivant to the Audit
Cificer for veris Sation .and to communicate the qualifying service
determinzd by <he Audit Offizer,

il) The lczd of the Sffice wili Cotain Irom the retiring
Non-Gaza tag Covernment serv.nt +h- PAartisulars menticned in +he
Przforma appended Nerewith one vear vefore the date of his retire-
Mente This proformra ang the partiaslarg mentioned therein will be
sent along with other Pension documernts to the Accountant General
not later ihan three monthe bafare the Cete of retirement o< the
Government Servant, The Gazetted Goverrment servant will submit
the proZfcrma one year in advance of his retirement to the Accountart
General who will uild up his pension records, .

S. Dcouments +o aslompany Pensicon S3pers

Upon *the retirement oF the Governmen+s c.rvant, the £
wing documerits are recuired to be sent to the Accountant Gene
within a week from the date of retirement;

a) Last Pay certificats “uly noting the amount to be recoveres
from DCRG, such as HBA, MCA and other advances, if any,

b) No cue certificate Quiy notiag gor ernment dues other than
tidse noted in the LpC walch are to be recovered from cut cf tre
Gratuity ravable w the pensioner,

In order to got pensionaery Penefits, in time Please ensure
ContdesS
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that i) Nomination for DCRG isg fumisheq, i) Necessary verizicae:
©f service is done after completion of 25 vears or service., iij)
Reqiired partic:lars in the prescribed Proforma are submitted +o
the Head of Office one Year before the date of retirement. iv) The
pPretforma elong with particulars Tentioned therein are forwarded to
the Accountart General by the Head Of Office atleast three months
defore the cate of retirecucnst 2leng with NeDeCe v’ LPC is sent
to Accounrtant Gencral Lh.ediately after retirement,

10, Preparaiion of Family Pcn:jonipapers.

In the case of death of the Government servant, while in
service, on receipt of informacion of the death ¢f t+h1e Government
servant, the Head of Office will send a letter to the fanily of
the deceasgea government servant in form C requestirng the fanily to
furnish the relevant Paraailers(both forms appcnced to this breff)
“his wil) enable the fomily membhers t- et family penczion in time.

1l, Anticipatory fensiorn -

Where it is not Dossible to forwara the pernision records

0 the Accourntant Seneral, within the prescribed time limit, Head

of Cffice will draw anc siburse Sntlcipatry pensicn at different
Perc.ntage of last P3Y with reference to the total mumber of years
of e malifring sService,

Anticipatory Dedtn-cum-aetirﬁment Sfe’uity cwn hlsoe be paid
o the pensioner at the rate o half month's Pay £or each completed
year of Qualifying service Subjuect o o TMaxiads cf 15 months Paye.

2. Voluntarv Retirement:

A Government servant may be permigted to retire voluntarily
any tine on completion o< A ualifving serv?ce oI not lass than
1S vears. A Sovernmont servaprt M2y also ke penmaitt=d tu recire
volurtarily any time on attaining the age of 53
SETvant who 1s permit<ed <o Talira velunars Yy any Time on com pletic

'y 5 4is

welghtage up+o 5 years(Mle 285 (1) (a) o ¥CecRa)s However, che
benefit ¢f welghtace is not 2dmi_sible to a3 Governmernt scrvant who
is cermittec te retire velunarily any time on attaining the age
©f 50 vears (rule 285(1) (b)of xCcks).

Corrtd. .6
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ul3. ketirement in Public interests

Or after he has attainegd the age of 50 Years in the case of a
Goverrment gervant holding a Gooup A or Group B post and case of
@ goverrmment servant holding a Group C or a Gecun D pest.

The pensioners aze 2iso entitlesd 4o medical sttendance ang ¥
to different Classes of dccommodation for treatment in Hospitals
and Sanatoria as inéicateq below;: -

All General and Special Govermment Hospitals.

Monthly pension limi¢ _Classa of accommodation €
l. ot exceeding s, 500 General warzs
2e Exce~ding p,500 byt not PseS ward or any ward just
€xXCeeding 3,750 below 5,5
_hzgaxeeeﬂinguk.750‘butanot Ee8 ward or arny ward just
“Uexceeding k,1250 belcw w.8,
--4..£:\:eaed1ng,£s.1250 but not 8010 ward or any ward just
TreXceeding (85,1500 ‘below k.10,
Se Exceeding %.,1500 Pe20 ward or any ward just

bEl ovr FS‘ 2 O.

P.Ke. Sanatdrium Other
Mysore Senatorim
l. Not exceeding Narayanaswany ward B Class ward &1
ks, SQ0 Rse 1 ‘
le Exceeding ks, Second class special A class ward Rs,2
500 rut not ward PR,4 or any wao Cr any ward just
exceeding Rs,1250 Just below Psed4 below &, 2
3. Exceeding m.1250 First Class Special Special ward k.5
Ward Rs,C or any Cr any ward just

ward just below 546 below R,.5,



SYNAFIIC NOTES ON TA RULES AND RETIREMENT BENEFITS

BY SRI 4 VILWANATHAN.
F_ACCOUNTS OFFICER-CUM =F.Ax
He&, F.W. DIRECTORATE 2 BANGALORE

I. Clagsification of Government servants for purposes of
Travelling Allowances-

The existing classification of Government servants for
Pirposes of travelling allowance shall be revised as underi-

Category Pay range (Per month)
I ' B. 3300 and more
P B, 2150 to ks, 3299
III Bse 1520 to B,2149
Iv Below Rs,1520

——-.-.---..-—--------———- -—— e e anen —-.—---—-——---—-----_-—-—

2. Entitlement for Travel By Rail:

The entitlement to railway accommodation of Government
servants for journeys on tour Oor transfer shall be regulated
as underi -

TR S v D en eu ey = o —n o —-.-----—--————--——--.-—---

Category to which

-Severnment servents belongs  _____ Entitlement
I (a) those drawing pay of I Class/AC
ks, 4325 or above
(b)  those drawing pay of I Class/AC tow
R,3300 or above but Tier sleeper
below Rrs,4325
1I I Class/AC two
tier sleeper
ITT I Class/AC Chair
\ Care.
Iv II Class 8£eper

- T D oo e e - D S - - e - o 4D T e ey TGP«

3. Daily Allowance

For purpose of Daily allowance for halts within the
State the revised classification and revised rates as also revised
rates of daily allowance for halts ocutside the State shall be

Contd..?2
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-
Halts wii@?fn t e Halts Outgjide the
el o S o N S __§§g§g__ _______
;’“'C“ B'lore Ofher = Other  Ahemedabad,Bombay
G;LV&;t cities Places Calcutta,Delhi Other
bsfongw with Ghaziabad.ﬁyderabad. Places
T ETER municipal Kanpur, Lupknow,
Corpor- Madras, Mugsourie
rations Nagpur, Pune, Simla
Srinagar.Goa,Diu
and Daman
- Re '."'"E.""""'E."""":"
X 110 90 70 135 . 110
e 80 65 55 110 80
IIX S5 55 45 90 68
IV 45 40 35 65 45

--ﬂ!—ﬂh—«—----—------—-—------c.----'

. Specizl ratesg of daily allowance for stay in a Hotel or Other
I@ﬁgﬁgiggﬁmggg_providinq Bocard and/or Lodging at Scheanlegd Tariffs;

The Spacial rateg of daily allowance for halts in respect
cf journeyes on tour outise the State, in a hotel or other registereg

2s5tablishment providing boarding and/or lodging at scheduled tariff
zhall be revised ag under:

Places of Halt

Category Ahmedabad, Bombay, Calcutta, Delhi .Other
e which Chaziabad, Hyderabad, Kanpur,Lucknow, Places
Govermment Nagpur, Madras, Mussourie, Pune,Simla Qutgide
Servant Srinagar and Goa, Diw & Daman the State
celongs
“““““ T T —— ;S Ko
A 250 200
b & 200 150
ITX 150 125
IV 100 75

7r JOUIney on tour by Airs

A Government Bervant drawing a pay of B,4325 or above shall
22 antdtled +o travel by air for Jourmey on taur Ooutise the State,

& Government Servant drawing a pay of R+ 3300 or above shall
= #ntltled to travel by air for Jjourney on tour within the State

vELwzen tha places connected by the Indian Airlines Services, including
The Fayudaos Servicas,
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s Government gervant drawing a pay of R, 3300 or above
nrecsE2iing on duty on tour from Bangalore to any place in Bidar

Dimtrictf/Hangalore to Gulbarga and vice-versa is authorised to

=m =l by zir wia Hyderabad,

- Journey by Air on tranwfer :

A Government servant drawing a pay of ps,4325 or above is
irtitlemant to travel by air(including Valudoot Services) on transfe:

n3. claim one fare for himself and an additional fare for each
maember of hisg family.

7~ _Transfer Grant i

The clafsification and the rates of g transfer grant

sdmissible to a Government servant on transfer in public interest
37y

woiving change in headquarters, from one station to another statior
shall De revised as under:

Rate of Transfer grant

Fned i Con i For transfer within For gransfer cutsse
B ot A the District the District
Sarvant be-
':.::-y_(: <
RS Re,
I 1200 2000
II 900 1500
IX7 600 1000
Iv 300 500

8- Mlleage alloance for journey on transfer by road by owned
CRr or hired taxi:

A Government servant drawing a pay of m&,2375 or above may
©n trensfer in public interest, undertake journey by owned car or

I~
2V

taxl and may claim single mileage allowance at the rate of

D

5. 3-00 Per K.M. irrespective of the number of members of his family.

¥. Poad Journey = Mileage allowance :

“he rates of road mileage admissible to Government Servants

Contd..4
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Tt o2et of road jourmeys in owned/hired/borrowed convegance
F# lod down in the rule 451 Karnataka Civil Services Rules l‘

. P& as follows:-

When journey is performed by

Categery  Bicycle/ Motor Cycle/Scootar Full Taxi/ Auto- -~
Foot Tonga Cycle-rickshaw own Car rikshaw
e Men-driven—rickshaw— A
5 30 paise RS.l.OO per K.MQ ‘<1 3.00per M B.2.00
per K.Me per K.ko
subject
to a mi-
mm B, 4@
5 4 edOe =do=- wdo=- -30=
TIX ~do=- -do- ~do- -do- '
&Y ~do=- -do- -do- -do-.

In respect of road marches exceeding 100 K.M.s a day mileage

a0

llowance chall be admissible at a uniform rate of Rs, 3,00 per K,M.
in respect of journeys performed by motor car and m.1-00 per K. M.
in respect of journey performed by motor cycle/Scooter. )

%, Transportation of personal effects on transfar by enqaginc
@ wiole railway wagon or container services

A Govermment sarvant drawing a ray of R,3300 or above may.
@ngage a whole railway wagon or avail himself of the facility of
the container servicae provided by the railway service.and

10. Road mileage for transfertation of perscnal effects betweer
places not connected by rail:

A Government Servant on transfer shall be entitled to
draw road mileage for trangportation of his Personal effects of
“ne minlimim permissible quantity, between places not connect by
Tzilway at the following revimed rates:

Category of the Rate per K.M.
Govt, servant Bs. ps, )
T 10=00
IT 6«00
III 3-00

v ' 2=00
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Lig Incidegbal Chakgest

The computation of daily allowance'on‘tour or transfe:
sh~l) bagin when a Government Servant actually leaves his Headguarter
znt endés when he actually returns/reaches to the place in which his
hezdglarters are situated whether he halts there or not.

12. Reimbursement of actual cost of transportation of owned
ceonveyance on transfer:

A Government servant on transfer may draw the actual
co3t of transportation of owner's risk convevances on the following
scales, provided that the distance travelled exceeds 120 Kilometers
and that the Government Servant i1s travelling to join a post in which
Possession of a conveyance is advantageous from the point of vieéw

of nis efficiency.

Pay range Vehicles aldowed

Rsa 3825 or above A Motor Car or a Motor Cycle
f5.1640 or above:-but A Motor cycles/Scooter/
helow ks, 3025 Moped or a Cyele

Below Ps,1640 A Cycle

-

33, Travel concession to home town :

A Government servant drawing a pay of k,3825 or above
may after obtaining specific and prior approval of the competent
suthority, undertake journey in his own car namely, by car registered
in his own name for jowrney to home town between places connected by
rallway under the scheme of travel concession for journey to home
own and claim (3) first class railway fare for himself and the
members of his family or (b) single mileage at Rs.3-00 per K.M. by
the shortest direct route, 1rregpective of the number of members

cf his family, whichever is less,

l4.Pixed Travel Allowance:

The fixed Travelling Allowance sanctioned to the
Zellowing catagories of posts shall be contined at the rates

trndicated aga2inst them for a further period of one year from

Contd. 06
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i1~%=. 377 or until further Orders, whichever is earlier. .
le Jurior Health Asst. (Male & Female) ' 7 ¢ o« o R,100/- pom.
2. Para Medical Workers (Leprosy ) esceccs R, 125/« pem,

The Officers/ Staff who have been provided with Government .

vehicles for journey on official use will not however be eligibmle
for Fixed Travelling Allowance,

m
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I PENS ION

Classification of pensions: (Rule 258 »f KCSRs)

l. Compensation pension
2. TInvalid pension
3. Retiring pensiosn

4. Superannuatiosn pension.

1. Compensation pension: (Rule 259 n»f the KCBRs.)

A Government servant selected for discharge from

service owing to abolitiom of . a post may;

(a) be appointed to another post, the cspditinns
of which are deemed by the competent autharity
to be equal to those of the p>st held by him;

or

(b) be given the option 5f taking any caompensation
pensiosn or gratuity to which he may be entitled

for the service already rendered; sr

(c) be given the option of accepting ansther
appointment or transfer to another establish-

ment of lower pay.

2. Invalid pension: (Rule 273 of the KCSRs.)

An invalid pension is awarded to a Bovernment
servant who is allowed to retire due to bosdily or
mental infirmity, which has rendered him permanently

incapacitated:

(a) for the public service, or

(b) for the particular branch of it to which

he belongs.



/d)

3. Retiring pension: (Rule 285 of the KCSRs)

A Government servant may;

(a) be permitted t5 retire any time after

completion of qualifying Service of not

less than 15 years;

(b) be permitted to retire any time
the age of 50 years;

(c) be retired in public interest any time

after;

(1) completion of 25 years of qualifying
service; or

(ii) attaining the age of 5p years in the
case of Covernment servant holding a
Group-A or a Group-B post; and 55
years in the case of Government servant

holding a Group-C or Group-D post,

4, Superannuation pensisn: (Rube 95 5f the KCSRg)

A Government servant compul sorily retires on
the afterncon >f the last day of the month in which

be attains the age of 58 w years;

Provided that the date of Compulsory retirement
°f a Government servant whase date of birth {s first
day of the month shall be the afternoon of the lagt day
°of the month preceeding the month in‘Which he attains

the age of 58 years,

\

[
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Suspension:

II QUALIFYING SERVICE

(Rule 220, Rule 222 and Rule 224 _A of the KCSRs)

(In respect of Government servants whose retirement

or death takes place on or after first September 1968%)

(1) All services under the Government whether
. temporary or permanent rendered after

attaining the age of 18 years.

(2) The services must be paid for from the

consolidated fund of the State Government.

ITI PERIOD OF SERVICE

(Rule 244 A of the KCSRs)

(In respect of a Government servant whose retirement or

death takes place on or after first September 1968%)
Time passed on all kinds of leave counts as

service under all circumstances;

Provided that the maximum period of leave without

allowances to be so counted is restricted to three years

in the entire service.

IV SUSPENSION, RESIGNATIONS aND BRAKES IN SFRVICE

(Rule 250 =and Rule 252 of the KCSRs)

(1) Time passed under suspension if om
conelusion 5f the enquiry, Government
servant is fully exonerated or if the

suspension is held to be whally

o>}
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unjustified, counts f5r pensisn.

(2) Time passed under Suspension’ in other
cases does nst count unless the authority
competent to pass orders ynder rule 99
clearly declares that it shall count ani
it shall count only to such extent as (the

competent authority may declare. .

Resignatiosns: Resignation entails . forfeiture of past

service;

" Provided that . resignation with Proper permissiosn
to take-up ansther appointment shall not be treated as

resignatisan o5f public service.
p

Dismissal or removal:

Dismissal sr removal for miscoaduct, insslvency or
inefficiency dnd not due to age or failure to pass a

prescribed examination entails forfeiture of past service.

()

8

~~
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2)

3)

~
(@8]
Q

CALCULATION OF RETIREMENT BENEFITS

PENSION

(Last Pay drawn) X (Completed six monthly
periods of qualifying
service)

2 X 66

DCRG (Death-cum-retiremeant gratuity)

(Pay + DA) X (Completed six monthly periods
of qualifying service)

CVP (Commuted Value 5f Pension)

(NJTE: Year of purchase as per the table given in
rule 380 of the KCSRs)

(Last pay drawn) X 12 X (Commuted value in
number of years of
purchase)




4)

5)

PEG (Pensisn equivalent of gratuity)

DCRG

12 x (Commuted value in mumber of
years of purchase

Commutation table under
rule 380 of KCSRs.)

Encashment osf EL

(Pay + DA) X (EL at credit to a
" maximum of 240 days
i.e. 8 months)

Ly o

\J

oo
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X { COMMUTATION TABLE

COMMUTATION vALUES FOR A PENSION ofF Ty

RE 1 PER ANNUM

Age Commutation value Age Commutatjop val

next expressed as next expressed p4
birthday number of birthday number of
ycars:‘ pPurchase ' years' Purchag,
Rs. p Rs. P,
17 19.28 52 - 12.66
18 19.20 53 12,35
19 .. 1911 54 - - 12.05
20 19.9] 55 © 1173 s
21 18.01 56 11.42
22 16.81 57 .10
23 18.70 58 10.78 .,
24 18.59 59 10.46 -
25 - 18.47 (%) 10.13
26 : 18.34 61 9.8
27 18.2] G2 9.48
28 18.07 G3 905 -4
29 17.93 64 8.82
30 17.78 65 8.50 .
31 17.62 66 Co8a7 |
32 17.46 67 7.85
33 17.29 68 7.53
34 17.1) 69 723 #
35 16.92 ' 70 6.91
36 16.72 71 6.60

Substituted by No. I'D 34 SRS 71 daged 14.6.197] (wef 1.9.1971).

a0

/39

? , 329

;Ec Commutation value Age Commutation valye
pext ' expressed as next expressed as
yihday number of birthday number of
{f Years' purchase years® purchase
3!‘ Rs. p Rs. p

37 16.52 72 6.30

3ra 16.3] 73 6.01

39 16.09 74 5.72

10 15.87 75 5.44
11 . i5.64 76 517

42 15.40 77 4.90

43 15.15 78 . 4.65

“ 14.90 79 4.40

4“; 14.64 80 a7
46 1437 8l 3.94 ;
a7 14.10 82 3.72

18 13.82 - 83 3.52

49 13.54 84 3.32
5. 13.25 85 3:13)

51 12.95

« -

“""381. The lumpsum_shall be payable at the Treasury or Bank
which (he pension |s being or is (o be drawn, '

: 382, If (he Pensloner djeg on or afler the day on which

"UMulation becume absolute by before recelving the commy,.
{l;)n Value, this vajye shall be paid (o his heirs,
»

: . S
,383. The following regulations governing proceduye for the

utation of Penslons gre for observance In all cases In which

'[mllons for commutalion of penslon are made under Ulcie
8" i

" Note - For (he Purpose of commultation of pension, f twg

| )
trent Covcmmcnls are concerpe a Government servan( sha|)

it
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BExamination of injured person should be conducted in good
light,

In every examination of lMedico-legal case the written, free
and voluntary cousent of the injured percon should be obtained.
If the injured person is below 12 years, consent of the parents

or gzurdian should be obtained.

Mention the date, time and place of examination and brief
history of the case and the time of assault or Accident and by

whom the nistory is given.

It 1s necessary to mention two identification Larks on the
injured for the purpose of identification of the person in the
court of law, along with other particulars like the néme, age and

the address of the injured.

Describe the injumes found on the body as to the nature of
injury, exact location, exact measurenment in Cm giviag length,
breadth and depth if applicable. Iliention shape of the injury,

and draw a rough sketch if necessary. Colour of the coutusion,

n

b

N

edges of wounds in case of incised snd .lascerated . . 2nd st

t—

ctr

wounds. liention signs of vital reaction, like, bleeding, clot,

infiltration,swelling of the edges, sign of inflamation and in-
fection of the wound if any.
Details of Ceneral condition of the injured on systemic

exanin:

ol

{

tion with regards to pulse, blood pressure, pusillary
reidction and level of conscioucsness ete., tz be noted doun. Any

investigation done such as I-ray exemination to be mentionsad,

Furnish the opinion, with regards to the naturs of the
lnjureies found on the body of the injured. Eention the injuries

whiclh are siuple iu nature such as contusions and abrazions, and
L )
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Post Liortem report or Avtopsy report 1s an important Ledico-

g2 .
legal document in the court of law. Incomplete Autopsy raport is
legally invalid. 1If a complete autopsy is not carsisd sut by ths

lledical Officer, evidence which lataer may be prosf of areat Lledico-
leoal lhDortance may be 1nvarlubly lost and as a result, the csurse
of justice may be impeded. It is therefore essentizal that in all
cases, the autopsy should be a complefe cne. The rssponsibility of

canmying out a complete autopsy rest soley on the iledical »

Rules for ﬁedico—lewal autopsies

(1) “edico-legal autopsy should be undertaken otily when th
off icial order authorising the autopsy from the police »or a fagi-

strate,

0
b)
3
ct
(9]
()
(o]
N
|

(2) The Hedical officer should first resd the inquest re

Tully and findout the apparent cause of Death from the bris? hisiorsy
Fe 1 . . ' - -

of the case and circumstarmces of Death. Tf the same is not furnished
in the Inquest report, the investigating officer should be racuested

to furnish the same,
= i} ity e .
(3) The Fost liortem examination shisuld be conducted in day light and

nov 1n artificial light as far as possible, because colour chanrcas,

p4e

[0)]

such as Jaundice, éolours of the contusions and Posbt !“orten stain
cte., cannzt_be appreciated in ertificial light., 1o unauthorised
person should be permitted to be present dhring autspsy.

(4) The Post mortenm should be as through and complete.

(5) Identification of the body is very iwportant, must be identified

<1
3
[¢%)
o]
(0
i
G
[e3]
=
L

by the Ioslice constable who accompanies the body and
Consteble number must be recorded. If the body is unidentifiszd, the
marks of identification on the body and the clothings briefly desc-
ribed.

M. 5 . 2 5 i
(8) The ext ern2l examination should be done very carefully Zronm top
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of the head to the toes noting down all the injuries, with exact
Measurements and 1ty gize, shape and sibuations Cyamosis in the
finger lips, ocdema of the ankle regions, dried blood stains and

Post Mortem peeling of cuticle if any, to be mentioned in the Post

Mortem report,

The injuries noticed and recorded by the investigating officer {
should b¢ vVerified and if there is aﬁy discripancies noted on the

body, the same should be mentioned in the FPost Mortem report.

A brief general discription of the body as to the sex, age,
colour of skin, hair, deformities, Inijection mafks, tattoo marks

to be noted in the Post I'ortem report, Neck and head specially should

be carefully examined for signs of voilence. 1 '
T+ o ¢
I'ote down the chalzes that occured due to lapse of time after %
death such asz

y extend of rigorncrtis, post morvem staining in the

&

S

dependent par § and signs of decomposition if 2any to be noted down.

Note down all the injuries as to the nature, size, shape, edges

»

of the wound, situation on the body to be described in detail, if

possible with diagramatec sketches,

Cpen the 3 major cavites such as skull, Thorax and Abdomen by
classical incision and examine individual corgans in detail for the

presence of discase, injury, blood clots, pus etc.,

If 1t is case of suspected poisoning or no cause of death is
found on autopcy examination preserve viscera for chemical analysis

and Gissues for Histopathological exzminction vthenever necessary.

fifter the examination the organs to be put back into the body
cavi. ties neatly stiched, washed and handedover to the relatives

throush the concernsd Police.

Furnish Uhe Post iiorkem report immediately afbter Lhne Toss
llorten exanilnation and issue the report to the concerned Tolice in

7 G A8 > ) 2
o4 RONIS 55 par pules, /3‘//75\&AV“\,7" Z{
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Madlicing

Writing the aytousvy Cepaet

The Post-Morteym examination is a very important Piece .

blanck spaces for the insertion of the findings,

The external examination of the body should include length
Of the body, dpparent state of Nutritddn, colour of the skin tobe
mentioned in the dutopsy report,

If the body is unidentified, features which may help to
@stablish identity such as tattoos, scars, deformities, dentures,
€ye cologyr, colour of hair tobe noted down,

For estimating the time of death, Presence of rigor morti¢s
Hypostasis, signs of Decomposition should be recorded.

Condition of the Pupil size, petichial heemorrhages, sub_

5 ;
—conjunctival haemortaﬁgi if present to pe noted. All external x

injuries discribed in detail as to the nNature, size, shapea sitya-
tion ‘on the body = if possible with sketches.

In the Internal examination record a@ll abnormalities of
Thoracic, Abdominal axa organs. Describe any abnormilities in the
heart like Hypertrophy of the left ventricular wall, thickening

Examination of the stomach include contents, smell, ang condition

of the stomach Mucora tobe noted down.

Examine the brain for any signs Of infection such as pus,
neécrosis ang different types of intracraniaj Hemorrages. Base of

the skull to pe examined for any hairline fractures ete.
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The gﬁStripttve facts must be recorded at or immediately

after the completion of autopsy. P

The report may be hand written or typed , when typed, origina’

COpy to be retained, any alteration should be initialed.

After the detailed discription of the external and internal

appearances, in conclusion €

1. Time of death to be recorded from appearance of the
Postmartum changes in the dead body,
2. Age of the injuries to be mentioned from its appearance, - "

4
3. Cause of death to be mentioned. to best of knowledge based
on facts of Pathology or trauma found on the examination

of the dead body of the deceased.
\3\
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2. Age (Appfox) :

MODEL posT MORTEM REPORT FORM

(Read carefully the instructions at Appendix 'A'

NAME OF THE INSTITUTION

Post Mortem Report No.

Conducted by Dr.

Date

Date & Time of receipt of the body
and Inquest papers for Autopsy

Date & Time of commencement of Autopsy

Time of completion of Autopsy

Date & Time of examination of the dead by
at Inquest (as per Inquest Report)

Name & Address of the person

Videorecording the Autopsy

CASE PARTICULARS :

1. (@)  Name of deceasedand as 2ntered in the jail or poliée record.

......................................

Note:  The tape should be duly sealed, signed and dated

(b) S/0,D/O,W/0

(¢) Address

\

(i)

Yrs: Sex: Male/Female

Body brought by (Name and rank of police officials)

(ii)

of police station

(i)

. Identified by (Names & Addresses of relatives / persons acquainted)'

(i)

4

VY]

£



24
) HOSPITAL DEAD BODIES - (Particulars as per hospital records)

Date & Time of Admission in Hospital

Date & Time of Death in Hospital

Central Registration No. of Hospital

' SCHEDULE OF OBSERVATIONS

A) GENERAL

1) Height cms (2) Weight Kgs.
*3) Physique - (a) lean / Medium/ obese
b) Well built / average built / poor built / emaciated

4) Identification features (if body is, unidentified)

iii) Finger prints be taken on seperate sheet and aﬂacﬁed by the doctor.

5) Description of clothes worn - impoﬂant features. )

6) Postmortem Changes : g

a) As seen during inquest :



s nygun ihoMis present

Temperature (Rectal)

4

Others

)) As seen at Autopsy

)
) (a)

External general appearance

b) State of eyes

9

c) Natural orifices

JEXTERNAL - INJURIES :

&ntion Type, Shape, Length X Breadth & Depth of each injury and its relation to im
licate which injuries are fresh and which are

portant body landmark.
old and their duration.)

.TRUCTIONS :
<

/40



Injuries to be given serial numbers and mark similarly on the body diagrams attached.

(i) In stab injuries, Mentic

state of angles, margins, direction inside body. (iii) In fire arm injuries, mention about elfects of fire also. (effects

flame)

INTERNAL EXAMINATION

1_HEAD

(a) Scalp ﬁndings'
(b) Skull (Describe fractures here & show them on body diagram enclosed)

(c) Meninges, meningeal spaces & Cerebral vessels
(Hemorrhage & its locations, abnormal smell etc., be noted)

(d) Brain findings & Wt. (Wt. gms)

(e) Orbital, nasal & aural cavities - findings

2 NECK

- Mouth, Tongue & Pharynx

- Larynx & Vocal Cords :

- Condition of neck tissues

- Thyroid & other cartilage conditions :

- Trachea



Ribs and Chest wall

Oesbphagus

Trachea & Bronchial Tree

Pleural Cavities - R -

Lungs findings & Wit. Rt

gms & Lt

Pericardial Sac

Heart findings & Wt.

Large blood vessels.

ABDOMEN

Condition of abdominal wall

Peritoneum & Peritoneal cavity

Stomach (Wall condition, contents & smell) (Weight

. Small intestines including appendix

Large intestines &
Mesentric Vessels

Liver including (Wt gms)
gall bladager

gms).

gms

233



W2

Spleen (Wt gms)

Pancreas

Kidneys finding & Wt. - Rt gms & Lt gms.
Bladder & urethra

Pelvic cavity tissues

Pelvic Bones

* Genital organs (Note the condition of vagina, scrotum, presence of

foreign body, presence of fetus, semen or any other fluid, and
contusion, abrasion in and around genital organs).

S_SPINAL COLUMN & SPINAL CORD (To be opened where indicated)

OPINION

i)

ii)

" Probable time since death (keep all factors including observations at inquesti

~

Cause & manner of death - The cause of death to the best of my knowledge and belief is :-

-

a) Immediate cause
b) Due to ' *
c) Which of the injuries are antemortem / postmortem and duration if anlemortern ?



(1

d) Manner of causation of injuries ' L/AL

e) Whether injuries (individually or colleclively) are sufficient to cause death in ordinary course of nature or not ?

iii) .Any other

SPECIMENS COLLECTED & HANDED OVER (Pleasa tick)

a) Viscera {Stomach with contents, small intestine with contents, sample of liver, kidney (one half of each),
spleen, sample of blood on gauze piece (dried), any other viscera, preservative used)

b) Clothes

c) Photographs (Video Cassetltes in case of custody deaths), finger prints etc.,)
d) Foreign body (like bullet, ligature etc.)

e) Sample of preservative in cases of poisoning

f)  Sample of seal

g) Inquest papers (méntion total number & initial them)

h) Slides from vagina, semen or any other material

PM report in original, inquest papers, dead body, clothings and other articles
(mention there) duly sealed (Nos. ) handed over to police official

No. of PS

Whose signatures are here with

Signature

Name of Medical Officer .

(in block letters)

Designation :

Seal
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* ANATOMY, LATERAL VIEWS
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APPENDIX - 'A'
INSTRUCTIONS TO BE FOLLOWED CAREFULLY FOR DETECTION OF TORTURE

\
(Read carelully the instructions at Appondix A’ “

TORTURE TECHNIQUE

ACTING

1. General

2. To the soles of the feet, or fractures of
the bones of the feet

3. With the palms on both ears Simultaneously.

4. Onthe abdomen, while lying on a table with the
upper half of the body unsupported (“operating
table™).

5. Tothe head Haematomas.

Suspension
6. By the Wrists

7. By the arms or neck

8. By the ankles

‘9. Head down, from a horizontal pole placed under

the knees with the wrists bound to the “Jack”.

Near suffocation

10. Forced immersion of head is often contaminated
“ Wel submarine®,

+ 11. Tying of a plastic bag over the head (“dry submarine”)

Sexual abuse

12. Sexual abuse

12

PHYSICAL FINDINGS b

Scars, Bruises, Lacerations, Multiple fractures at
different stages of healing, especially in unusual
locations, which have not been medically treated.

Haemorrhage in the soft tissues of the soles of the
feet and ankles. Asgplic necrosis.

Ruptured or scarred tympanic membranes. Injuries
to external ear.

Bruises on the abdomen, Back injuries.
abdominal viscera.

Ruptured

Cerebral cortical atrophy, scars, skull fractures.
Bruises. *

Bruises or scars about the wrists.

Bruises or scars at the site ol binding, prominent
lividity in the lower extremities.,

Bruises or scars about the ankles. Joint injuries.

Bruises or scars on the anterior forearms and
backs of the knees. Marks on the wrists and
ankles.

Faecal material or other debris in the mouth,
pharynx, trachea, oesophagus or lungs,
Intra-thoracic petechiae.

N

Intra-thoracic petechiae.

Sexually transmitted diseases. Pregnancy. Injuries
to breasts, external® genitalia, vagina, anus ofr
rectum.

Joint injuries. '

/
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. posture

13. Prolonged standing

14. ‘Forced straddling of a bar (“saw horse”)
Electric Shock

15. Cattle prod.

16.  Wires connected to a source of electricity.

17. Heated metal skewer inserted into the anus.

Miscellaneous
—reate W

18. Dehydration

Animal bites (spiders, insects, rats,
mice, dogs.)

13

Dependent edema. Petechiae in low exlremilies,

Perineal or scrotal haematomus.

BURNS : Appearance depends on the age of the
injury. Immediately : spots, vesicles, and / or
blackexudated within a few weeks : circular,
reddish macular scars. At several months small,
white, reddish or brown spol resembling
telangiectasias.

Peri-anal or recta| burns.

Vitreous humor electrolyte abnormalities,

Bite marks

(30
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| 4)ADVERSE REACTION REGISTER:~- MOH

I S - R

22) Drugs Acting on the Uterus
23) Infusion Fluids
24) Minerals,Nutritional Additives

25) Anti-diabetics:- Oral and Parenteral

STORE-STOCK MAINTAINING PROCEDURE.

The following four registers should be maintained in the
store.

1) DAY Z00K:- For monitoring the receipt of any item prior to
éntry in to the stock book.

2)STOCK REGISTER:- Showing the source of Procurement and date of
receipt, issue and ‘balance on hand.

3)DATE OF EXPIRY REGISTER: -

the drugs due to eéxpire. This register shogld be monitored by
MOH for évery two months.

BIN-CARD

This will help ip knowing on the Spot the exact stock
pPosition of a particular drug and the pPattern of expenditure,

Date of expiry of drug , source of procurement..
Details on Bin-Card;-

Date of Expiry of the drug should be wrlt;en in Red ink. MO
should attest the issue and balance columns.

Action taken to dispose of the drugs whicli are nearing date
expiry:- '

The Bin-card is like a@ mirror which
a drug.

gives complete information of

. --_..- e e

/, “mwydm‘H
/e - 50 CPHE - SOCHARA \%\

(” Koramangala
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PROCEDURE FOR DISPQSAL OF NEARING DATE OF EXPIRY DRUGS: -

Any drug which has got six months time beFore the date of
expiry and which is not being utilised in vour institutions
should be informed to TMO in monthly meetings, so that TMO can
take action to redistribute the drug to o;her needy institutions.
This procedure should be adopted regularly in every monthly
meeting till the drug is shifted at least 3 months before the

date of expiry so that other institution can make use of or
replacement can be made.

BUDGET ALLOCATION:-

Know your institutions budget allocation . The total amount
ear marked for drugs from G.M.S. and from District Sub-Store
should be clearly understood.

f? ease see ANNEXURE NO. I.)
CIRCULATION OF AVAILABLE DRUGS IN THE INSTITUTIGNS'-

The list of Drugs available in the 1nst1tut101 should be

'-c1rculated among the other Doctors of the Institutions for

v

e;fectlve-health care delivery system.

STATEMENT SHOWING THE VITAL ESSENTIAL AND DESIRABLE AND LIFE

SAVING DRUGS IS AS FOLLOWS.

(Please see ANNEXURE NO.IT)

Before concluding it is Suggested to have an emergency drug
kit which should contain the following :
1) Injection Adrenaline
2) Injection Hydro cortisone/Betamethasone/Dex xamethasone
3) Injection Deriphylline/Amino Phylline.
4) Injection Diazepam.
5) Injection C.P.M.
6) Injection Dichlofenac
7) Injection Fortwin
8) I.V. Dextrose 5% /DNS /Linger Lactate.
9) Injection Ranitidine
10) Injection Botropase 15)Injectioy baralgan
11) Injection Atropine.
12) I.v.Maniteol
13) Injection P.A.M. Scap-vein set.
1

4) Injection ASV

16) Injection Metachlorpropamide

+ I.V.Cannula + I.V.Drip set +



ANNEXURE NO. I.

BUDGET ALLOTMENT FOR DRUGS AND CHEM.ICALS

100% 40% 60%

b Rs Rs Rs

1) PHU's 30,000-00(GMS) - -
2) PHCfs 50,000-00 20,000-00

7)

G.H or C.H.C's

C.H.C's &
Tg.level PHC

SUB-CENTRES

each .

SET CENTRES
Each

Dental Package
Each

NLCC

3/001000-00

2,00,000-00

5,000-00

4,000-00

10,000-00

75,000-00

30,000-00

1,20,000-00

80,000-00

30,000-00

12,000-00

30,000-00
11801000‘00

11201000“00

45,000-00

18,000-00

P.T.O'

\/



\ J - “4l Tthe arugs have to be listed with the help of Store Pharmacist
All the dfugs Lo be arranged in a descending

order of their Annual Consumption Value. On the basis of total cost
N ' '

drugs are to be classified into ABC categor

from the Stock registers.

les.

TABLE 1. ABC Analysis of the Drugs dur;ng 1:89:5~96

: Items . Annual Copsumption
Category ' Total number 3of all items value  in . % of total
Consumption
" A § 16 5137533.88 70
’ B 125 23 1467866.86 20
c 331 61 733333.40 10
Total 542 100 7339334.14 100
_‘ bong
But However VED Analysis is better than ABC Analysis. V = vital,
E = Essential , D = Desirable. ’
“ Here you can see the tcp ten items expenditure of a particular
Hospital.
TABLE 2. The Description of Top tey items.
Itens Name of the item . Percentage of
Y Total budget
L= 3 Tab Erythromycin 250 mg 107
Cap ampicilliin 250 mg s
s Tab cotrimoxazole Plain
4 - § Tab Baralgan 6.3
Cap Tetracyclines
Tab MNidazest 5 mg
(Zthynyl Qestradiol)
7 = 19 Caxtrecse 5% 6.3
Cap aemclox
Tab cesierol
Cap Raricap
R A e e e e s
Total 2¢.3



TABLE

NO.3. VED Analysis

Category of Drugs

No. of Drugs

% of total Drugs

V: Vital
E: Essentijal

D: Desirable

116
172
254

21
32
47

Explain About Leag Time :-

Internal & External

P

\

/
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.. K. MRUTHYUNJAYASHWAMY
- Faculty (Financial Management)
A.T.I., Mysore.

‘¥ ’ and
>

$5. SIDDARAJE GOWDA,

Joint Controller (Retd),
State Accounts Departiment,
Mysore.

Duties towards Accounts: -

- L

s

Every Government Servant shall ensure that proper
acaeounts are maintained for all government financial .
transactions. He should render accurate and proper
accounts to the A.G. ' He must be thoroughly conversant
with all the Finance Rules. He should conduct frequent
checks to ensure thet his subordinates will not commit
® ¢ny fraud, misappropriation or irregularities. He
should not rely on his subordinates and should not plead
that he was misled by his subordinates (Art. 3 of KFC).

[ ) .1 Recaipts

1. Amount realised on behalf of government should be
pald 1into government treasury within 2 days since

amounts collected should not be kept away from the
N treasury balance (Art. 4 & 7).

2. Separate accounts should be maintained for
government money and non-government money (Art. 4).

3. Government dues paid in the form of cash, cheque,

bank drafts, postal orders and nmoney orders should
be accepted (Art. 4).

-
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X1 .

Cheques and drafts :shculd be treated as cash and
entered in cash book, like other cash transactions.

A government officer receiving money on behalf of

government must give the paver a receipt in KFC form
No. 1. (Art. 6).

Heads of offices should keep a complete account of
the recelipt books that they have received (Art. 6).

The money received should be brought to the cash

book immediately, the receipt number being noted
therein (Art. 6).

Any person paying money into government treasury-
will present with it challan in duplicate in KEC
Form MNo. 2. When money i= paid by a private party
into a treasury, the copies of the challan should be
initialled by the departmental officer (Art. 8).

At places where the cash business of the treasuries
is conducted by the bank, cheques on local banks may
be accepted. When cheque 1is received, only a
preliminary eacknowledgement be issued and final
receipt be issued after the cheque is cleared (Art.

g).

Tha stamps affixed to documents should promptly be

punched. Otherwise it glves scope for fraud and
loss of revenue.

The drawing and disbursing officers are required to
write their cash books independently and not on the
vasis of treasury schedule and send thelr monthly
accounts/returns to the controlling officers after
duly reconciling the departmental figures with that
of treasury and furnishing a certificate to that
effect. Every departmental controlling officer
should obtain regular accounts and return from hie
subordinates for the amounts realised by them and
peid into the treasury and consolidate the flgures
for all the departments. They should closely watch
the progress of the realisations of the revenues

under his control and check the recoveries rade
ageinst the demands.

(g9)
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The controlling authority have to reconcile the
accounts with A.G. The DDO"s should take prompt
action to recover the moneys due to government. The
following dates for issue and receipt of the above
return are preacribed for adoption.

- Date of despatch from the : 20th of 2nd month
AG s Office. ' following.

- Date of return by the : 19th of 3rd month
department after following
verification.

- Regarding the yearly : Not later than the
accounts ending on March. end of June

The controlling authority should send

‘certificate of reconciliation to A.G. for every

~month Dbefore the 15th of the 3rd following month.
This certificate should also be recorded in the pay
bill for each month, pertaining to the
reconciliation of 3rd previous month (Art. 32).

12. Rents due from government servants occupying
government buildings should be recovered regularly
oy deduction from the salary or establishment Dbills
ocf such government servant as per the rates and
charges intimated by Executive Engineer (Art. 41).

13. 1If a claim be relinguished the value of the claim
shall not be recorded on the expenditure side as &
specific loss. Remissions and abandonment of claims
to revenue shall be reported to the A.G. in the form
of an annual statement with reasons before the 1st
June of the next financial yeer (44-A of KFC).

14. Public money in the  custody of government
departments shall be kept in strong treasure chests
and secured by 2 locka of different patterns. All

the keys of one lock should be in the custody of the
gazetted government servant who 1s 1in charge of
cash. All the keys of the other lock ‘should be in
the possession of the cashier. This disposition of
the keys is for the definite purpose of ensuring
that the chest should never be opened or closed
without both +the custodians being present. When
there are no double locking arrangements for the
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cash chests the cash =hould invariably be lodged 4in’

the inside drawers, the keys of which should be with
the gazetted government servant in charge of cash
and the outer keys of the chest with the cashier.
Hhen the government servant in charge of cash is on
tour or on leave, he should handover the keys of the
chest together with the contents to any other
responsible government servant. The duplicate Xkeys
of cash chests of government offices should be
deposited in sealed packets in the Government

Treasuries with which the offices transact (Art. 12,
13).

Every office should maintain “"Register to watch the
movement of Cash/Bills/Cheques” and obtain the
signature of concerned officials (Art. 345 of KFC).

Zxpapditiira

In essence, every expenditure should be relevant to

the objectives of the organisation and it should not be
more than the occasion demands.

(1)

(11)

(111)

(iv)

To incur any item of expenditure, there shohld be
competent sanction and budget allotment. The

government servant must satisfy the cannons of
financial propriety.

Every government servant should exercise the same
vigilance in respect of government expenditure as

a man of ordinary prudence would exercise 1in
respect of his own money;

-

Ho authority competent to sanction _expenditure
shall pass an order which will be to his own
advantage directly or indirectly;

The expenditure should not be in favour of a
particular person or section of community;

Expenditure such as T.A., etc., should not bDe a
source of profit tc the recepient;

\
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(v)

(vi)

n

The sanctioning authority should not incur

expenditure which at a later date may proved to be

beyond his power of sanction; and

Best possible results should be obtained from
public funds. keeping in view both economy and
efficiency (Art. 15 and 16 of KFC).

‘Delays in payment are opposed to all rules and are
highly inconvenient and objectionable. The Heads of

- Offices should clearly understand that the personal

claims of government servants should be discharged
with the least possible delay. In any case claims
should be scttled within one year from the date when
it Dbecomes due. If it has to be paid after one
year, condonation of delay is necessary (Art. 29).

Before, condoning the deléy regarding the arrears of
payment, the Head of Department should exercise the
following checks.

(a) Claims =should be got scrutinised by Chief
Accounts Officer.

(b) Verification should' be done with original
records.

(c) The claim should be established beyond doubt.
(d) It should not result in wrong or double payment.

(e) Suitable register to be maintained to watch such
sanctions (Art. 2@)‘

Regarding payment of arrear claims, to avoid double
claims/payments the drewing officer shall make a
note of the payment, in acquittance rolls, service
registers, office copies of original bills, etc.,.

In the cese of payments made out of permanent
advances, the amount should be recouped at once and
in other «cases, the liability discharged at the
earliest possible time. Claims preferred within one
year (even though they related to previous year) can
be settled by the Head of the Office, without higher

/70
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sanction. Contingent bills not preferred for
recoupment within 3 years should, as a rule not be
sanctioned or permitted to be encashed (Art. 21).

The right of a government servant to travelling
allowance (tour T.A., transfer T.A. and conveyance
allowance claims) including daily allowance, 1s
forfeited or deamed to have been relinguished if the
claim for it is not preferred to the head of the
office or the controlling officer or the A.G. as the
cese may be, within one year from the date on which
it becomes due (Art. 22-A).

The LTC/HT(C bills should be submitted by concerned
governnent servants within one month, from the date
on which i becomes due (Art. 22-A).

The Head of an Office may authorise a gazetted
government servant serving under him to sign bills,.
vouchers, and payment orders, for him. But the head

of the office continue to be held responsible (Art.
24).

The head of the office shall ensure that the payment
is made to actual payee only and he should -obtain
clear acknowledgement (Art. 24) .

A government servant supplied with funds for
expenditure  shall be responsible for such funds
until an account of them has been rendered to the
satisfaction of the audit office. In cases in which
the acquittances of the actual payees are not sent
for audit, the government servant supplied with
funds shall be held personally responsible for
seeing that the payments are made -to the person
entitled to receive them. He ahall obtain for every
disbursement which he makes on behalf.of government
including every repayment of moneys which have Dbeen
deposited with the government a voucher s=etting
forth full and clear particulars of the claim, using
as far as possible the particular form if any,
prescribed for the purpose and shall obtain at the
time of making payment either on the voucher or on &
separate paper to be attached to it, an
acknowledement of the payment signed by the payee by
hand and ink. For the amount equal to Rs. 509 or
exceeding Rs. 500 =tanped acknowledgement should be
obtained. In exceptional cases, if it 1is impossible
to obtain proper vouchers, the disbursing officer
way record the certificate saving that charges are
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14.

15.

16,
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reasonable and actually paid. HWhen an article is
obtained by VPP the value payable cover shall Dbe
treated as voucher. Pay order should be recorded on
voucher in words and figures with attestation by
disbursing officer. Without this order, payment
should not be effected (Art. 49, 59).

The Head of the Office is personally responsible for
all nmoneys drawn as pay, leave salary, allowance,
etc., 4in an establishment bill signed by him or on
his behalf until he has paid them to the person who
are entitled to receive them and has obtained thelr

dated acknowledgenments, duly stamped where
necessary. These acknowledgements shall be taken as
a rule on the office copy of the bill. Separate

acquittances may be maintained for staff and for
private persons. The copies of the bills sent to

treasury to be maintained in the form of reglster
(Art. 52).

Undisbursed amount may be retained in office for a
period not exceeding 3 months. A register to be
maintalined in KFC Form ©No. 10 to watch the
undisbursed amounts (Art. 52).

Sub-vouchers to contingent bills should be cancelled
in such a manner that they cannot subsequently be
used freudulently to claim or support a further
payment (Art. 58). )

Every government servant should give proper
attention to all objections and orders received from
the A.G. without any avoidable delay. A reglster
shall be maintained in each office in KFC Form No.
11 for recording the objections communicated by the
Audit Office (Art. 69Q).

Every government servant who draw bills for pay and
allowances on contingent expenses is primarily
responsible for the corréctness of the amount for
which each bill is drawn. If any amount is drawn in
excess of what is due, the drawing officer will Dbe

required to make good the excess amount 1is drawn
(Art. 62).

Each hoad of an office will maintain a register in
KFC Torm No. 12 for all special advances drawn DYy
him. It is the duty cf every government servant to
see to the prompt adjustment of advances and items
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under objection outstanding against him in the books
of the audit office. 1If, owing to delay in dealing
with the matter, any amounts become unad justable
they will be recovered prorata from all the

government servants during whose time, they remained
under objection (Art. 63).

The requisitions of the audit department for supply
of informatlon necessary for purposes of audit

%Rouldsbe complied with by all departments promptly
rt. 65).

Cheque bocks required Dby disbursing officers
authorised to draw on treasuries like PWD & Forest
Departments, etc.., should be obtained by them from
the treasury officer on & requisition signed by the
disbursing officer hinmself. Cheque book must be
kept under lock and key in the personal custody of
the drewing officer and when transfer of charge
takes place, & note should be recorded in the cash
book, over the sizgnature of both the relieved and
the relieving officers showing the number of unused
cheques and cheque books made over and received 1in
transfer by them. No cheque shall Dbe issued for &
sum less than Rs. 1. On the cheque at right
angles, the word to be written “under” followed by
an ampount a little largeér than the amount written on
cheaque. All cheques/drafts on banks for amounts
exceedinz Rs. 1,209 in each case, other than payment
of apglary, &llowances, premium, etc.,. of government
servants should invariably be crossed, with the
addition of the words "Account Payee Only". 1t
cheque drawn is lost, pefore handing it over to the
party, the non-payment certificate and stop order to
be obtained <from bank/and or treasury. Afterwards
fresh cheque may Dbe drawn. If a party. request foxr
fresh cheque on the pretext that the cheque given to
hir 4= lost, the non-payment certificate and stop
order to Dbe obtained from bank and [for treasury.
Further, the party has to execute an indemnity bond
in KFC Form MHo. 73. Afterwards fresh cheque may be
drawn (Art. 66, T2)

lo governnent servants may open an account with a
private bank for the deposit of moneys by him in his
official capacity (Art. 76).

. wp=ra action for the continuance of temporary posts

beyond the period upto which may stand sanctioned
has Teen taken but the competent authority has not
accordsd sanction, the holders of such temporary

0
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posts may draw provisionally, without any authority
from the A.G. their pay and allowances at the same
rate as they were drawing in that post for a period
of 3 months after the expiry of the period upto
which the posts had been sanctioned (Art. 8@(A).)

Pay, officiatirg pay, leave salary and other
emoluments can ba drawn for the day of a government
servant s death, the hour at which death takes place
does not affect claim. In case of death of
governnent servant, the office head can make payment
to the claimant upto Rs. 5,099 without insisting for
legal authorjty. If it exceeds Rs. 5,000, office
head has to obtain an indemnity bdbond in KFC Form No.
13 duly stamped with sureties and also he has to
obtain the orders of Head of Department. In case of
death of gazetted officers necessary authorisation
should Lz obtained from A.G. (Art. 81).°

Office heads are responsible for the deduction of
income tax at the prescribed rates in respect of
non-gacetted staff (Art. 889).

It 4is the duty of the office head receiving the
court ‘attachment order. to see that the amount
attached is deducted from the pay bill and also that
a record is kept of such deduction in KFC Form No.
78. Office heads should not enter into any kind of
correspondence with the court and they should not
forward the representation of government servants
(Art. 90 to 93).

(a). Recoveries are to be effected out of the salary
payable and sent to Court or Society as the
case may be;

(b). In respect of Court attachment, it has to be

shown as a deduction in the Pay Bill. In
respect of Soclety dues it may be dlsbursed 1in
cash;

(c). The Officer should not enter into
correspondgnce with the Court or forward
representations. He has to simply execute

provided the money is available;

(o)
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(d). 17 the Government Servant does not sign or
allows it to be undisbursed, 1in such cases the
Head of the Office in case of Non-Gazetted
Officers and the Head of the Department in
respect of Gazetted Officers, may draw the pay
and pay the warrant amount;

{(¢). The following are the limits for attachment of

2870

(1) Salary to the extent of first four hundred
rupees and two-thirds of the remainder 1is
not 1liable for attachment towards the
execution of pay decree, other than &
decree for maintenance.

(11) All kinds of Travelling Allowances,
Conveyance Allowances, Uniform and Ration
Allowances, House Rent Allowances,
Reimbursement of Hedical Allowances and
Allowances granted to provide relief
against increased cost of 1living are
exempted from attachment.

Out of subsistence allowance, taxes, house rent,
1msans eand advances are compulsory deductions. I1f
government servant who under suspension, requests,
insurance premium, dues of cooperative socleties,
recovery of GPF advance may be deducted. The GPF
subscriptions, court attachments and recovery of
loss should not be made. The rate of recovery out
c? subsisterice allowance should not exceed one-third
of the gross subsistence ellowance (Art. 94-A).

in case whare an officer deputed for training does
not disclLurze statutory dutles and the handing ~ over
of cash or stores is not involved and the total
absence from headgquarters does not exceed 10 days,
the hanclnz over and taking over charge of the post
is not reaquired.

ory  +transfcr of charge of a gazetted government

servant proceeding on leave ©Or On transfer or
returning from leave should, without fail be
revorted by post on the same day to the A.G. in Form
No. 192. Every government servant who 13 responsible
for the adjustment of advances and who is
transfarred to another office before  fully
accounting  for the amounts outstanding against him

14



should leave for the information and guidance of his
successor, a memorandum clearly explaining the state
of accounts of each item of advance and noting the
ection tobe taken for adjusting the outstanding
amounts within the time allowed by the sanctioning
authority. If he does not do so, his responsibility
will not cease and his successor may not De held
responsible - in respect of the items not brought to
the latter’'s notice. A statement of unadjusted
advances and unremedied obJectlons should be given
by the relieved to the relleving government servant
in KFC Form No. 2@ & 21 respectively (Art. 1909).

The entire salary for the month in which a transfer
has been made shall be drawn on the bill of the
establishment to which the government = servant is
transferred, after the close of the month, attaching
these to the requisite LPC and not in several bills.
In espect - of government servants transferred to
local funds the Jjoining time  allowance and

.travelling allowance for the forward and return

journey shall be borne by local body concerned (Art.
129).

Arrear pay shall be drawn on a separate pay bill and

not in the original ronthly pay bill. The non-
drawal certificate on the previous occasion shall be
recorded. Only one Dbill is sufficient for all

srrear claims of different nmonths which are drawn at
the same bime, particulars oI Clalws of different
months, being however, shows separately in the
bill. "‘A]l supplemental claim=s should be noted in
the original acauittance rolls., This is necessary 1o
av~23 tlhe risk or claiming again. A "Due and Drawn
Statement’ in respect of arrears of pay and
allowances of a government servant shall be prepared
by the drawing and disbursing officers (Art. 132).

. -Travelling allowance of establishment other than

permanent or fixed allowances, shall be drawn in KFC
Torm No. 28 settingforth the details of the
journevs and explaining any divergence from the
recogznised route; ordinarily not more than one bill
%ill have to be preferred for the claims of &
particular month 1n resvect of a government servant.
The government servant countersisning travelling
~ilovance bills will maintein a register in KFC Form
iTo. 23 in which he will note the bills he
cnnteraigns (Art. 137).

[
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and also *o prevare an account in Form KFC 62-E
(Art. 346).

A proper record of personal advances drawn and
repvaid by non-gazeitted government servants should be
kept in 2ll offices in a register in the form
nentioned under Article 347 of KFC. A separate
register for each kind of advance is not necessary
but a sevparate sheet may be allotted in the register

for each individual who has drawn any advance (Art.
347).

The head of officz is responsible for any loss
sustained by government through fraud or negligence.
He has to take all precautionary steps regarding the
movement of cash/bills/cheques/stores, etc., by
obtaining ndequate security from government
servants/contractors/supplier. Particularly he
should be cautious regarding the genuineness of bank
guarantees, its period vis-a-vis with the
fulfillment of terms and conditions by suppllers
and/or contractors. He has to follow the procedure
laid down in the Articles from 353 to 3589 of KFC.

As per Article 332, deficiency found in cash,
should be made good et once by the rerson
responsible for it. As per Article 338 when the
government servant in charge of cash goes on tour or
on leave should handover the keys of cash chest with

contents to any other responsible government
sexrvant.

If loss takes place, the head of office should

send prelimins:ry report to HOD, A.G.,. Secretary,
r.D., through proper channel, explalining the nature
and clrcumstances with extracts of documents.
Subseauxntlir, the office head shall conduct detalled

investigation and send final report to A.G., H.O0.D.,
and Secrciary through proper channel. The detailed
report =should contain the nature of loss, amount
involved, persons responsible, citation of documents
and 1its extracts, modus operandi, recoveries made,
C¢isciplinary action/judicial action taken or

racommended, defects 1in systenm, ateps taken to
preaventlion.

In 21) cffices, a register of valuabale documents
shoiiid =2 maintailned and the receipts and disposal
N0l ““izrein under the initials of a responsible
=0 -

VORI servant. The documents should be



‘ra

Preserved in safe or other rece
keep valuables
government servea

To conclude it is the dut
to observe complete i
matters ang e¢nsure that best results
from the pubdblic funds spent by

Servant

drdiofre.kms

ptacles intended
Possession
nts concerned (Art.

/&

to
the

y of every Government

ntegrity in financial

obtained



-

i'ﬂ

PPEVENTIGN AMD DETECTION OF FRALD IN

——

FIMSNCIAL, MANPGEMENT IN ROVERMENT
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Faculty
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-

Article 3 of KFC, mentions that, the drawing and
disbursing officer (DDO) should keep an adequate check
over subordinates in order to  avoid financial

irreqularity. He cannot plead that he was misled or

deceived by his subordinates.

Prevention is better than cure. Despite taking lot
of precautions, fraud might takes place. Such frauds

also to be detected in shorter time and action to be
taken on the concernmed official's and also action to be

taken to prevent it. Therefore DDO has to be extfemely

cautious.

(¢

Negligence or incorrect bhandling of procedures, or

ignorance of ¥inancial'implications'of decisions, will.

give scope for fraud or it may result in any kind of and
financial irregularity. Fraud may takes place in any
area of financial management. It may be in the area of

receipts, expenditure, deposits and advances. etc.,



The cash inflows to Govermment takes place in
various forms. The responsibility. of DDO's is to
pProperly update assessment list, rise thre demand in
time, collect the amount in time and to see that the
Aamount is actually remitted to the government. For this
he has to maintain DCB register and other connec ted
records. The amount will be collected in the office or
the Dérties, will be asked to remit the amount directly
to Bank/Treasury and to produce the copy of challan to
office. When cash is received in the office, the cash
receipt has to be issued in the K.F.C. form No.1. This
cash receipt books will be supplied by Govermment press
té beads of departments and im turﬁ Heads of Departments
will supply these receipt books to subordinate DDO's.
At all the 3 points, the stock register of receipt books
will be maintain;d. DDO and cashier will have to sign
the cash receipts and DDo cannot delegate the power of
signing the cash receipt to the subordinates. First the
cashier should sign the cash receipt and then DDO will
sign the cash receipt. The receipt number of the cash
receipt has to be entered in the cash book. While

Signing the cash book DDO must ensure all these aspects.

tJ
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After DDO has signed cash receipt for Rs.4,000-00
without an immediate entry in the cash book, the cashier
tampered the cash receipt by altering Rs.4,000-00 as
Rs.400-00 both in words and figures. He has also made an

entry in the cash book for Rs.400-0Q only.

The DDO signed the cash book blindly, which
resulted in embezzlement of Rs.3602-00. This comes to
the notice in audit after a lapse of 2 years. The
cashieF has remitted only Rs.400-00 into Bank. Even on
the remittance book, the power of signing challan and
remittance book was blindly signed by DDO, without
looking into the tampered cash receipt. Had he 4011cwed

the procedure, no fraud could have taken place.

Negligence on the part of the DDO's, may end ubr in
much more serious fraud. We, even come across .;ases
where the duplicate cash receipf book has been‘ got
printed and that duplicate cash receipts are signed by

DDO’'s. Therefore DDO should be very alert to prevent

such kind of fraud.



A few cases are only cited here. It is not possib}e
to predict that fraud will takes place in a. particular
way. Some times there will be mo solutions or guidelines
in the rules to prevent fraud. The alertness of mind and
Studying of auditors reports and discussion with
accountants and auditors will be very useful for the
DDO’s.

In cases, where, DD's or cheques are received, only
the acknowledgement has to be issued and not the cash
receipt. When 1in the Department§1 manual, it is
mentioned that, cash receipt may also be issued for the
receipt of cheque/DD, then the cash receipt may be
issued. But the entry to be made in the cash receipt,
"This is subject to gealisati&ﬁ“. The offices with small
transactions an entry can be méde straight in the cash
bock with the number of DD/Cheque. The offices having
huge transactions,,shouid maintain the day book in the
form of "Cheques received and adjusted”. After the
encashment only, entries to be made in the cash book.
Care should be taken by DDO‘s for the enqa;hment of
cheques within the cuwe date and cérrect tran;¥er of
entries/total of each page/date wise 4rom‘Qay book to
cash book. Even when there is large cash transactions,
the tctals of the day book for ea&h day will be
transferred to the cash book. Care should be taken by
the DDO's to check pagewise totals and verificationm of
carry forwarding of balances, from page to page and from

day bool to cash book.



In the cash day book (receipts), page & shows the
clcsing balance of Rs.10,000-00 on a particular date,
the Opening Balance on next page (Page=7) shown as

Rs.1,800-0Q.

The page 6 and 7 entries are for particular day
only. Tre total for page & and page 7 sho@n on page 7 as
Rs.20,100~20, with a stort accounting of Rs.9,000-0Q.
This Rs.9.000-20 entered in the cash book. Both the day
book and the cash book a-e meatly signed by DDO. This is

a clear case of failure of supervision.

When cheques/DD's are received, DDO's should see
that, it is encashed within the due date of pay@ent to
Govermment. They should also méke it clear that, in case
of encashment of cheques/DD's after the due date of
payment, they are liable for penalties as per the
departmental manuals. As far as possible, " they should
accept the local cheque and DD's payable on local banks.
I+ this is not possible, DDO's should ask the party to
remit  the amount directly to the Bank/treasury and to
produce  the copy of challan. Even on copy of challan,
should not be acted upon by issuing licences etc., until

it is ascertained that the amount is actually remitted

to the treasury.



When accepting currency notes from the party, care
should be taken, by not accepting fake notes. If fake
notes are received, complaint should be lodged with
police and the matter should té be reported to the

controlling authority.

When large amount is sent to bank/treasury for
remittance, sufficient precautionary steps should taken,
It should be entrusted to experienced and reliable
person. Adquate security should be ensured. Wherever

necessary police help may be sought.

It is the responsibility of DDO to see that amount

is actually credited to government account. TDiE‘EED__9§-
cigigzéq.rme.p{ggg:ﬂmontb1y§gggpﬁéiliatiOﬂ_,Qf\_aCCOUﬂtS
with treasury. The Treasury officer will send the
\ i

consolidated treasury receipt and DDO to compare the
accounts with this schedule. If the receipts accounts
appeared in. his books and'not appeared 1in treasury
receipt éccountS, immediately:. he should verify in
detail and lodge complaint with police and inform the
controlling  authority. The Departments with small
receipts transaction, can depute a clerk to treasury for
reconciliation work . The person employed " for
reconciliation work should not be the same
person, eaployed ._for=reconciliation=work—should—not—>be ...
thessame=p&rson, who has taken the amount for remittance

to bank or treasury.




- This case pertains to 1972. Earlier in District
Hospitals, they used to collect 25 Ps. per patient.
Twice in  a month, they used to remit this amount to
bank. The medical superintendent of Hospital used to
send the peon to remit the amount to bank with a challan
and remittance book. The investigation proved that, he
used to tear the challan and put duplicate bank seal on
the  remittance book  and pocket the cash. No
reconciliation work was done for the period from 1972-
7&6. The embe;zled amount was around Rs.4.5 lakhs. In

such cases detection of fraud is possible only through

monthly reconciliation, which the medical superintendent

had not done.

Only a .few cases are illustrated in the area of

regeipts management. It is not possible to  say

specifically bow fraud will takew place. It is the -

direct responsibility of the DDO regarding movement of
cash from the point of its realisation to its actual

remittance to bank/treasury.

Now we will look into precaution to be taken in the
area of expenditure management i.e., cash outflow and

prevention and detection of fraud. \\



Funds  withdrawal takes place through bills ang
cheques.  Funds  will be withdrawn  for works,

cuﬂtingencies, establishment expenses like salaries,

TN reca o g S, tmm s b e e b ~t~ T talalate Vo b

government money, following are essential rules have to

be followed.
1. Budget allotment
2. Competent sanction
3. Financial Propriety
4. Purchase rules

S. Accounting

Finally this will be followed by Audit.

ESTABLISHENT BILLS

The  DDO should be cautious against payments

regarding arrears i.e., possibility of double payments,
ot ondol_ e U

T -

drawal of the leave encashment twice in a_single block,

~

non—feeding of retirement date to the computers, drawal
o forged bills against the DDO account, discrepancy
regarding entries.when compared to entries in cash book ,
tampering ‘the acquittance roll, non-entries of leave
accounts in sefvice book , evéding the adjustment of
advances, wWrong pay—-fixations, embezzling the
undisbursed amount etc., This list is not exhaustive.

But the negligence may result any kind frauds.
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Funds withdrawal takes place through bills and
cheques. Funds  will be  withdrawn for works,

contingencies, establistment expensas like salaries,
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government money, following are essential rules have to

be followed.

1. Budget allotment

2. Competent sanction
3. Financial Pfopriety
4, F’Qrchase rules

S. Accounting

Finally this will be followed by Audit.

ESTABLISHENT BILLS

—_—

The DDO should be ;autious. against  payments

regarding arrears i.e., possibility of deuble payments,

T -

drawal of the leave encashment twice in a _single block,

~

non—-feeding of retirement date to the computers, drawal
on forged bills against the DDO account, discrepancy
regarding entries.when compared to entries in cash book,
tampering ‘the acquittance roll, ncn-entries of leave
accounts in  service book, evading the adjustment of
advances, wrong pay-fixations, embezzling the
undisbursed amount etc.

y This list is not exhaustive.

But the negligence may result any kind frauds.



Some of the pre—cautionary steps to be taken are as

#ollows.

1. Thorough verification of arrears with reference to
acquittance rolls and cash book, to avoid excess or

double payment.

2. When signing the leave encashment bills, the entries

to be made in the service register.

3. Aw~areness of the retirement date: of the sub—

ordinates.

4 ,Re—conciliation of accounts, to detect the fraudulent
encashment of establishment bills and other contingent

bills.

S. When signing the cash book evéry entry in the cash

book, has to be verified with acquittance.

&. On every page, total in the acquittance roll to be
recorced in words with disbursement certificate. For

undisbursed amount, separate register to be maintained.

7. As and when the leave is sanctioned an entry to be

made in the service book with attestation.



8. The recovery of advances in installments to be given
progressive number and register to be maintained by
alloting a page number for each kind of advance name
wise for watching it's recovery. On transfer or
retirement clear entries are to be noted in LPC by

consulting this register

9. Pay-fixation should be done in accordance with
relevant rules. In case of doubts, the DDO's may seek

the opinion of the Accounts Officers and Treasury

officers.

CONTINGENT BILLS

The sub vouchers attached to the bills and sent to
treasury or vouche; retained in the office should be
stamped with "paid and cancelled" immediately after
payment to prevent the possibility of double payment.
The genuiness of sub vouchers i.e., bills received from
the {irms should be verified with utmost care. The DDO
should see that the amount is ;ctually paid to payee
only. Wherever possible, it should be paid by cheque.
Clear acknowledgementlgith date and signature should be
obtained from the payee. Wherever thumb‘ impression is
obtained it should be got attested by some known
persons. It is suggested to issue only the account payee

cheques.



When signing the cash book, the entries with

reference to sub vouchers and bills wise 'should  be

verified,

+he expenditure accounts should be got reconciled
with treasury on monthly basis. Regal’d;ﬂb the accounts
not appearing in the DDO's accounts but appearing in thé
treasury accounts, detailed verification has to Ee done
and  if there is any fraud, complaint should be lodged
with police and information to.bé sent to controlling

authority,

WORK'S EXPENDITURE

To incur expenditure on works, there should pe a
technical sanction and administrative sanction with
budget allocation. The DO should see that temder
Procedure has been followed and the estimates are within
the  current R and the pr'oceduré regarding the
maintenance of muster rolls and MB, éontract ledgers are
followed. When paying the bills, particularly running
account bills, substantial verificatiéﬂ is done.
Normally there will be LOC system for payments on works
Expenditure is concermed. In such cases, the initial
accounts will be passed on to A.G. directly by DDO. The
amcunt  will be paid by cheques signed by DDO'g. This

cheque books should be in the personal custody of DDO‘ x,



DDO’'s should be very careful when signing the cheques by
not giving scope to fraud, which may taken place in the
form of addition or alterations. Cheque writing machines
may als.o be used. When 'signir'wg the cheque corresponding

- entry in the cash book to be entered.

SAFETY OF CASH

The cash should be kept in cash chest with double
lock system. One key should .be with DI?O and the other
key should be with cashier. The duplicate keys should be
lodged in treasury. Once in.a month or as often as
required, the cash balance shou‘ld be verified with the
book bal.ance. The cash chest has 5 be Qot— embeé/\‘ed to

the interior walls..

Regarding transportation of cash .. from

Bank//Treasury to office, sufficient care should be
taken by employing a reliable government servantg. If
necessary departmental vehicle-may be used, whben the

amount is large, with police eécor't.‘

When the bills sent to treasury is lost, the DDO
should obtain Dw_n;en_;_cecti{icat_e__jrcxn_,_,tr_e_a_;gg, by
requesting him not to make the .payment.on the .lost,bill.
Thezn  the duplicate bill may be prepared and sent to

treasury.
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CASE C&!EIVqlliﬂqT ENCASHENT OF BILLS

In an office, the section superintendent along with
cash orderly in collusion with the treasury official
managed to obtain the treasury tokens. They prepared the
duplicate bills on the DDO account and forged the
signature of officer, who used to sign on behalf of DDO.
They maﬁaged to obtain the cheque from treasury and
encashed from bank. This they practiced for years. Even
the treasury token number was npt verified in treasury
office, due to the colusion of treasury officials. This
kind of fraud has taken place and the embezzled amount
was in  terms of few crores. This could bhave been
detected early, if the monthly reconciliation of
accounts was done by DDO with treasury, or subsequently
this could' Phave been detected through intermal audit
system. This has not been detected by intermal audit
system, mainly because the staff bormne on the intermal

audit wing are not professional accountants or auditors.

~

ROLE OF INTERNAL AUDIT SYSTEM

Role of Internal Audit is to provide the financial
date to the management alongwith performance report. It
provide advise and also conducts the concurrent audit
for all the wings of the Oorganisation. In governméﬂt
departments, following are the few important tips for

intermal auditors.

14
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1. Combarison of allotﬁent released by Head of the
Department to DDO's with the retum of expenditure from

DDO’'s on monthly basis.

2. Cémpariscn of accounts returmn from DDO's to AG's

4igures.l
4. Bringing to the notice of HOD abeat the  £imam~:ion

=i Sweiarilies etc., with suitable suggestiong.

Y+ 10 consultation with the AG's staff, setting right

Fha  mic-1_ ... - -

challans for detection of fraud etc., has to be done by

-

It is tre responsibility o+f HOD, who is alam PO 4
S LNat, the Intermal Audit wing staff is filled up By

Professionals in the area of accaunts and audit,

To conclude, the DDO should always keep an eye on

can able to detect and/or to prevent the frauc.

-0

detect . kme
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k.H.5.0.F.
HOSPITAL MANAGEMENT TRAINING
FOR CHC DOCTORS

Day: 4 - 18-12-1997 12.00 Noonto 1 .00 P M

Waste Management and Cleanliness of the Hospital

- Dr. Sathyanarayana’

Cleanliness of a health care facility eg. Hospital or clinic, is as important as the
health care that the facility offers. lncreasing health care activities in hospitals and
clinics generate, as a by-product, a large amount of unwanted materials called *Medical
Waste'. Wound dressing, surgery, deliveries, investigations, autopsies and a host of
procedures and therapies produce different categories of wastes. These ‘biomedical
wastes’ have proved infections and hazardous. I[ndiscriminate dumping of these wastes
and hazardous. Indiscriminate dumping of these wastes have resulted in a number of
nosocomial infections some of which have been fatal.

To-day, the health managers of hospitals and clinics, specially the
administrative heads, would like to look around their institution and ponder whether
thewr health care facilities invite or stun away the patients.

Hospital Waste Management or Health Care Waste Management has been a
subject 1gnored so far for a variety of reasons and lack of policy, awareness,
commitment, resources. The result rendering a quality health care given by qualified
personnel ineffective because of an unpleasant if not filthy environment. The enclosed
synopsis on Hospital Waste Management gives an outline of essential facts about
hospital Waste and its management. The participants who are not only managers but
also trainers would find it useful as a teaching material to train other health workers in
their own institution.

" Consultant (STEM). KHSDP



What is Medical Waste?

Medical Waste is waste generated in diagnosis, treatment,
prevention or research of human and animal diseases. The
waste can be in the form of solid or liquid waste.

Where is it generated?

Hospitals, health centres, . clinics, nursing  homes,
midwifery, laboratories, research institutes, veterinary
clinics as well as from medical care conducted at home.

bl



- o o 3 . i/ ’ L %7 .’
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. Medical waste presents occupational health risks to
those who generate, handle, treat and dispose of the
waste.

2.1t may also presents risks to the community or
environment 1f the waste 1s inappropriately handled,
since it can contribute to the spread of diseases. Viral
transmission of Hepatitis B, Hepatitis C and HIV
through 1njuries caused by syringes or sharps infected
with human blood.

88
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Why is it important?

1. Medical waste presents occupational health risks to
those who generate, handle, treat and dispose of the
waste.

2.1t may also presents risks to the community or
environment 1f the waste is inappropriately handled,
since it can contribute to the spread of diseases. Viral
transmission of Hepatitis B, Hepatitis C and HIV
through injuries caused by syringes or sharps infected
with human blood.

88
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3. The risk associated with the use of Incinerators. The

smoke produced by infectious-hazardous incinerators
may contain toxic particles that can effect people’s
health. | |

Classification

WHO Classification - 1987
WHO simplified classification - 1994 - developing
countries

US - EPA classification - 1989
India - classification - 1995

89
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Segregation means separation of different categories of
wastes by sorting and putting into different containers or
bags at the place where waste 1s produced.

Blue Container Clinical Waste
Red Container - Infectious Waste

White Container General Waste

Labeling.

90



Collection and internal 1
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e Using trolleys or carts.
e Moving waste from one point to another within the

facility.

Storage

* A specified area within the hospital or facility’s
compound, designated exclusively for the storage of
medical waste for a short period of time before

treatment or disposal.

9l
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Treatment

Process that modifies the waste in some way before it is
taken to 1ts final disposal place. Reasons:

e to disinfect or sterilize the waste so that the waste is no
longer infectious, after such treatment the waste can be
handled more safely with fewer precautions:

e to reduce the bulk volume of the waste in order to

reduce the volume before disposing it to the final
destination;

e to make surgical waste or body parts unrecognizable
so that it will not be unacceptable to the community:;
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Various treatment methods:

Incineration: a process of burning infectious-hazardous
waste under controlled combustion, the end product will
be sterile residue and emissions.

Regional Incineration: One well-run, state-of-the-art, air

pollution-equipped incineration is better than many small
incinerators. |
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rocess incorporates shredding, steam
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spraying and microwave irradiation.

Autoclaving: is a system to sterilize medical waste by
using autoclave or steam sterilization.

Chemical Treatment: the process includes preliminary
milling and shredding of the waste, washing it with
chemical disinfectant, and then going through a de-
watering process to limit the moist.

T



External Transportation

It 1s the transportation that carrjes infectious-hazardous
waste from health facilities to

an outside treatment centre
or landfill.

Fial Disposal

Final Disposal means to place the waste 1n its final
resting place. o

Safety handling

Preventive measures: Hepatitis B vaccination, universa
precautions, personal pretective equipment, etc.

e & ' [ (14 , 0



Project support:

e State level
e District level
e Facility level

® 4
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HEALTH '\ITANA(‘EIWENI‘ INFORI\‘[A'I ION SYSTEM *

Date : 17-7-98 >l PWW D IN| Wﬁ Time : 9 to 10 AM

The MIS varies according (o the structure of the system and has (o cater (o the
organisational needs of a) Research b) Planning c) Policy formulation d) System integration
and ¢) Implementation and maintenance.

2. Hcalth is a holistic concept and a conflucnce of many sub systcms. HMIS has to fulfil
the tollowing mandate.

1) Describe the level of community health

2) Diagnose community ills and priorities

3) Promotion of legislation

4) Formulation of Programmes( Eg. : AIDS control, RCH)
5) Dissemination of information for Health Education

6) Planning and Evaluation

7) Projections(Eg. : Population)

3. Data/Information is the life blood of Management and is essential at all levels of the
organisation

a) for reporting to the next higher authorities and
b) for monitoring and review. It results in action and corrzctive measures at 2ll levels.

4. Health system in the country - Ministry of Health & Family Welfare (coordination and
policy making) #DGHS Technical Wing - Medical Care and Public Health =
CBHI(Nodal Agency for HMIS) = State Health & Family Welfare Departments( +
Medical Education) - SBHI - Demographic & Evaluation Cell(FW & MCH) or (RCH)

5. Rural Health set up
~ 3G+ PHC « CHC

+6. Information on Medical and Health care is mostly availble for public enterprises only -
very little information in respect of private sector in spite of significant contribution($2%).
NGOs also are contributing to Public Health Care and Family Welfare activities to a great
extent. ' )

7. Health Programmes

a) RCH(FW + CSSM + STI/RTI)
b) Malaria Eradication

c) Tuberculosis

d) Leprocy Eradication

e) Control of Blindness

) AIDS

g) Nutrition

h) Communicable Diseases
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8. NIC - This is a natjon wide, satellite-based Computer Communication Network
(NICNET) encompassing all districts, State Capitals and the centre, facilitating District
informaiion System(DISNIC) at district level and cssential data base for Siaics and the
Central Government Departments,

9. Registers to be maintained at PHC leve]

L. Sub-centre Register- 1 Sub-centre and Village Information
- Sub-centre Register - 2 Household Information
- Sub-centre Register - 3 Eligible Couple & Children Information
- Sub-centre Register - 4 Family Welfare Services
- Sub-centre Register - 5 Maternal Care Services
- Sub-centrc Register - 6 Child Care & Information Scrvices
. Sub-centre Register - 7 Tuberculosis & Leprosy Control
- Sub-centre Register - 8 Malaria Biood Smear & Treatment
2. Sub-centre Register - 9 Home wvisit Diary
10. Sub-centre Register - 10 Clinic Register
11. Sub-centre Register - 11 Stock & Tssue Register
12, Sub-centre Register - 12 Vital events - Births
13. Sub-centre Register - 13 Vital events - Deaths

-OOO\IG\U:-&-‘-UJI\)

10. Reports to be sent bv the PHC

Family Welfare

1) KDP Report

2) Form-14(Now replaced by 7)

3)0OP & CC, IUD Reports

4) Stock position of OP, CC, [UD

5) Quarterly reports - (Socio Demographic Dalta)

6) Sterilisation dcath(Quanerly)

7) Conception after Steﬁlisation(Quartcrly)

8) I\-ITP(Monthly)

%) Eligiblc Couplc Analysis

10) Age wise and Children wise Sterilisation Reports(only for slerlisation)

Immunisation (UV1p)

1) CSSM reports(Monthly) - Pneumonia, ORT episodes, Diarhhoreal diseascs

2) MCH reports - 1) Special report (Deliveries, I' A Tablets ) Monthiy
2) Infant & Matermnat deaths
3) School Health
4) Dais Training

3) Leprosy - 1) Survey reports (Monthly)
2) KDP report
3)Form L1, L2,and L3

) Malatia - Passive and Active Reports(Monthly)
MF 1-14
Lab repor( Weekly /Nonthly)

)T = Sputuin collection and case detection
Slock Position of drugs



NIPCB
Cataract Operation, Survey Report(MLY') Total Operations and Refvactions
Nutrition
1) ICDS report (Monthly) Project advisors report and seetored advisore report
2) Todine deleciency - Goitre control programme
3) Vitamin - ‘A’ report

4) NED(Nutrition, Education and Demonstration)

MEMIEC reports)

1) Mahila Arogya Sanghas
2) Exhibitions
3} Film Shows
4) Folk media

CMDOMLY)

Indoor and outdoor paticnts
JE & GE Cascs
Dengue fever, Snake Bite, Dog Bite
Morbidity and Mortality report
AIDS

RCH (Reproductive and Child Health services)

Under RCH Programme, the approach to Family Welfare is Community Needs
Assessment Approach. Under this, a set of new formats have been prescribed.
Accordingly, thc Annual Action Plan is to be prepared in Form No. 2. The monthly
progress on various services/activities as also the stock position of drugs, vaccines clc., is to
be reported in Form No. 7.

Prepared by Shri. G. Prakasam, Joint Director(Demography), Directorate of Health & Family
Wellare Services, Ananda Rao Circle, Bangalore 560009, .



- ernms A

Definition of Management-
=101 Management:

Management is a distinct process consisting of activities of Planning, Actuating and
Controlling performed to determine and accomplish stated objectives with the use
of human beings and other resources.

Popularly “Getting things done through other people.”

Six M’s of Management of “basic resources” are subjected to the fundamental

functions of management.

Basic Resources Fundamenta] F unctions Stated
Objectives
The 6 M’s The Process of Mgt. End Results
Men
Materials PIaTn.ing Ac?ating
Machines
Methods
Money Organising ~Controlling
Markets .
INPUTS ————H PROCESS [—— OUTPUT

Management is getting the right things done in rightway in right time by right

Persons with right amount of resources and with effective use of resources.

Why do vou Need Management?

* Human efforts more productive

* Brings better equipment, plants, offices, products and sérvices and human
relations to society |

* Improvements angd progress are the constant watchwords.

* Brings order to endeavours by combining isolated events and disjointed
information into meaningful relationships.

* Accomplishment of many social, economic and politica] goals of any country.

R
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MANAGEMENT

CONCEPTS
PRINCIPLES
FUNCTIONS

APPLICATIONS IN HEALTH MANAGEMENT

Dr. Kishore Murthy



Management : Is it Art or Science?

Management is an ECLECTIC DISCIPLINE with elements of art and science
combined.

Body of systematized knowledge accumulated and accepted with reference

to understanding of general truths concerning Management.

Art of Management is a personal creative power plus skill in performance.

Science teaches one to “know”, art teaches one to “do”. Management is to know

and do things efficiently and effectively to be successful with the proper resources.

Technical, Human and Conceptual Requirements:

Top managerial jobs require more human and conceptual knowledge and  skill
thén technical knowhow.

Lower jobs réquire more technical and human needs with less emphasis on
conceptual work.

Organisation

Levels \

: : Conceptual
Top N

Middle Human

Supervisory Technical

Knowledge & Skill required

Key characteristics to understanding Management:

L. Management is purposeful and Management makes things happen

2. Management is an activity, not jut a person or group of persons

(93]

Management is accomplished by with and through the efforts of others.
Management is usually associated with efforts of a group
Management is intangible

Management is aided, not replaced by computers.

= o s B

Management is an outstanding means for exerting real impact on human

life.



Planm'ng
What is to be done where ? When? How?

Actuating

Getting the Employees to Want to

Work willingly with good co-operation

Organising
Who is to do what? With what

Relationships, What authority, Under

what Physical environment ?

Controlling

Follow up to see that planned work
is being properly carried out and if not

to apply remedial measures

MANAGEMENT IS DYNAMIC, NOT STATIC

Important activities of each fundamental function of management

Planning
Clarify, amplify and determine objectives
Forecast

Establish the conditions and assumptions
under with the work will be done

Select and state tasks to accomplish
objectives.

Establish an overal] plan of

accomplishment, emphasizing creativity to

find new and better means for
accomplishing the work.*

Establish policieies, procedures, standards
and methods of accomplishment.
Anticipate possible future problems

Modify plans in light of control results.

Organizing 7

Break down work into operative duties

Group operative duties into operative
positions
Assemble operative positions into

manageable and related units

Clarify position requirements

Select and place individual op proper job.
Utilise and agree upon proper authority

for each management member.

Provide personnel facilities and other
resources.
Adjust the organization in light of control

results.

|
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Actuating

g

Controlling

T’ractice participation by all affected by
the decision of act.

Lead and challenge others to do their best
Motivate members

Communicate effectively

Develop members to realize full potentials
Reward by recognition and pay for work
well done.

Satisfy needs of employees through their
work efforts

Revise actuation efforts in light of control

of results.

Compare results with plans in general.
Appraise results against performance
standards.

Device effective media for measuring
operations.

Make known the measuing media
Trémsfe; detailed data into form showing
comparisons and variances.

Suggest corrective actions, if needed
Inform responsible members of
interpretations.

Adjust controlling in light of control

results.

The components of results management

1. ESTABLISH OBJECTIVES

a. Identify key areas

b. Determine measurement unit

2. PLAN ACTIONS TO BE TAKEN

a. Decide necessary activities and tasks

to be done along with respective purposes and means

for accomplishing.

b. Determine sequence of actions, what resources are

needed, time needed to accomplish each task, and

who is responsible for it.

c. Anticipate potential hurdles and decide what might

be done to overcome them.




3. CONDUCT PEREIODIC AND ANNUAL APPRIASAL REVIEWS

a. Look over objectives subordinate is responsible for periodically.

b. Review actual results obtained.

c. Evaluate results against performance expectancies as set forth by

objectives that were established and establish revised or new objectives.

Management with reference to Medical Officer of Health:

Getting things done by others in a-systematic way to achieve the predetermined
goals. For eg. given the responsibility of implementing the health programmes, the
PHC Medical Officer has to plan various tasks, divide the work among his staff,
provide support and supervision so that the ultimate objective or target is achieved.
Thus the MOH necessarily acts as a manager in order to get things done through
his/her staff.

A medical officer at PHC is both a technical person and a manager. One must be
able to differentiate between these two roles. As a technical worker the 1nedical

officer is doing some of the following :
L. Diagnosis and treatment
Prescribing
Follow-up treatment

2

3

4. Any other form of treatment

S Preventive and promotive services
6

Giving clinical knowledge to his staff.

As a manager, the medical officer is doing some of the following:

1. Planning, organising and evaluating the activities of the PHC

38

Supervising the staff

(OS]

Maintaining adequate supplies and equipment
Supervising information gathering and recording

Managing the PHC vehicles

O A

Solving problems

A4
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7. Financial administration
8. Motivating the staff and providing leadership
9. Developing staff capabilities through training

10. Developing good relations with community

One of the problems a medical officer faces in being a PHC manager is a sense of
frustration that he is not accomplishing as much in his managerial role as he is
accomplishing in his technician’s role. A few medical officers get so frsutrated
with this feeling that they develop a negative attitude towards administrative and
managerial functions.  Other medical officers tend to ignore management
responsibilities and feel comfortable only treating patients. Still, other medical
officers delegate all administrative responsibilities to their staff and then forget
about them. -It is important that medical officers realise that they can influence the
PHC’s prformance a great deal through appropriate management and thus provide

better health care for a community.

Difference between a medical officer’s techrxical and managerial roles:

1. A doctor can observe the results of treatment in a short period of time.
Whereas, a manager may have to wait for longer periods of time to see
results or improvements.

2, In general, a doctor works alone in his clinical activities, whereas a
manager depends upon several other staff and works as a member of a
team. For many medical officers it is easier to work alone than to work

on a team.

(98}

The results of performance as a doctor may be more visible and have

higher status than the results of performance as a manager.

4. A doctor has a one-to-one relationship with a client and therefore direct
control over the client. Whereas manager works through his staff and
does not have a one-to-one relation with his client.

5. A doctor may have to face motivational problems as often as a

manager, both self-motivation and motivation of staff

1
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Functions of the MOH
Any organisation is like a pyramid, and at the vertex is the Chief Executive or
MOH, whose administrative functions are summed up by Luther Gulick in the
word ‘POSDCORB’ which stands as follows °
Planning Plan the work that needs to be done and the method, how it

‘ should be done.
Organizing ... giving the plan some shape and establish the formal structure

of authority through which work sub-divisions are arranged.

Staffing the whole personnel function of bringing, training

and maintain favourable conditions of work.

Directing The continuous task of making decision and giving
instructions.
Coordinating ... the all-important duty of inter-relating the various parts of
the work.
Reporting .. keeping those to whom the executive is responsible

informed about the progress and also keeping himself
informed through record returns and inspection.

Budgeting .. with all that goes with budgeting in the form of fiscal
planning, accounting and control.

Planning:

Planning is selecting information and making assumptions regarding the future to

formulate activities necessary to achieve organisational objectives.

Advantages of Planning:

1. Makes for purposeful and orderly activities.
Points out need for future changes.
Answers “what if” questions

Provides a basis for control

Encourages achievement

Compels visualisation of entirety

Increases and balances utilization of facilities

2 N o %ok WK

Assists manager in gaining status.



Types of Planning:

1. Strategic planning (Long Term Planning)
3 Tactical Planning (Methodology Planning)
Strategic Planning: )

1. Answers : Where éhould we be going

2. Defines: Enterprise purpose served and its preferances

3. Analysis: Environmental factors influencing the operations, constraints
and opportunities revealed

4. Determines:  real abilities of enterprise management, ability, finance,
sales, production skills

5. Selects: Strategic objectives

6. Documents: .Strategy

Tactical Planrﬁn :
1. Answers I How will we get there

Determines - tasks to be done

Establishes who is responsible for what

Allocates : resources

Sets : quantitative measurements for each task

Perform planned actions

2

3

4

5

6. Puts tactical plan in wriﬁng
7

8 Exercise controls (Monitoring)
9

Evaluate progress

217



Strategic Planm'ng:

[t is the process of deciding on the objectives of the organisation or changes in
earlier specified objectives on the resources used to attain these objectives and on
the policies that are to govern the acquisition, use of disposition of these resources.
Strategic vision accomplishes the organisation goals and objectives, apply criteria

to day-to-day operational decisions and involve people to be part of the overall

design.

Characteristics:

1. External orientation : Opportunities and Threates

2. Futuristic Action orientation : What is likely to happen and what is possible
to make it happen

3. A long term plan

4. Closely tied to the budget.

Steps for Strategic Planning:
I Conduct SWOT (Strenghs, Weaknesses, Opportunities & Threats) Analysis

a. Analyse the external environment
b. Analyse the internal environment
II. Set objectives in terms of services to be provided, client segments,

coverage, channels to reach

Set objectives that are SMART

. Specific : everyone will interpret them in same way

o Measurable to monitor progress/evaluate performance

. Appropriate to your organisational policies, goals

. Realistic given limited resources of money, manpower and materials
o Time bound, so resources can be allocated  and activities can be

planned to meet the objectives



Overall view of planning and its relationship to the management process

Planing
A systematic throught process

Strategic
planning

Tactical
planning

Purpose of enterprise
Technological,sociological
and governmental influences
Characteristics of market
Demand for product and
service

Resources ofenterprise
Competitive position

L\

(%4

Sales Forecast

Number and type of customers
|Establish who is responsible
for what

Allocate resources

Set measurements for each task

Policies or plans Creativity:
ghAng guides and Particular » New Ideas and
restrains to the plan . .
planning relationship
L 28
WHAT action must be taken?
WHY must this action be taken? >
WHERE shall the action take place? -
- 9 alyze
WHEN shall the acnor.l be taken? . e omnkive
WHO shall be responsible for the action? actions
HOW shall the action be taken? l
Revision of the
particular plan
CORRECTIVE Reevaluation of
short-run, intermediate,
ALTTION and long-min ohiectives
Subsequent information
and forecast
: v
Organise Actuate > Control

a/



Health Planning may be defined as deciding how the future pattern of health
activities would differ from the present, identifying the changes necessary to be
accomplished and specifying how those changes should be brough about as to

usher in overall health development of the community.

Purpose of Planning:

1. To match limited resources with many problems '
2. To eliminate wasteful expenditure or duplication of expenditure
3, To develop the best course of action to accomplish a defined objective.

Purpose of Health Planning in particular:

To improve the -

1. quality of health care

2 efficiency of health care
3. adequacy of health care
4 equity in health care.

Example of Faulty Planning:

In the corridor of a District Headquarter, an unopened crate was lying for more
than 2 months now. When enquired as to what is contained, it was found that this
was ILR which has been received. As to why it was not being utilised, a M.O.
reported that there was no District Immunisation Officer to take charge. Moreover
it has been donated by a donor government.

On further inquiry, it was discovered that the ILR had been received but plans for
its location were not made and approval for appointing an operator was not
secured. This was discovered only when the ILR arrived. The paper work had
now been completed but it would be at least 6 more months before all the
approvals could be obtained. Clearly failure to plan and take coordinated actions
had resulted in non-utilization of the ILR which was badly needed.

Such examples of failures of planning abound. Planning improves performance by :
1. matching services to people’s needs

2. efficiently utilizing resources; and

A
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3. coordinating activities to achieve desired results

But for Planning to pe effective in improving performance, it should:

a) identify key result areas and prioritize activities,

b) provide sufficient flexibility to respond to local variations,

c) be realisitic and feasible,

d) enable implementers to implement the plan by providing necessary
resources, and

€) motivate implementers sufficiently to carry out the plan,

The Planning Process in Health:

The essentials of ap effective planning in health lie in answering the following key

qeustions:

1. Where are we no (Situational Analysis)

2. Where do we want to reach (Goals, objectives, priorities, targets and
strategic decisions)

3. How well we get there (Organisational constraint, resources and
organisational structure, functions and
managment)

4. How well we have done - Monitoring (evaluation and feedback)

3. What new problems do we have (Replanning)

The steps for planning in health are no different than that of Planning process.

These are:

1. Health situation analysis of the area to assess health problems, health resources
and opportunities for action by collecting data through available sources and
conducting baseline surveys.

2. Establish health priorities of the area ,

3. Identify key areas for action within national health Plan objectives and program
objectives.

4. Setting targets for action

5. Identify tasks to be performed

12
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Planning Tasks: . 3]
The following table presents Planning Tasks at Different Levels of Mar‘1agement: .
Level of Management | Planning for Planning Tasks *
Top Strategic - Developing strategies
Outcome - Negotiating goals
- Allocating resources
Middle | Operational - Planning for service
input-output delivery
- Negotiating targets
- Logistics support ‘
- Mass communication
- Coordination with other
development departments
- Encouraging community
participation
Operating Operational - Home visits
Activities 3 - Follow-up
- Field worker activities
i - Supervision
- Clinic/Health Centre
Operations ’
- Record keeping
SWOT Analysis: )
Assess the external environment to see how it will affect the organisation as well as 0
how the organisation can influence the environment. In other words, identify the 0
constraints (or threats) and the opportunities through systematic scanning of the 0
environment. The external environment may consist of a number of social, )
political, technological and economic influences. Py
’)
Assessment of the department’s internal strengths and weaknesses, after scanning 0
the environment, one must turn inward to see how the program is performing in /
')



Common problem areas for Managers:

1.

(O8]

N n s

Decision making

Costs

Employee recruitment/selection/training
Finances

Management Information systems
Inventory Records

Supervision, morale, motivation

Quality control

7



Possible managerial actions to solve management problems arranged

fundamental functions of the management process :

A. Planning

—

. Objectives of individuals

N

. Objectives of the enterprise

W

. Policies covering authority, prices, attitude toward competition
4. Procedures - specific means of handling paper and products
5. Internal programs
B. Organising

1. Span of authority

2. Delegation of authority

3. Use of staff and service groups

4. Informal groups

5. Integration of structural activities
C. Actuating

1. Leading

2. Developing and evaluating employees.

3. Fulfilling personal needs through work satisfaction

4. Job enrichment and enlargement

5. Supervising.

D. Controlling

—

. Establishing standards of performance

N

. Measuring work performance

. Improving rate of return on investment

(V8]

4. Developing adequate budgeting
3

. Employing better cost and quality controls.

Managerial problems in Health:

1. Non-achievement of targets for all programmes.

2. Insufficient and irregular supplies including drugs
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Lack of properly trained health personnel -

e

Difficulty in supervising peripheral areas due to terrain on lack of transport

et

Lagging behind the implementation schedule.

Problem Analysis:

At this stage, an important quesﬁon would be on the process through which one
could lay hands to the relevant problem. Table 3 4.2 may help in orienting towards

adopting a step by step method for problem analysis.

Incident - The situation/ - What is or is not?
Happending
Hypothesis - The problem area - Define and set limits/
boundaries
Data - The information, - Calculation and analysis of
facts and figures relevant data.
Qualification - Tangible and - Measurement: Values and
intangible factors Weightages- Absolute or
Relative
Expectations - Objectives/Results - Musts and Wants
Options - Alternative - Identification and
Courses of action Search
Choice - Selection of - Desired result/
appropriate choice satisfaction
Risk - Evaluation/ - Expected benefits and costs
Anticipation and adverse future effects



Acord - Acceptance by - Individual vs. group

affected group interation
Action - Implementation - Responsibility and
Accountability
delineation/assigning
Monitor - Follow Through - Constant Review &

Direction for
Corrective action

or strategy

For example you find a situation wherein the district only 40% of the deliveries are

ensured to be safe, as those were conducted either by the trained personnel or

institutional. You may think of the following causes :

1.

ol I

Workers are not going for required home visits

Health workers (female) do not stay at S.C. beyond their duty hours

30% of the villages do not have trained dais.

Community has not been able to perceive the trained dais and Health Worker
(F) to be more effective workers than the traditional dais.

Community perceives deliveries as natural phenomenon which involves no
greater risk to the health of the mother and child and do not consul HW(F).
High risk approach and mandatory referral of such cases is not being practiced
at any level.

There 1s only one district hospital (women_ and one CHC in the entire district
and no obstetrician and gynaecologist is in position at the CHC.

Transport and communication facilities are not good in the district

Even in the district hospital average length of stay is 8-10 days and 80% of the

cases admitted for the delivery are normal ones.
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As a district health officer your problem is to increase the coverage of safe

deliveries by trained personnel and utilise the hospital and CHC for referreal of

high risk and complicated cases. The solution to the problem may be :

a)
b)

c)

d)

g)
h)

Strengthening referral services for MCH cases at high risk

Training health workers and dais about high risk approach in MCH with an
adequate system of supervision. .

Providing disposable delivery kits and regular replenishment of this for workers
so that they can conduct safe deliveries.

Organizing IEC activities to inform the community about the facilities,
personnel and advantage of getting deliveries conducted by training personnel.
Ensure the availability of Health Worker (F) and their supervisors at their work
place by making them to stay there beyond working hours.

Strengthening the system of preventive ante natal visits at home.

Emphasizing on the concurrent visits by the health supervisors (Female)
Opening of new CHC, with Junior Specialists in Obst. and Gyne, or at least a
lady medical officer.

These solutions indicate that the problems may belong to :

(2)
(b)
(©)
(d)

Planning
Direction and supervision
Monitoring and evaluation

Organising and implementation of services.

Therefore the nature of the problem may be determined by the analysis of the

situation and feasible solution.

oLd



The key points to be noted here are :

i. The problem classification is not done on the basis of symptoms but on

alternative courses of action that may be feasible.

ii. Each feasible alternative needs to be evaluated to get an estimate of the likely

outcome if the particular alternative is taken for implementation.
iii. For analysis of alternatives one needs a scientific approach.
iv. The analysis should be based on facts and not shrouded by myths/assumptions.

v. The best course of action is chosen after detailed analysis of all the feasible

courses of action.

vi. Each one of the above steps must be explicitly governed by the organisational

goal being pursued.

2>
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- NATIONAL AIDS CONTROL PROMRaMME 23 }

. The National AIDS Control Proyramma te bedng dplomentna in
the State as per the Guidelinesg of National 7703 contre) Oraanisas
tion, Ministry of Health and Family Welfare, Govt. of India, This

is a 100% Centrally sponsored Schame,

The State ATDS Cell 1s estahlisheqd curing May 1992, 1in the
Directorate of Health and F.W.Services, to nonitor and supervise
the activities under various components of National ATPS control
Programme. The State .Level empowered Comiittee is ~onstituted
under the Chairmanship of Health Secretary, Covernment of Karnataka
and Karnataka State ATDS Prevention Socirty is formed durina December
1997, .

SURVE’.ILI-I\NCE AND CLINICAL MAMAGEMENT

Three(3) ATDS Surveillance Centres are functionina which are
takéng-up Surveillance and Sentinel Surveillapce Activitiaes at
Victoria Hospital, Bangalore, Matjioneal Inst. of Mental Health and
Neuro-Sciences, Hosur Road, Banmelore; anrd Kasturba Medical Collecqe,
Manipal, .

BLOOD SAFETY PROGRAMME

Ten(10) Zonal Blood Testing Cantres are estahlished and
functioning, all the Blood Barks i.e. Government, Private and
Voluntary Bl1ood Banks &oe linked to these Zonal Rloorl Testing Centrec
for Screening for HIV to ensure Rlood Tranzfusion Safety., 52 Blood
Banks have been Modernised by way of sunply of equipnents and
consumables in a phased marner,

One Blood Component Seperation Farility i« san~tijoned and
estabhlished during 1994-95 at Kidwai Memorial Inst. of NOneoloqgy,
Bangalore, .

SEXUALLY TRANSMITTED DISREASR CONTROL PROMCRALR

L]
The service care at the existing 30 STD Cliniecs attached
to major Hospitals and Teaching Hospitals are strengthened by way
Oof supply of 2quipnents, drugs and laboratory supnlies,

INFORMLTION, EDUCATION and COMMUNICATION

The Tnformation, FEducetion and Comnunication undaer ~TDS
Control Programme is intensified to create awareness arong the
Comnunity, Television Spots and messaqges on Prevention of AIDS
are being telecasted through T.V, and Radio Spots are heing’
advertised through All India Radio (AIR). Printeqd materdals
like~Folders, Posters, Pamplets are being distributed, Auvudio
Cassettes with songs and Dramas on Prevention of ATDS jis dis-
tributed, Hoardings and Wall-paints in Major Cities and Towns
are tsken up and Street Plays were conducted, :

NON~GOVERNMENT ORGANISATION CO-QORDI NMATION

Nearly 78 Mon-Governmental Organisations ara roaoistered
out of this 20 are supported Financially, to take up awar~ness
campaign on AIDS, .

TRAINING PROGRAMME
Training Proqramme is beina orqganised for Macdira) Officers,
Para-tedical Staff and Non-Government Crganisations,

vowd



As on end of 31-3-1998, 386233 Rlood Samples have been
sereened. Out of which 3818 are found HIV positives, 136 AIDS
cases and 69 have died (from 1987 tn end of March 1998)

Sentinel Surveillance activities were takenup as p»r the
approved protocol of National AIDS Control Organisation at:

1. STD Clinic - Victoria Hospital, Banagalore

2. -do- - Karnataka Medical College Hospital, Hubli
3. ANC Cliniec - —-do-

4, STD Clinic - C.G, Hospital, Davanagere

S -do- - Govt, Medical Cpllege Hosrital, Bellary
6. -do- - District Hospital, Gulbarga

7. -do- - K.R, Hospital, Mysore

8. -do- - District Hoswital, Relgaum.

The following category of staff have bheen trained during
the year 1997-98

- em e em e e e e emm mm em em s e m em ewm mm me e am ew e me em wm mm o em = e -

No.
Sl.No. Category . trained

1 Private Medical Practitioners(Dist. Level) 250

- 2. Faculty Members of Private Madical Colleges 140

B Laboratory Technicians of Blood Ranks 10

; 4. Social workers 20

5 Health care providers for Childrens and 50

Non-Governmental Organisations (2 days)

6. Physicians of AIDS Control 20

7. STD Clinic Doctors 20

8. Staff Nurses 20

.9, Blood Bank Medical Officers 4 9

1 F Hospital Administrators’ 50

".11. ~° DentalSurgeons 240

12. Key Trainers Training by IMA 2 days 250

FINANCIAL RFLEAS® BY NATIONAL AIDS CONTROL OR”ANISATION
GOVT. OF INDIA
RS. IN LAKHS

Rs. RS .
1997-98 upto end :
of March 1998) 417.01 lakhs | 218.76 lakhs

v me——
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terms of meeting its objectives with present strategy and whether it needs to
change strategy. This should involve not only appraising the objectives, but also to
its other organizational functions such as administration, education, services,

management of financial and human resources and general management.

This type of analysis is called “SWOT” analysis. (It deals with Strength,

Weakness, Opportunity and Threat). To illustrate those are described below for a

Health Care Organisation:

14 Opportunities:

.. Forthcoming participation from the community and NGOs to the health sector.

ii. Levels of rising awareness of the community towards health care services and
facilities.

iii. Involvement of support manpower as potential partners in health care.

iv. Development of integrated rural development services and women and child
welfare programmes in the rural areas.

v. Improved provision of safe water into the remote and difficult villages.

vi. Increase in the literacy among women and the population in general.

vii. International collaborations in health.

viii. Opening of large and specialised hospital in the private sector.

ix. Growth of insurance scheme in health care.

X. Adoption of appropriate technology for health care delivery.

xi. In community, growing acceptance of modern system of medicine.

II. Threats:

i Rate of popultion growth as a whole

ii. Illiteracy and cultural beliefs and traditions.

ii. Shifting priorities of the health programmes.

iv. Decreasing private donor resources particularly in rural areas.

v. Lack of commitment on the part of different political parties to population
control measures.

vi. Lack of professionals commitment to the concept of primary health care.



Vil.

Medical education still continues to be hospital-oriented.

viii. Values system of the village political leaders and elites towards primary health

ix.

1.

I.
1.

1ii.

iv.

IV.

1.
i.
11i.
1v.
V.

vi.

Vii.

care services.

Inadequate communication and transport channels in remote areas.

Strengh:
Clearly defined programme policy, objectives and targets.
Integration of MCH and Family Welfare Programmes.
A large network of primary health centres and sub-centres with required
manpower and facilities for appropriate health care.
Flexibility in the planning process at the local level
Development of ‘a system of Health Information and Monitoring and

Evaluation.

Weaknesses:
Underutilisation of services
Inadequate organisational leadership
Lack of bottom up planning process
Non-availability of functionaries at the place of duty
Poor supplies and logistics support
Undue thrust to selected few programmes only

Too much target completion orientation

viii. Lack of involvement of the functionaries in the decision making process

X.

Inadequate supervisory practices.

SLE
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Public health surveillance is defined - in it's simplest form - as an on-going,
systematic collection of data for action.

There are S steps in implementing the surveillance

1) Collection of data
2) Compilation of data
3) Analysis of data

4) Action

5) Feed back

In short surveillance is information for action.

Surveillance of common communicable dlseases like malana AIDS and Dengue
fever have been discussed. :

(1) SURVEILLANCE OPERATIONS IN NMEP : The surveillance
operations aim at an efficient case finding mechanism and adequate treatment. There
are two main strategies in surveillance (a) Active surveillance and (b) Passive
surveillance.

Active surveillance involves fortnightly visits by the male health worker to each
household and collection of blood smears from all current fever cases and those cases
who had fever since the previous visit. In problematic areas, and where male health
worker posts are vacant, the female health worker also contributes to surveillance.

He will also enquire about any visitors to the house, the place from where they came.
He will ask about the movement histcry of the members of the family since his previous
visit. these points are necessary to find about the origion of the positive case or its
spread. At the time of taking blood smears it should be ensured that only sterile
Hagedorn needles are used to prevent the spread of AIDS. The blood smears-are to be
sent to the laboratory at the earliest.

Passive surveillance is institutional surveillance whereby all the fever cases attending
the outpatient department are screened by taking blood smears. Malaria clinic is a
specialized forr: of surveillance whereby in such institutions where laboratory technician
is available and microscope facilities exist, those cases which are clinically strongly
suggestive of malaria are screened for malaria and radical treatment is instituted
immediately.

Fever treatment depots can be set up in those areas which are remote and not easily
accessible. An intelligent person like a Postmaster, school teacher, Anganwadi worker or
a community health guide is taught to take blood smears from fever cases and give
chloroquine tablets as per a prescribed dosage. Drug distribution centers are similar



centers where the person is not in a position to take blood smears, but only issues
chloroquine tablets.

All the blood smears are examined at the primary health centers by the laboratory
technician and positive cases are given treatment.

Considering the expected number of fever cases in the community, it is targeted to
collect blood smears to the tune of 12% of the population during an year. In passive
surveillance about 15% of the new outpatients may be expected to have fever and so the
same is set as the target for blood smear collection.

Treatment schedule:

(2) Presumptive treatment: Presuming that any fever case can be malaria, at the time of
collection of blood smear, chloroquine is administered to all fever cases as per the
following dosage. :

Age Dosage
0-1yr. Y2 tab.(75 mg )
1-4yr. 1 tab.(150 mg)
4-8yr. 2-tab.(300 mg)
8-14yr. 3 tab.(450 mg)
14 -and above. 4 tab.(600 mg)

Chloroquine should always be administered after food only. - With this dosage, the
toxicity is minimized. Rarely gastric irritation, nausea, vomiting, headache, pruritus,
blurring of vision etc. When chloroquine ‘is taken regularly for months as with
chemoprophylaxis for a prolonged period, ocultar damage with neuro-retinitis,
pigmentation of skin may be seen.

(b) Radical Treatment: To-achieve a radical cure of vivax malaria, chloroquine alone is
not enough, as the persictant stages of the parasite can cause relapses.
In P.falciparum the gametocytes are not killed by chioroquine. Therefore

primaquine is also in combination with chloroqume for Radical treatment with the
following schedule.

P.vivax: | day - chloroquine - 600 mg.
primaquine - 15 mg.

Il day
to - Only primaquine - 15 mg.
V day -

a4 >



P .falciparum: | day - chloroquine - 600 mg.
primaquine - 45 mg.

Il day - chloroquine - 600 mg.
Il day - chloroquine - 300 mg

The above dosage are for the adult. In children the daily dose of primaquine is as
follows:

AGE . DOSAGE

1-4yr. 2.5 mg.
4-8" 5.0 mg.
g-14 " 10.0 mg.

14 and above. 15.0 mg.

Primaquine should not be administered to infants and pregnant woman. When a
pregnant women has malaria, only chloroquine 600 mg is given every week till delivery
and full Radical treatment given after delivery.

The drugs should not be given in empty stomach. Rarely anorexia, nausea, epigastric
distress, abdominal pain etc. may be seen. In those persons with G-6 PD deficience,
primaquine may cause hemolysis which manifests as dark colored urine and cyanosis.

In problematic areas, where large number of cases are encountered, for operational
reasons the radical treatment for vivax cases is curtailed to three days with primaquine
given in doses of 30 mg., 30 mg., and 15 mg.

For all P.falciparum cases, mass and contact survey is to be done. Also the 7th day
follow up smear is to be taken. .

To maintain quality control of blood smear examination, 5% of the negative blood
smears are to be sent from all the primary health centers to the Central Malaria laboratory
(3%) and the Regional Health Office laboratory (2%) for cross-checking. -

(2) Vector Control Operations: The chief method of vector control in NMEP is by
residual spray operations. In all those PHCs where API during the previous three years
was 2 or above spray operations are to be done. The main insecticide used is DDT. It
should be noted that spray with BHC has been withdrawn. In limited areas where DDT

resistance is proven, Malathion spray is undertaken. The Table-1 gives preparation and
dosage details for the two insecticides.

Each spray team consists of five daily wage laborers and a supervisor for two pumps.
Each pump should cover at least thirty houses in a day.

With increasing problem of mosquitoes developing resistance to the conventional
insecticides, more emphasis is being given for source reduction measures in the form of
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MANAGERIAL PROBLEMS IN THE DELI VERY OF HEALTH SERVICES -

1. PROBLEMS FACED BY MEDICAL OFFICERS
1.1 PLANNING

111 ABSENCE OF MEDIUM AND SHORT TERM PI.ANS
1.1.2 LACK OF LABORATORY FACILITIES

1.1.3 SLASHING OF MEDICAL INDENT

1.1.4 NON-AVAILABILITY OF MED] CINES

1.L.3 INADEQUATE FOLLOW-UP OF PATIENTS

T B2 ORGANISING

1.22. SHORTAGE OF EQUIPMENTS
123 - LACK OF PHYSICAL FACILITIES

124 INADEQUATE DELEGATION OF POWER

13 °  STAFFING

131 SHORTAGE OF DGCTORS

132 SHORTAGE OF PEONS

1.3.3 LACK OF TRAINING -

1.3.4 UNATTRACTIVE TERMS AND CONDITIONS

1.4.3 LACK C:» PROMOTIONAL AVENUES '

136 INADEQUATE FRINGE BENEFITS g
14 DIRECTING

14.1 REFUSAL OF DOCTORS TO TAKE RESPONSIBILITY
1.4.2 INTERFERENCE OF CLASS III & IV UNION
i43 NON INVOLVEMENT IN TRANSFER OF STAFF

13 COORDINATING
1.3.1 LACK OF COORDINATION BETWEEN VARIOUS SEGMENTS
152 ATTITUDE OF L.PS

1.8 REPORTING

1.6.1 UNTRAINED STAFF

1.6.2 MORE CLERICAL WORK FOR DOCTORS
1.6.3 DUPLICATING OF WORK

1.7 . BUDGETING
171 NON-INVOLVEMENT
£.92 INSUFFICIENT IMPREST MONEY

123 INADEQUATE FINANCI’AI_ POWERS

1.8 PROBLEMS IN RELATION OF ADEQUATE UTILISATION OF PROFESSIONAL SKILL

2 PROBLI!IMS FACED BY PARAMEDICAL STAFT

21 LIIVS/AANMS/DALS 20
23 PHARMACISTS

—
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2.3 LABORATORY TECHNICIANS

2.4 DRESSERS

3. PROBLEMS FACED BY ADMINISTRATORS ,,
3.1 INSUFFICIENT DELEGATION OF AUTHORITY

3.2 INADEQUATE ADMINISTRATIVE SET-UP -

3.3 NON-=AVAILABILITY OF STAFF

34 ALLOCATION OF DISPENSARY TO LPS.

35 PROCUREMENT OF MEDICINES

3.6 DISTIIBUTION OF MEDICINES

37 PILFERAGE OF MEDICINES i
38 LAX-CERTIFICATION '

39  FINANCE

3.10 NON-AVAILABILITY OF LAND X

4, - PROBLEMS FACED BY PATIENTS

4.1 LOCATION 2

4.2 WORKING HOURS OF STORE

4.3 LONG WAITING TIME

4.4 AMENITIES -

4.5 ARRANGEMENTS FOR EXAMINATION IN PRIVACY far
4.6 TIME DEVOTED BY DOCTORS

4.7 ATTITUDE AND BEHAVIOUR OF DOCTORS

48 AVAILABILITY OF MEDICINES '

4.9 DOM'CILIARY VISITS

4.10 REIMBURSEMENT FACILITY

4.11 REDRESSAL OF GRIEVANCES

s. PROBLEMS FACED BY PATIENTS AT REFERRAL CENTRE (HOSPITAL) -
5.1 LOCATION OF HOSPITAL

5.2 INADLIQUATL AMBULANCE SZRVICES

5.3 WORKING HOURS OF O.P.L.

54 OVER CROWDING

5.5 ATTITUDE AND BEHAVIOUR OF DOCTORS/STAFF

3.6 WAITING TIME '

57 TIME DEVOTED BY DOCTOR

58 PROEEDURE OF ISSUE OF MEDICINES

59 ADMISSION IN HOSPITAL

2s
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Bioenvironmental control measyres. As these Mmeasures are Possible only with active

inter:;ectoral co-ordination between the related sectors Jike ﬁsheries. irrigation,

(3) Urban Malaria Scheme: Only passive Surveillance js Undertaken in the scheme,
Simiiariy only antilarval measures jn the form of (a) source reduction measures (b)
chemical control by abate, baytex, paris green etc. © biologica| control by iarvivorpus
fishes ete. are undertaken.

Surveillance as applied to HJy js the collection of epidemioiogicai information of

accuracy and Completeness regarding the distribution ang Spread of H|v
infection relevant to the Planning ,implementations and monitoring of the contro|
Programme.

Let us study the objectives of Surveillance

1) General Objectives : .
To establish A DS case Surveillance in g Medical Institutions of the country.,

2) Specific Objectives -
a) To Improve identification of AIDS cases among persons approaching for medical aig

b) to establish a referra) System for Suspect AIDS cases 2 1
¢) To monitor the AIDS epidemic o A )

d) to &ncourage studies on the sensitivity and Specify of the clinical AIDS, case
definitions. ’

. Types of Surveillance

deneral population as a whole or within selected groups within that Population. When
Such groups jn the population are Selected with the objective of monitoring trends jn the
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Popufation, they are known as "Sentinel* groups. Sexually Separated cross sectiona|
studies in‘sentinel groups are known as sentine| surveillance.

general population.
Type of Testing :
4 kinds of testing strategies are possible

1) Mandatory Testing : Not Possible for testing of persons. But for screening of blood
and blood products, organs or tissues.

2) Un linked anonymous Testing : A Ssample of biood originally collected for other
Purposes is tested for HIV, after ) the information that could identify the source of the

blood Sample are eliminated from the sample. Only Minima| participation bias results .
This is the method of choice,

3) Linked anonymous : An individua| agrees to have a Hjv test. The sample is given a
¢ her id

ode and all other i entifying date are removed. The individual has the code ang can

4) Voluntary confidential testing : An individual agrees to have and Hv test. His or her

Institutions involved ;

At the National Level, the Surveillance activities are coordinated by the AIDS case
Surveillance co-ordinator (ASC). At the state leve) it is by state PRAM's in corporation
with the Ceputy Directors.

The Surveillance is conducted at a)) the Health Institutions. There are divided into
two categceries :

1) Non-referra) Institutions - They can only identify Suspect AIDS cases ang can make a
provisional diagnosis of such case.

2) Referra| Institutions - An identifieq and trained physician will confirm referreq suspect
cases ang prepare technica) reports on AIDS patients. - |n 1892 | there wee only a
institutions in India, by phases, more number of institutions have been developed | The



Activities :

Both Non-referral and referral institutions will carry out the following functions :

1.ldentify patients suspected for AIDS according to WHO AIDS clinical case definition.

2. Carry out examination by available techniques in order negate or reconfirm * suspect
diagnosis " ‘

3. Refer the suspect cases to nearest referral hospital

4. Follow up the confirmed cases for treatment, counseling and home care.

S. Report on the surveillance astivities.

The referral hospitals include the following additional activities :
6. Conduct detailed clinical and laboratory examinations to confirm the diagnosis. The
PRAM may have to pay visits to the peripheral healths institutions
7. Provide necessary temporary hospital care to the patient
8. Prepare recommendations for treatment, home care and follow up of aids patients
through the original medical institutions.
8. Arrange for training and supervisory visits to the institutions within the catchment area
of the referral hospital.
10. receive, compile and submit reports.

Activities of the AIDS case surveillance Co-ordinator at the referral Hospital :
1) Co-ordinating with the Medical Superintendent/District Surgeon ‘of the hospital and
state ASC in the establishment of the surveillance network in the surveillance activities.

2) Training of medical staff at his own hospital and also medical staff of all health
institutions in the area.

3) In case the testing facilities are not available at the hospital where he is working, he is
the only authorized person to send blood samples for HIV testing.

4) Arranging for hospitalization, diagnosis and treatment of suspect AlD case referred
from other institutions. '

S) Counseling of cases in the Hospital and developing the counseling services for case
in the area. :

6) Supervision of the activities in peripheral institutions
7) Monitoring the reporting system. :

Dengue surveillance :

In practice, the surveillance of Dengue & Dengue Haemmorhagic Fever(DHF)
means collection of data relevant to the occurrence of these illnesses in order to take
action to prevent or control them, so that, it no longer would be a public health problem.
It should permit immediate actions to prevent or control an epidemic of dengue. The
system should be simple in its structure and operation, representative of the population it
serves, acceptable to the users, flexible to allow the incorporation of new information, and
opportune in data collection and analysis. The system should have adequate sensitivity
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and specificity to correctly identify those individuals with the disease and efficiently
exclude those without it.

The surveillance system should have both the clinical and entomological
perspectives. As DF can be clinically impossible to differentiate from other febrile
ilinesses, the surveillance must be laboratory based.

Surveillance for Dengue can be either active or passive. The concept of active and
passive surveillance differs from that in malaria.

Passive (Reactive surveillance) :

This requires case reports from all health institutions including those in the private
sector regarding dengue like illness. Here, the health authorities wait until transmission is
recognized by the medical services and detected through the reporting system. Currently
DF/DHF is not a notifiable disease. If the passive surveillance system is to succeed in
defining trends in dengue transmission,” and detect any increase in incidence, the
DF/DHF should be made notifiable. This statutory mandate is required for establishing a
nationwide surveillance system. Even so, there can be significant under-reporting and
poor sensitivity in view of the level of suspicion among medical professionals being low
regarding diagnosis of DF/DHF in periods of low transmission. Many patients with milder
forms of the illness may not seek medical treatment. Therefore dependance only on the
passive system may result in delays in implementation of prevention oriented action.

Active surveillance :

The objective of an active, laboratory based surveillance system is to generate
early and precise infermation on four aspects of increase dengue activity : time, location,
virus serotype, and disease severity. Therefore it should be pro-active, in the sense that,
it should allow for early detection of dengue cases, improving the capacity of health
officials to prevent and ccenirol the spread of dengue. The emphasis in active surveillance
is on the predictive capability. Analysis of trends of reported cases, the establishment of
sentinel clinics, laboratory confirmation suspected. dengue cases and the rapid
identification of the serotype involved in transmission, provide the necessary information
to predict dengue transmission and guide implementation of control measures well in
advance of peak transmission period. :

In India, the National Institute of Virology with it's field stations and the National
Institute of Communicable Diseases have already established a system of testing blood
samples for dengue. In addition there are other institutions like medical colleges who also
do dengue diagnostic work. Proactive clinical surveillance must be linked to
entomological surveillance.

There are vast areas in the country where dengue has not been reported, but
which are infested with Aedes aegypti and Aedes albopictus. Except for reports from a
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few rural locations, the disease has been reported mainly in the metropolitan areas and
other urban areas. However, in all these areas, the risk of major dengue or dengue
haemorrhagic fever epidemic exists for much of the population of India. In such areas,
dengue surveillance should rely on searching for, and investigating, clusters of
nonspecific febrile iliness by a fever alert. In a fever alert system, trends in rates of
febrile ilnesses are monitored as an early indicator of possible dengue activity during
periods of low level transmission. o »

Dengue is endemic in a majority of the towns in India. In these places, very few
blood samples are sent to the laboratory for dengue testing during the interepidemic
periods because of little case identification. At least one major hospital in all the towns
should be identified as the sentinel clinics. Criteria for taking blood samples must be
expanded to include febrile cases with history of recent travel, and situations where
dengue might be causing clusters of fever cases with rash. These hospitals must also
maintain communication with the private hospitals/practitioners.

Serological surveys

Community serosurveys, done during and after epidemics define the true
incidence of dengue in the population by age, sex, and geographic location. Such
surveys provide opportunities to characterize the epidemic, define the populations at
highest risk, and identify risk factors for infection. The population based data also can be
used to examine the accuracy of the surveillance system, effectiveness of control
methods, the cost of the epidemic, and the immune status of the population. They can
also be used for descriptive or analytical purposes. Such surveys will use a combination
of respondent interviews with blood sampling to provide information on symptoms and
the progression of the illness through the community. Blood samples can be collected by
finger prick method on filter papers. To measure accurately, the rate of infection in a
community, respondents must be bled at least twice( at the beginning and end of
epidemic transmission) to test for IgG seroconversion, or sequentially every month to
detect all the IgM positive cases. - - :

There are several tests that can be used for routine serologic diagnosis of dengue
viruses, including the hemagglutination-inhibition (HI), the complement fixation (CF), the
plague reduction neutralization (N), the IgM-capture ELISA tests and dot blot tests (1gG,
IgM). Of all these tests, the MAC ELISA, generally requires only one sample and is a
simple, quick test that requires very little sophisticated equipment. Therefore the
laboratories should perform IgM capture ELISA test initially to provide rapid results. Virus
isofation by inoculation of the C6/36 mosquito cell line is a relatively rapid, sensitive, and
economical method that can be set up in most general laboratories. The reference
laboratories should be equipped to identify the type of virus which will give an indication
of the severity of cases. '
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Epidemiological features : i

Malaria is one of the major communicable diseases that has
been associated with mankind since time immemorial.

It was in 1887, ije. exactly 100 years back, that the causative
organism the plasmodium was discovered to be transmitted from one
berson to another by pite of infected anopheline mosqilito, by Sir
Ronald Ross a British doctor working in Indian Army Medical service
al a place nol very rar away I'rom here, ie. at Secunderabad.

Even  prior (o independence, organized malaria contro]
activities ware taken up 1in the project areas, army contonment
areas etc. by source recuction measures aimed at mosquito control .

The National Malaria eradication programme launched in 1958 jip
ourocountry is one of fhe biggest public health programmes that are

1n existance.

After the dramatic desline in incidence of malaria ‘seen in the
Sixtees, there was resurgence in malaria in most part of the country.
The disease was at its peak around 1976 which necessitated radical
changes in the MNIEP 9iving rise to the Modified Plan of Operation.

This' was again followed by very significant decline in _malaria
incidence all over the country. )

From 1982 onwards, the total malaria .cases in the country was
around two willion per annuw, touching the lowest incidence of 1.66
million in 1987 and the peak of 2.51 million in 1993. The proportion
of P.f. showed gradual and consistant increase from 9.73% in 1977 to
34.5% in 1995 with the peal reaching 43.35% in 1991.

After launching of MAEP, the deaths due to malaria were first
recorded during 1974 and the peak 1122 deaths reached in 1994 due to
epldemics in Rajastan |, Manipur, and Nagaland. The deaths recorrled due
Lo malaria were alse high reaching the figure of 1012 cluring 1995.

Luring the yaar 1997, aboyt 1.8 lakh cases have been reportec in

the state. The annual blood examination rate in karnataka is 17 whirch
Ls one of the hiahast among che different states of the country. The
AP For Gl o Lkl jo 4 Lus anct SPR i 2.38. The O wan 0.64 - 'l'}»ough
malaria ais roportoc Lrow all Lhe districts, only few districts ape



problewntic. Districts of Bijapur, Raiochur, Mandya, Kolar, and
Bellary are the most problematic which together have contributed
68.2% of malaria incidence.

A study conducted by MRC-ICMR New Delhi has shown that about
190 million cases are being preventec annually in the country cdue
to the malaria control activities. Approximately Rs.76,660 million
are being saved every year due to malaria control operations now
being implemented in the country. The total expenditure incurred on
malaria control in India is around Rs.3468 million. Thus every rupee

invested on malaria control has produced a direct return of
Rei@2s 10

The estimates of labour days saved come to 1328.75 million man-
days per year.

The expenditure per capita per annum being incurred by G.O.I
(NMEP) and other organizations works out tQ Rs. 3.85. To this must
be added the expenditure incurred by general community on  the
treatment of malaria cases. On the basis of MRC estimates of 25
million cases per annum (ten times the incidence recorded by NMEP),
the expenditure per capita per annum works out to Rs. 3.33 . Thus
the total expenditure incurred on morbidity due to malaria works out
toc be Rs. 7.18 per capita per annum.

Malaria is a local and focal disease. Accordingly no uniform
control strategy can be adopted in all the areas. Efforts have
always been made in the programme to undertake area specific control
strategies. When MPO was launched, the areas were classified into
those with API more than two and those less than two for specific
centrol  measurss.  The indepth evaluation studies that are
periodically conducted have stressed that stratification of areas
has to be done. i

A malariogenic stratification process has been undertaken in
Kernataka taking into consideration topeography, rainfall, vector
prevalance, API, epidemic potential, and wvulnerability. The Primary
Helth Centres were stratified into strata I 'to V with I being least
problematic and V being the most problematic. T

However application of the malariogenic stratification to other
areas 1in the country has not yielded desired results becauie some
of - the weightages assigned to parameters reqguire further
modification and field testing.

Az per the Malaria Action Plan 95, newqg criteria are being
applied for identification of problematic PHC’s ( High risk PHC’s)
based on the SPR and P.f % which are relatively more sensitive and
specific indicators. The following are the criteria

L. Doubling of SPR during last three years provided the SPR
in second anr thircd year reaches 4% or more.

Where such Jdoubling is not seen bul averaye SPR of last
throe vears 15 %% or more.



5 P.f proportion is 30% or more, provided SPR is 3% or more
during any of last three years. '

About 178 PHC’s have been identified as Migh Risk PHC's out of
the current about 1400 PHC’s3 in the state.

Residual insecticidal spray

Conventionally, DDT has been the main insecticide used for
Spray. With DDI' resistance occuring as a widespread phenomenon, and
malaria problen increasing in many areas, alternate insecicides are
neing sought after. BHC is being phased out and use of Malathion has
been very linited because of poor acceptance and resistance problem.
/A new group of compounds namely synthetic pyrethroicls have. been
introduced into the program. In Karnataka a trial was taken up with
Lambdacyhalothrin in two selected PHC’s for about three years which
has been shown to be remarkably effective. Currently, Deltamethrin
and Cyfluthrin are being used in Hassan, Chickamagalore and Tumkur
districts. These have proven to be extremely effective and safe.

Bio-environmental control measures

Residual insecticidal spray cannot be the only vector control
neasure because of the inevitable resistance problem and the cost
involved. Alternatively, trials cone in many parts of the country by
MRC have conclusively proved the effectiveness of the
Bioenvironmental control measures. In Karnataka, the field station of
MRC has worked in the Kolar, Chickamagalore and Hassan districts to
dlemonstrate the methodology and train the personnel. The mainstay of
this method is detailed Geographical Reconnaisance of all the
breeding places and planning suitable larval control measures for
?ach variety of the breeding place. The different methods - are

1) Source reduction neasures

2), Use of larvivorous fishes

3} Use of Biocides namely Bacillus thurigeésis ana Pacillus
sphaericus

1, Use of expanded Polysterena beads

Impregnated Bednets : .

In different parts of the country, use of bechnets impregnated
with synthetic pyrethroids have been shown to be very useful.

Mzlaria Vaccine

The develorment of an effective malaria vaccine represents one
ol the most imoortant strategies for providing a cost-effective
addition to currently available malaria control interventions. To



Jate, relatively few malaria vaccine candidatez have progressed to
clinical and field trials. Much of the research activity over the
past 15 years has forussed on the identification of unmodi fied
parasite antigens to be formulated in traditional adjuvants such as
alum. This is now changing as new perspectives to producing modified
antigens are developed, together with new strategies such as DNA
vaccines and novel adjuvants for human use. In addition, considerable
experience has been accumulated in the design and execution of
clinical and field trials for malaria vaccines.

Drug Resistance :

In many parts of the country, different levels of chloroguine
resistant P. falciparum have been ‘encountered. In Karnataka also, in
the districts of Kolar, Gulberga, Bijapur, Raichur, Hassan,
Chitradurga and Chickamagalore many foci of such resistance have been
seen. However, still there is no indication for change in the drug
policy.

Chemotherapy :

In all the High risk areas, with a view to reducing the
parasite loac in the community at the earliest and thereby
interrupting the transmission, changes have been instituted in the
presumptive treatment by introducing primaquine along with
chloroquine.

Quinine has remained the drug of choice in the treatment of
complicated forms of malaria like cerebral malaria. A new group of
compounds namely Artemesinine have appeared in the mnarket. While
these are yel to be adapted by the NMEP, care has to be taken by the
pnysicians in use of the same.

The need of the hour is to undertake an intergrated vector
.control strategy. Dependence only on insecticidal Spray cannot
remain as the intervention measure. Increasing strgss on
Bicenvironmental control measures 1s requested. .

Apart from malaria, these are various other communicable
diseases transimitted by mosquito namely Dengue fiver,
Filariasis, Japanese encephalitis etc. whch are becoming
increasingly problematic. There fore source reduction measures
aimed at oreventing mosquito breeding are a priority. Though for
a medical man, the disesase transmitted by the mecguitces are
impertent for the common man, it is rather the mosquito nuisance
that is the control of mosguito nuisance. A brouder strategy
aimed at mosauite cantrol is required.

No public healths programme is complete without active
community participation. In this respect 1t has been acmitted
that the required 1ovel of community participates has not been
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Lorth Comming in the programme. The aim of the malaria month in

to create awareness among the community regarding the different
aspects of malaria - the dizease and its control, 3o that the
desired participation is acheived.: * -

Similarly the Drivate medical,practitioners of different
System of medicine have been involved ‘in the Programme. They do
not lay emphasis on the microscopic diagnosis of malaria and the
complete radical treatment of malaria. As the Public is in the
handy of the private medical practioners, it js our cduly to
communicate to gl these Practitioners fegarding the different
aspects of the NMEP.

d
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DUTTES OF MENT AL OFIMTTRR, PRTMARY HEAT 11 AN R D

GEMERAT, :

The Medical Officers of Primary Health Centre will divide
the area amongst themselves on a geographical basis and will be
responsible for all the activities under Health and Family Wel fare
Programmes in their respective areas, However, ultimate responsi-
bility will lie with Medical Officer Incharqgen, PI'cc/Block M.O.
who will be, in addition, administrative head of the Primary

Health Centre.

Block M.0./M.0., IC/PHC is responsible for implementing all
activities grouped under Health and Family Welfare delivery system
in PHC area. He is réSponsible in his ipdividual capacity, as
well as overall incharge. 1It is not POssible to enumerate all
his tasks, however, by virtue of his desiqnation, it is implied
that he will be solely responsible for the proper functioning of
the PHC. He may dssign any job to any health functionary in his

team, which is deemed essential by him towards achieving National

Health goals,

I.CURATIVE WORK:

-

1. The Medical Officer will organise the dispensary, out-patient
department and will allot duties to the ancillary, staff to ensure
Smooth running of the OPD. .

2. He will make suitable arrangements for the Adistribution of work
in the treatment of émergency cases which come outside the normal
OPD hours,

3. He will organise. laboratory services for cases where necessary
and within the Scope of his laboratory for propzr diagnosis of
doubtful cases.

4. He will make arranqgements for rendering servi-es for the treat-
ment of minor ailments at community level, at the P and Sub-Centre
level through the Health Assistants and others,

5. lle will atten?! to cases referred to him by Itealtl Assistants,
Health Workers, Health Guides, Dais or by the 5chool Teachers.,
6. He will screen cases needing specialisna | malical Attention
including dental care and nursing care and refsr th m to referral

instirutions,



7. He will provide quidance to the Health Assistantes, Health

Guides and School Teachers in the treatment of minor aAilments.

8. He will cooperate and/or coordinate with other institutions

providing m=2dical care services in his area.

9. He will visit each subcentre in his arsa at least once in a
fortnight on a fixed day not only to check thm wnork of the staff

but also to provide curative services,

II. PREVENTIVE AND PROMOTIVE "IORK:

Ha will ensure that all the members of his Ilieralth Team
are fully conversant with the various National Jlealth and Family
Ylelfare Programmes to be implemented in the area allotted to each
health functionary. He will further supervise their work periodi-
cally both in the clinics and in the community gqttinw to give

them the necessary guidance and directions,

implementation of the same to achieve the Jaid-down tarqgets/
estimates and community needs assessment, un-der differeont National

Health and Family Welfare Programme. (RCH).

He will keep close liaison with the Taluk Medical Officer
-and other Officers of Taluk level and his staff, community leaders
and various social welfare agencies in his arma and involve them
to the best adveritage in the promotion of health proqramﬁes in

the area.

Ylherever possible, he will conduct field investi~atinns
to delineate local health problems for planninag —<hanaes in the

strategy of the effective delivery of Health and F.¥_,Services(R7ZH).

1. R.C.H. Programme:

1.1 He will provide leadership to his tem in the implamentation
0of RCH Proaramme in the PHC catchment aAarea and DHC should
function as a centre of FW & RCH movement. i

1.2 He will b2 responsible for propar and nnecosalnl  implemsan-
tation of RCH including W Proagramme - in Y4 Aarea, includding
education, motivation, delivery of services and after care.

1.3 H2 will be squarely responsible for giving imnediakte and
sustainel attention to any comoplications the arc~eptor -l2velops
due to acceptance of Family Wel fare m2thods and other services
unier RCH Programmnea.
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1.4 He will extend motivational advice to all 2liagible patients
he sees in the OPD.

1.5 He will qet himself trained in tubectomy, wherever possible,
and organise tubectomy camps.

1.6 He will organise and conduct No scalpel vasectomy camps.

1.7 He will seek help from Dist.Health & Family Vel fare Officer
and other agencies such as other associations/Voluntary
Organisations for tubectomy/IUD camps and MTP services.

1.8 He will ensure adequate supplies of equipment, Aruqgs, educa-
tional material and contraceptives required for the services/
programmes,

1.9 He will provide leadership- and quidance for special proqrammes
such as Family Welfare and Immunisation, STD awareness campaign
under RCH, festivals and fairs.,

1.10 He will organise reqgular staff meetings to review the proagress
made and to discuss the problems and future plans.

1.11 He is expected to train himself in communicatinn techniques
so that he can provide leadership and quidance to educational
and motivational qroup talks to eligible couples/community.

1.12 He will develop and maintain cooperative work-ralationship
with other agencies and opinion leaders’ | in the PHZ, in
order to generate ard sustain Family %Welfare as a movement.

1.13 He should encourage and 5 .- give all help ani assistance
to private medical practitioners anrd practitioners of ISM in
the implementation of Family Welfare and RCH Programme.

1.14 He will ensure proper and up-to-date maintenance of EC renqisters
through spot checking.

1.15 He will ensure that the block level committeas and other
committecs in catchment area are properly constituted and
made operable under the guidance of Taluk level Medical Officer.

1.16 He will provide " MC services such as antanat.al, intranatal,
and postnatal care of mothers and infants anl child care
through clinics at the PHC and subcenters,

1.17 He will make estimate of community need assessment of MCH
services, immunisation services, new born and child care services
and also awarness and medical care of XTR RTI / AINS for his
area on the basis of community need assessment done at subcentre
area by Health Assistant Male & Female and Also for entire
PHC area and prepare an action plan for providing other services.

1.18 He will actively involve his health team in the effective
implementation of the Nutrition Progqramme and administration
of Vitamin 'A' and Iron & Folic Acid tabhlets,

1.19 He will plan and implement UIP Immunisation services in line

with the latest policy and ensure maximum possible ecoverage of
the estimated beneficiari=s in the PHT area.

1.20 He will ensure adequate supplies of vac~inns arrl miscellan=2ous
items required from time to time for the effective implementation
of Immunisation Programme.,

1.21 He will ensure proper storage of vaccines an-l maintenance of
cold-chain equipment.

1.22 e will arranqge for surveillance and reporting of  vacecine
preventible diseases in his PHC area throuah the pHe staff on
confirmation of the same by investiqatingy himself



MATTOMAL MALAR LA BRAD A PTOE P ROGRA T

Mo is the kinqgpin in earlv case detest ion an i prompt.
treatment mechanism in rural areas.  He shoul-l tvy well trained
and take keen interest in this activitv, o fulfill the Antics

under the Primary Health Care Svstem, he shonl-i carry nut the

followihg activities: -

1. Me will, in consultation with District HMalaria Officer
and the community, select FTD/DNC holders arrl Yoluntary Link
Workers for his PHC.

2. He will also select headquarters of 95, ©rhs, and
Voluntary Link Workers.,

3. He will make a fortnightly calenilar fnr house-to-hnuse

visit of MPW (Male) in consultation with DMO.

4. He will refer all fever cases to malaria laboratnry.

5. Ne will sup=rvise all Malaria Cliniecs -anl ppiec lakmratory
in his arcea, see the quality of blood smear collection, staining,
efficiency ot microscopic examination arrl checlk whnthar the atain
is filter=d daily.

6. He will ensure that the Lahoratorv Te~hnicians maintain
MF-7, 8 and 9 reqgisters and also other charts anl araphs showing
subcentre-wise and passive agency-wise blond smear mollection,
examination and positive cases, )

7. He will also ensure/supervise that all pRsitive ~ases

get radical treatment within 48 hours of examination.

8. He will also ensure that .sufficient stonks of antimalarials
including Ouinine tablets and injectable Nuinine are availahle
in PIIC and periphery.

9. Ve will, while suparvising the malaria Iaborarory (fither
At PIC or at Malaria Clinic) look into the condition of micrnscope

and other equipment, stains, qlass slides, etn.

10."hile on tour, he will verify that- MDY (1Aala) Arel pry

(Female) =arryout malaria case datection as lail down in this manual.

11. 1ie will do Aata analvysis for actinn anid prediaeisn of

outbreak and also assist in epidemiolnrica) invastiaationn,

12. "V~ will provide referral services LD suvsre cagns of

malaria.

1R, s w1 refor ooymre e ol T N i DR TN, IR AR [ RSN SR RN
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14, He should monitor the druqg failure in malaria cases
(failure of response to Chloroquine) and inform the Nistrict
and State Head Quarters immediately.

15. He will ensure that records of clinically 4diagnosed
cases ar= maintained.

16. He will ensure that the spray operations are conducted
@S per schedule and in case of any delay, he will find out the
reasons and r-schedule the programme with approval of NMO/DI & FWO,

17. FHe will solve any bottlenecks in spray operations in
his area such as turnover of seasonal spray men (tield workers),
insecticide Supplies, shifting of camps, etc.

18. He will see that reports are sent in time,

19. He will contact DMO immediately in case of delay/
suspension of spray programme and solve tle problems,

20. He will, during filed visits, inspect sSpray operations
atleast once a week.

CONTROL OF COMMUNICARIE NISEASES:

l. He will ensure that all the steps ara beinqg taken for
the control of communicable diseases and for the proper maintenance
Of sanitation in the villaqges.

2. He will take the necessary action in case nf any outbreak
of epidemic :n his area, , .

3. lle is responsible for inspection of All drinking water
sources in each village in his PHC area and take measures for
disinfection periodically.

4. He will identify immediately the accurance of epidemic
diseases in his area after confirming himself XRREAXAKRXRXX and
intimate to the Taluka Magistrate, Taluka Medical Officer and
District Health and Family Welfare Officer and also take necessary
arranga2ments for ERRKIRM@ERK containment measures with the assistance
from the community, Grama Panchayat, and other departments and
will send the report of action taken as p=r Auidelines anpd norms
of the department.



LITPROSY ;

l. He will provide facilities for early detrection of cases

of Leprosy and confirmation of their diaqgnosis and treatment.

2. He will ensure that all cases of lLeprosy take reqular and
complete tr=matment.

TURERCUT.OSIS

l. He will provide facilities for early detection of cases

of Tuberculosis, confirmation of their Aiaanosis and treatment.

2. He will ensure that all cases of Tuberculosis take

regular and complete treatment.

SEXUALLY TRANSMITTED DISEASES:

1. He will ensure that all the cases of 3TD/AINS are
diagnosed and properly treated and their contacts are traced for
early detection, \

2. He will provide facilities for VDRL test for all
pregnant women at the PHC.

3. Hle will arrange awarness campaign on 5TH/AINS by exten-
sive IEC Activities and conducting group meeting in the special
context and also provide medical care to the cases including the
referral if needed. He will also provide medical services to
- the women suffering from RTI at subchntre level and PHZ level

-

including referral if necessary.

SCHOOL HT7WALTH:

l. He will visit schools in the PHC area at reqular inter-
vals and arrange for medical check-ups, immunisatinn and tr~atment
with proper followup of those students foun? to have defects.

MATIONAL PROGRAMME FOR PREVENTION OF VISUAL IMPALRMENT AMD CONTROL

OF BLIHNDIESS:

l. He will make arrangements for renderinqg:

a)treatment for minor eye ailments and
b)testing of vision.

2. Me will refer cases to the apprppriate institutes for

spa2cialisel treatment.
3. I'e will extend support to mobile eye-care units.

4, e will organise cataract eye omeralion camps in his
FHC Ar~a in eonsultation with the District Meohila Team by
tnvoalving voluntary Oraanisations, Panchiavat s el otler gocial

workoers,



06/

He will also takeup the followup of the eye camp benefi-
ciaries for any adversory reactions/effects after each eye-camp
and report any to the DH & FWO.

DIARRMHOZAL DISEASES CONTROL PROGRAMME :

1. He will ensure through his health team early detection
of diarrhoea and dehydration.

2. He will arrange for correction of moderate and severe
dehydration through appropriate orl/parental flujd therapy.

3. He will arrange for availability of ORrs pockets in
€ach village in his area by opening ORS Depots and maintain the
list of such depots number of beneficiaries, No.of pockets distri-
buted to the depots by health assistants.

NUTRITION:

IODINE DEFRCIENCY DISORDERS: He will takeup awareness programme
for consumption of Iodised Salt and also arrange for collection

of salt'samples for analysis of iodine content ani take appropriate

m=2asures,

TRAIMNING:
_—

1. He will organise training programme includinqcontinuing
education with the assistance of his staff and under the gquidance
of the Nistrict health authori;ies and Jlealth Aned 1oy Training

Centres under the MPwW Scheme and School Health Services Schemes.

-~

2. He will educate the community as to t}, selention of
Health Guides and will take the hecessary steps to train the
Health Guides from his area.

3. He will also make arrangements/provide assistance to
the Sr.Health Assistant Female and Jr.Health Assistant Female
in organizing training programmes for indigenous Dais practising
in the area,

ADNMIMISTRATIVE “ORK:

l. He will supervise the work of SEATT worling under kFim,
2. He will ensure general cleanliness inside and ontsi-le
the promisas of the PHZ and also proper mAaintenanme Af Al the

eaquipment under his charge.

3. I'e will ensure to keep up-to-date Inventnary anl storck
reqister of all the stores and equipment sappl iod v him and

will b responsible for its correct acaountinag,
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4. He will get inidents prepared timely (or Iruqs, instruments,
linen, vaccines, ORS and contraceptives etc. sulfliciently in

advance and will' submit them to the appropriate health authorities.

S. He will check the proper maintenannce nf the transport

given in his charqge.

6. He will scrutinize the programmes of his staff and

sugaest chanqes if necessary toO suit the prioritv of work.

7. He will get prepared and display charts in his own room
to explain clearly the geographical area, location of peripheral
health units, morbidity and mortality, health statistics and

other important information about his area.

8. He will hold monthly staff meetinnas with his own staff
with a view to evaluating the progress of work and suqaesting
steps to be taken for further improvements.

"9, He will ensure the reqular supply of me-dicines and

disbursement of honorarium to Health Guides.

10. He will ensure the maintenance of Lhe proseribed records
at PHC level.

11. He will receive reports from the mrivhery, n~t them

compiled and submit them reqgularly to the district health authorities.

12. He will keep notes of his visits to the ar=ma and submit
every month his tour report to the CMO,

\

13. He will discharge all the financial Autirs entrusted to
him, -

14, He will discharge the day-to-day administrative Ffunctions
pertaining to the PHC.

15. Any other work entrusted, by superior officers from
District or State level.

I.E.C. ACTRIVIETIES:

1. tle will be responsible for orqganising ITZT Activities
for creation of awarness on various health problems of the area
and various health programmes implemented to imnprove the health of
the community by orqanising group meetings, distribution of IREZ

materials, conducting of film shows and interrpersonal contacts etc.

2. lle will ensure that propar acaountiivr arel atilisation of

health education materials and maintonance ot ‘he esuipments,
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NOTIFICATION OF DISEASES

Usually diseases which are considered to be
serious menaces to public health are included in the
list of "Notifiable Diseases". Notification system is

usually operative through certain legal acts.

Mysore Public Health Act 1944(1-2-1944)

As per this Act Section 63 the notified diseases

are:

1y CuSwFs 7. Plague

2. Chicken Pox 8. Rabies

3. Cholera 9. Scarlet Fever
4. Diphtheria. 10. Small Pox

5. Leprosy. 11. Typhus

6. Measeles.

or any other disease which the Government may from time
to time by notification declare to be notified disease
for the purpose of this part either generally
throughout the State or as may be specified in the
Notification.

(This Act has not yet amended)

At the International level the diseases are
notifiable to WHO in Geneva under the International
Health Regulations(IHR)

viz - Cholera, Plague,Yellow Fever.

A few others - Louse-borue, Typhus, Relapsing fever,
Polio, Influenza, Malaria, Rabies efawd
Salmonellosis are subject to

International Surveillance.

Although the Notification suffers from certain
limitations, still it provides valuable information

about fluctuations in disease frequency. It also

provides early warning about new occurrences Or

outbreaks of diseaes.

The concept of Notification has been extended to
many non-communicable diseases and conditions notably
Cancer, Congenital mal- formations, mental illness,

stroke and handicapped persons.

—~
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'REPORTABLE AND EPIDEMIC PRONE DISEASES

WATER BORNE DISEASES

Cholera
Diarrhoea
Hepatitis

. Typhoid fever

VECTOR BORNE DISEASES

. Dengue fever

Filariasis

Japanese encephalitis

Kala azar (visceral leishmaniasis)
Plague

VACCINE PREVENTABLE DISEASES

Diphtheria

. Measles

Pertussis (whooping cough)
Pcliomyelitis
Tetanus

OTHER DISEASES

Chicken pox
Food Poisoning
Guinea Worm  *
Meningitis

Yaws

OTHER INTERNATIONALLY IMPORTANT AND NEW,

EMERGING & RE- EMERCING DISEASES

KFD
Leptospirosis
Plague
Yellow fever

269
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CASE DEFINITION OF WATER BORNE DISEASES

)

Suspect

Physician confirme

Laboratory confirmed

LLay public/MPWs

Medical officers

Medical officers

History

History + Clinical
Investigations

Laboratory Identification

Change in consistency and
character of stools

Three or more loose or watery
stools

Mother’s opinion during infancy

Change in consistency and
character of stools

Three or more loose or watery
stools

Mother’s opinion during infancy

None

Acute watery diarrhoea in older
children (>5 years) and adults

Profuse painless watery
diarrhoea usually with vomiting

Profuse painless watery
diarrhoea usually with vomiting
Signs of severe dehydration in
older children (>5 Years) and
adults

Muscular cramps

Other cases of similar illness
reported from the area

Mild cases are clinically
indistinguishable from non-
specific acute diarrhoea

Decreased urine

Isolation of V.cholerae O1 or
0139 from stool samples

Bloody diarrhoea

Bloody diarrhoea
Fever and pain abdoman usually

Isolation of shigella sp. from
stool

Classilication
Personnel
Method
Acute Diarrhoea .
.
Ll
Cholera .
L]
Dysentery .
Hepatitis (jaundice) | »
.

Fever, fatugue

Yellow colouring of the eyes and
skin

Jaundice
Malaise, anorexia,

Fever at present or preceding
jaundice

ALT > 8 times of normal

Serum Bilirubin > 2 mg%.
Hepatitis A - IgM HAV +ve
Hepatitis B - lg_M_i»ibc & HBsAg

llepatomegaly

Right upper quadrant abdominal
pain

Pruritis injsomc cases

positve
Hepatitis C - anti-1ICV positive
Hepatitis E - IgM HEV positive

Persistent diarrhoea | o

Symptoms of diarrhoea or
dysentery
Lasts more than 14 days

Symptoms of diarrhoea or
dysentery

Associated with weight loss

None

Typhoid fever .

Sustained fever with gradual
onscelt

Severe headache

Malaise

Loss of appetite

Onset usually gradual with
increase in temperature
Sustained fever

Headache, malaise, badyache,
anorexia, insomnia, thirst

Vague pain or general
uneasiness in the abdomen

General apathy
Constipation or diarrhoea
Tongue coated

Non productive cough
Relative Bradycardia
Splenic enlargement

‘Rose spots’ on the 7 - 10 day
usually on the chest and
ahdomen, vary in size and shape

Isolation of S.typhi from blood,
stool or other clinical specimens.

NSRS T e




Appendix-1

EPIDEMIOLOGICAL PARAMETERS OF EPIDEMIC PRONE WATER BORNE DISEASES

S8

Epidemiclogical
Parameters

Diseases

Cholera (E! Tor)

Cholera (0139)

Dysentry

Causalive Agen!

Vibrio cholerae El Tor vibrio

Vibrio cholerae Q139

Shigella dysentry-1

“4

Mode of transmission

e Feco-oral

»  Contamination of water,
food, milk, raw fruit

e Feco-oral

»  Contamination of water, food

 Direcl contact

e |ndirect feco-oral

»  Young adults

Reservoir Human Human Human
3 Incubation Period 3-6 days 3-6 days 1-7 days
Person characteristics »  Children & = All age groups = All age groups

Case fertality rate

)
L

=  High (50%) in sever and o
untreated case

»  With proper treatment can o
be brought down to <1%

High (50%) in sever and
untreated case

With proper treatment can be
brought down to <1%

High in children & elderly

' Seasonality

|
.

» Cases increase during late
summer, monsoon & post
monsoon period

»  Cases increase following
floods

Cases increase during summer,
monsoon & post monsoon
period

Cases increase following floods

’Through out the year

. Geographical distribution

Can occur any where

Can occur any where
¢

«  Canoccur any where

e  outbreaks more common
during dry summer
season

yHealthy carmiers '

Carriers & asymptomatic cases

Camiers can exist

Adults are carriers

Others

o

Epidemic potential is higher than
El tor cholera

e  High infectivity (10-100
organism can produce
disease)

e  Secondary cases in
house-hold

z€ontrol stralegy

» Safe drinking water &

sanitation
e ORS
e |EC.

e Sale drinking water &

sanitation
e ORS
e |EC

e ORS & effective case
management (anlibiotic
resistance develops
quickly)

e Safe water and
sanitation

e LE.C. for personal
hygiene

Miscellaneoys

N.B.

In add

ition to cholera, shigella, norwalk agent, there are several other organisms which can be the cause of

outbreak of acute diarrhoea. These are Escherichia coli (several types viz. O157:H7 etc.), Salmonella etc. Other
organism responsible for food poisoning are discussed in the training module on food poisoning

The aclion to be laken by the district health authorities to control an outbreak of diarrhoez!

similar. The stool samples sent in Carry Blair medium will serve the purpose of isolation of most of enteropathogenic

bactena.

diseases are

It may be re-emphased here that vaccinalion is not indicaled for cholera control.

Co\IS\ Fildgnid.doe
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EPIDEMIOLOGICAL PARAMETERS OF EPIDEMIC PRONE WATER BORNE DISEASES

Epidemiological

Parameters

Diseases

1]

Typhod fever [ Viral hepatitis-E ' Acute Diarrhoea (viral)
Causalive Agent Salmonella typhi H E virus ] Norwalk virus
Mods of transimission Contaminated food, water Feco-oral Feco-oral ]
Reservoir Human Human Human |
Incubalion Period 7-21 days 40 days 1-2 days =
Person characteristics All age groups Young adults <15 years

Case fertality rate

e Impropery managed and | o
non-immune = 10%

High in pregnant women, <5 | o
year and >50 years

Nil in properly managed
cases. Itis
mild/moderate disease,
More of gastric

s Properly managed <1%

Seasonality

symptoms.
e Through out the year e Endemic:- Through out the *  Through out the year
*  Casesincrease during year s Can occur in winter
monsoon & post e Epidemic commonly during - season

monsoon period late summer, rainy & post

» Cases increases follows rainy season

floods

Geographical distribution

Can occur any where Outbreaks occur mostly in those
areas having defective piped

waler supply

Can occur any where

Healthy camiers

Chronic camiers Sub-clintcal infection can occur

(no chronic cariers)

Can exist, but exact
magnitude not known

Others

Point source epidemic mostly Secondary cases occur in

in rural areas the same house-hold or
closed community like
schools.
Control stratzgy e Safe drinking water  Leakage in piped water *  General measures as
supply & sanitation supply be repaired for feco-oral diseases,
»  Case management Immediately «  outbreaks are self

limiting and of short
duration.

e LE.C. for personal *  Case management
hygiene * LE.C. for personal hygiene

* Food hygiene * Food hygiene

*  Chlorination does not kill
virus, but boiling will kill

Miscellaneoug

N.3. “Viral hepatitis A is also transmitled by feco-oral route, mostly drinking water supply.

The disease is

endemic, but outbreaks alfecling younger age-groups can occur. Control measures are similar to viral hepalitis-E
Chlorination kill the virus. Viral hepatilis B, C. D and G are parentally transmitled. Isolated oulbreaks of Viral hepaltitis
B may occur in small communities like hospitals (same syringe used for several patients in the ward) and in
community vhere private practitioner use unsterilised syringes and needles. Chronic Liver Diseases (CLD) like
carcinoma, cirhesis oceur after 30-40 years.

I3 CONIS\ i o
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‘1‘3 CHOLERA

Cholera is an acute intestinal infection czusec by the bacterium Vibrio cholerze. It has =
short incubation period, from less than one day to five days, and produces an enterotoxir

'i that causes a copious, painless, watery diarrhoea that can quickly lead to severe
dehydration and death if treatment is not pramptly. given. Vamiting also occurs in mas:
patients. ) 5
Most persons infected with V. cholerse do not become ill, although the bacterium is

, present in their fseces for 7-14 days. When iliness does occur, more than 90% o-
? episodes are of mild or moderate severity and are difficult 1o distinguish clinically frer
other types of acute diarrhoea. Less than 10% of il persons develop typical cholera wit-
signs of moderate ar severe dehydration.
l
Backaround
)i

: " The vibric responsible for the seventh pandemic. now in progress, is known as V.
cholerse Q1, biotype E! Tor. The current seventh pandemic begzan in 18961 when the
vibrio first appeared as 2 czusa of epidemic choierz in Celebes (Sulawesi), Indonesia. The
disezse then spread rapicly to other countries of eastern Asia and reached Bangladesh in

I 1863, India in 1964, and the USSR, Iran and Iraq in 1863-1866.

[n 1€70 cholera invaded West frica, which had not ex’perie'ncéd the disease for more

than 100 vyezrs. The disease quickly spread to a number of countrics and eventually

became endemic in most of the continent. In 1981 cholera struck LatinllAmerica. where

it had also besn absent for more than a cantury. Within the year it spread to 11 countries.
3 and subseguently throuchourt the continent.



Other seron

ea, but not epidemic cholera. Late that year, howe

large outbreaks of cholera began in India and Banglzdesh that were caused by a previn

unreccgnized serogroup of V. cholerae, designated 0129, synonym Bengal. Isolation o
vibrio hazs now been reporied from 10 countries in South-Zast Asia.
V. cheolerse 0139 wijll extend to other regi
situation is being maintainegd.

Itis still unclear w|
ons, and careful epidemiological monitoring-‘

Transmission

Cholera is spr=ad by contaminated wazer and food. Sudden large outbreaks are u
Caussd by a contaminated water éupply. Only rarely is cholerz transmitted by direct pe -
to-person contact. In highly endemic arezs, it is mainly a disezse of young children, altho
breastieeding infznts are rarely affected. . |

Vibrio cholerse is often found in the aquatic environment and is part of the normal fle-
brackish wzter =ng estuaries. It is often zssociated with algal blooms (plenkton), whic..

influsnced by the temperature of the water. Human;beings are z2lso one of the reservo’
the pathogenic form of Vibrio cholerae. oh” . ' |

Treetment

When cholzra oceurs in an Unprepared community, case-fziality rates may be as hig;
50% -- ususlly becausse there are no faciiities for treatment, or because treatment is ¢
too leie. In contrast, a well-organized response in a country with a well establist
diarrnozal diseass control programme can limit the case-fatality rate to less than 1%,

Most czses of diarrhoes Caused by V. cholerze can be irezizd adequately by givir
solution of oral rehydration salts (the WHO/UNICEF standard sachet). During an epider
80-30% of diarrhoea patients can be trezted by oral rehydration alone, but patiznts
become seversly dehydrated must be given intravenous fluids. "o

|
In severs casses, 2n effective antibiotic czn reduce the volume and duration of diarrhoea‘
the period of vibrio excretion. Tetracycline is the usual zntibiotic of choice, but resisiar
to it is increasing. Other antibiotics that zr2 effective when V. cholerae are sensitive 10 t.
include cotrimoxazole, erythromyecin, doxycycline, chloramphenicol and furazolidone.

DiZz~mic Control and SPreventive Mezsurss

When cholera apoears in & community it is 2ssential 10 ensure three things: hygienic dispe
atces, an adeqguate suppiy of safe drinking water d food hygix.

flective food ivgiene measures inelucs cocoking fcod theor ¥ an rng i

het: zreventing zooked fooc's from being contaminated by contact with raw ‘ceds, includ

O mw
C
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waler and ice, contaminaied surfaces or flies: and avoiding raw fruits or vege

Page
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tebles unless

they are first peeled. Washing hands after defecation, and particularly before contact with

fC‘Od or drirlkin wafter, iS ecuelh iH. ortant.
~ 4
i

Routine treatment of a community with antibiotics, or

"mass chemoprophylzxis”, has no

effect on the spread of cholerza, nor does resiricting trave! and trade between countries or

between different regicns of a country. Setting up a cordon sanitsire at

frontiers uses

personnel and resources thzat should be

devoted to effective control measures, and hampers

celleboration between institutions and countries that should unite their efforts to combat

cholera. .

The only cholera vaccine tha: is widel
parenterzlly, which confers only partial
time (3-6 months maximum). Use of th
not recommended because it may give

y available at presznt is kjlled vaccine zdministered
protection (50% or less) and fora limited period of
is vaccine to prevent or control cholera outbresks is
a false sense of security 1o Véccinated subjects and

to health authorities, who may then neglect more effective measures. ! '

In 1873 the WHO Waorld Fezith Assembly deleted from the lnternatidnal

the requirement for presentation of a

requires proof of cholers vaccination as a condition for

Certificate of Vaccination no
Vaccinations.

longer

Limited stocks of two orzl cholera
months ag
ountries. Baoth are suitable for
scale for public health purposes.

vaccines that
ainst cholera caused by V. cholerze'Q1 have recently become availzble in 3 few
use by travellers but

Health Regulations
nation certificate. Today, no country
entry, and the International
provides a specific space for frecording cholera

cholera vacci

provide high-leve] protection for severz|

they have not yet been used on a large

NOTIFICATTION

Cholera is a notifiable disease locally, Nationally and
Internationally. Health functionaries at all
levels(particularly those who are closest to the community such
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Departmental Enquiries

K.R. SRINIVAS
Chief Administrative Officer
K.H.S.D.P.

A departmental enquiry is an enquiry ordered against a Government Servant
under the provision of Karnataka Civil Services (C.C.A.) Rules, 1957

Whenever the authority empowered under the provision of K.C S (C.CA)
Rules is satisfied primq Jacie that a Government Servant has misconducted or acted n
a way unbecoming of a Government Servant or has shown dereliction in discharge of

Government duties, etc, the Authority can initiate enquiry against Government
Servant.

In an enquiry there are two stages:

1. Investigation or Preliminary Enquiry
2. Department enquiry under K.C.S. (C.C.A.) Rules

Whenever it comes to the notice of higher officer, Disciplinary Authority or
Government that a Government Servant has committed irregularities in discharge of
his duties as Government Servant, before enquiry is ordered under K.C S (C.CcA)
rules, the concerned officer or Authority may appoint an officer to investigate into the
veracity of the allegations. While conducting investigation, the officer can examine any

witness, inspect any site or place and verify any record in order to know the correct
position.

Then the Investigating Officer will submit a report to the officer who has
ordered investigation. Based on.the report of the Investigating Officer, the Disciplinary
Authority or the Government as the case may be will decide whether enquiry under
K.C.S. (C.C.A.) Rules IS necessary or not.

It is not necessary that a departmental enquiry is always preceded by an
Investigation. If the Disciplinary Authority or the Appointing Authority is satisfied that
prima facie a case exists against Government Servant, it can proceed against
Government Servant under K C S, (C.C.A) Rules.

Either on the basis of Investigation Report or on the basis of available
evidence, charges will have to be framed against Government Servant either under
Rule I1 or 12 of the Rules. If two or more officers are involved, a joint enquiry is
orcered under Rule |3 of the Rules. If the charges are proved after enquiry, one of the
penalties as prescribed under Rule 8 will have to be imposed. If on enquiry if charges
are not proved, the Government Servant will be exonerated of charges.

Sometimes Government Servant against whom the enquiry is contemplated will
be placed under Suspension as provided under Rule 10 of the Rules. A suspension
under Rule 10 is not a punishment. A Government Servant is placed under suspension,
when the irregularitjes appear to be serious and if the Government feels that his
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continuance in the post will hamper further investigation etc. During the period of
suspension, a subsistence allowance is paid to Government Servant.

A Government Servant who is placed under suspension could be reinstated at
any time either before completion of enquiry proceedings or after completion at the
discretion of the Disciplinary Authority. If charges are not proved, the period of
suspension will be treated as on duty. If the charges are proved and a penalty is
imposed, the period of suspension will not be regularised. However at the discretion of
Disciplinary Authority, the period may be adjusted against any leave at the credit of
Government Servant. :

Based on preliminary enquiry (Investigation Report) or on the basis of available
evidence, the Disciplinary Authority will frame articles of charges against the Accused
Government Servant (AGO/DGO) either under Rule 11 or 12 as the case may be.

If in the opinion of Disciplinary Authority, that irregularities Committee are
minor ones, he may initiate enquiry under Rule 12 of_ the Rules.. If enquiry 1s order
under Rule 12, only one of the following minor penalties can be imposed against the
A.G.O.

l. fine (for Group ‘D’ sérvices only)

2. censure

3. withholding of increments

3a. withholding of promotion

4. reduction to a lower stage in the time sca'le of pay.

If in the opinion of Disciplinary Authority, that the irregularities committed are
serious ones, he will initiate enquiry under Rule 11 of C.C.A. Rules. If charges are
proved, the Disciplinary Authority may impose any of the following major penalties
under Rule 8.

(v) reduction to a lower time scale of pay, grade, post or service.
(vi) compulsory retirement

(vii) removal from service

(viii) dismissal from service

Even when an enquiry is ordered under Rule 11, the Dlscxplmary Authority can
impose any of the minor penalties also. But whenever an enquiry is taken up under
Rule 12, no major penalty can be imposed on the A.G.O.

The procedure involved in conducting an enquiry against A.G.O. is to be
followed scrupulously otherwise enquiry will vitiate.

On the basis of preliminary investigation report and or on the basis of available
evidence, the charges will have to be framed against the A.G.O. The charges should t?e
clear and distinct. There should not be any ambiguity in the charges. The charges ill
have to be explained in the form of statement of imputation of misconduct. The
documents by which the article of charges are to be sustained and the list of witnesses
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to be examined by the Disciplinary Authority in support of charges will have to be
listed along with Articles of charges.

The charges along with statement of imputation of misconduct. list of
documents listed and the witness to be examined will have to be served on the A.GO.
The A.G.O. should be given a reasonable time with a direction to submit a written
statement of his defence and to state Whether he desires to be heard.

On receipt of this statement, the Disciplinary Authority may conduct enquiry
himself or appoint an enquiry officer to enquire into such of the articles of charges
which are not admijtted by the A.G.O. If all articles of charges are admitted by the
A.G.O. then there is no need to proceed further. The Disciplinary Authority or the
authority competent to impose penalties under the Rules can impose any of the
penalties as the case may be.

If the AG.O. fails to give written statement in hjs defence, then also
Disciplinary Authority may inquire into the charges or appoint an inquiry officer. The
Disciplinary Authority may also appoint presenting officer to lead evidence before the
presenting officer on behalf of the Disciplinary Authority.

The inquiry officer wil issue notices to the A.G.O. to be present before inquiry
officer after getting all relevant records from the Disciplinary Authority,. The A.G.O.
shall appear in person before the Inquiry Authority. The A.G.O. may also take
assistance of another Government Servant or a retired Government Servant who is not
a legal practitioner. ¢

The inquiry officer shall ask the A.G.O. whether the A.G.O_ is guilty of any of
the charges or the A.G.0. wants to defend. This has to be recorded by the Inquiry
Officer and take signature of the A G.0.

hus absence or refuses to plead, the Inquiry Officer may ask the presenting officer to
produce the evidence to prove charges against the A.G.O.

The A.G.O. may be allowed to inspect any of the documents and permit him to
take extracts of statements listed in the charge memo. The A.G.0. may be allowed to
submit a list of witnesses to be examined on his behalf

examination of witness for Disciplinary Authority is closed. The A.G.O. shall state his
defence orally or in initiating. A copy of the defence statement should be given to the

The A.G.O. may examine himself and also examine the witnesses to be cross
examined by P.O. and re-examined by A.G.O. if necessary. The Inquiry Officer can
also put questions.

(o9
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The Inquiry Authority after completion of production of evidence permit the
P.O. to address his argument and record the same. The Inquiry Authority may also
permit the P.O. to file his written arguments. -

After completing enquiry, the Inquiry Authority will draft inquiry report to be
submitted to the Disciplinary Authority. In the inquiry report, the [nquiry Officer will
have to analyse, each charge on the basis of evidence placed before him and record his
findings on each article of charges. These findings will be submitted to the Disciplinary
Authority in form of inquiry report along with documents.

The Disciplinary Authority after receipt of inquiry findings will examine the
report of the Inquiry Officer and proceed further. If the findings reveal that the gravity
of the charges is not serious, the Disciplinary Authority may impose any of the minor
penalties under Rule 8. If in the opinion of Disciplinary Authority, the gravity of the
charges is so severe that, it warrants a major penalty as specified under Rule 8, the
Disciplinary Authority may impose major penalty if he is competent to do so or
forward the inquiry report to the Authority competent to impose a major penalty:

If Disciplinziry Authority is the Government then before imposing any of the
major penalties, the KPSC will have to be consulted. If the Authority subordinate to
Government is the Disciplinary Authority, then there is no need to consult KPSC.

Before imposing a major penalty, a second Show Cause Notice to be served on
the A.G.0., enclosing copy of the inquiry report. There is no need to intimate the
penalty proposed. . '

Against order of the Disciplinary Authority, the A.G.O. can file an appeal to
the Appellate Authority. Appellate "Authorities are prescribed for various classes of
services as given in the classification.

When an enquiry is ordered under Rule 12, a detailed enquiry may be held in
accordance with the procedure laid down in Rule 11, or on the basis of articles of
charges, statement of imputation, defence statement, evidences placed, record findings
and impose a minor penalty as given in Rule 8.

When two or more Government Servants are involved in a proceedings, the
Disciplinary Authority may order joint enquiry under Rule 13. Even in a joint inquiry,
the Rule 11 or 12 may be followed depending on the severity of the charges.

The Government can appoint Lokayukta Officers as Inquiry Authority under
Rule 11(4) of the Rules. The Inquiry Authority can in such cases modify or alter the
articles of charges but they cannot frame the charges on their own.

Special Procedure in certain cases:
The Competent Disciplinary Authority under Rule 14 may without holding any

inquiry contemplated under Rule L1, 12 of the Rules, impose any of the penalties
specified in Rule 8 on Government Servants.
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1. on the ground of conduct which has lead to his conviction in a criminal
charge.
2. a) where he has absconded. . o
b) where he does not take part in the inquiry - -
c) where Government is satisfied that in the interest of security of state, it
is not expedite at follow the procedure in C.C.A. Rules.

The important Acts and Rules to be familiar with:

1. K.C.S. (C.C.A.) Rules, 1957
2. K.C.S. (Conduct) Rules, 1966
3. K.C.S. Rules

. The Karnataka Finance Code
. The Indian Penal Code

AN
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2 2 loa Callie,
DANIEL A . 7
.SUGARMAN/ROLAINE HOCHSTEY&

In this brief artiocle the authors attempt to explain some of the
major reasons for the many failures in comnmunication and suggest
Seven principles derived from recent work in human relations that
should help to improve your communications with others, both as
sender and as reoceiver. Although the various principles are
presented as unqualified directions, they, like most useul
principles, should be applied Judiciously in response to the
Specifics of each communication interactiop,

Doriss " I really don't care which movie we go to". (She is
telling her husban that she is so happy to get out, it doesn't
where they actually go).

Phil: "If you'd rather stay home, I can fing plenty to do arowmnd
here.," (He thinks she doesn't want to &o).

Joan: "I am sorry, but we can‘t Join you Saturday night." (She
doesn't enjoy big parties at Mary's country club, )
Mary: " I'am sorry, too." (Mary thinks Joan doesn't like her,)

Betty: "Everything has gone wrong today !" (She wants a little
sympathy from her husband, ) .

Tom: " ALl you do is complain!" (He thinks she's blaming him., )
Ann: "The Women's Iibration movement is tﬁe-greatest thing since
frogen vegetables."” (She is glad to see new educational and
career opportunities opening up for women, )

Sally: "It's a lot of nonsense." (Her neighbor Pictures a group
of disheveled activists piéketing a men'g bar, )

Any of the above dialogues could be the begining of a fight or
the end of a friendship, Doris and Joan ang Betty and Ann send
out one message, but the receiver picks up something entirely
different. Each knows what she's telling her husband, friend
or neighbor, but the response-or lack of it-indicates that the
other person hasn't the faintest idea of what's really on her
mind.

Their problems are not unasaal, We all have similar
diffioulties from time to time.

If you have continual misunderstandings with the people
close to you, however, you may soon feel isolated, lost, powerless.
It is important, therefore, tc learn how to get your real
feelings across, In recent years scientists concerned with

communication and psycholinguistics have learned a lot about
how people talk to each other. Some of their findings can help



_2- A

you to make yourself better understood. First let's examine, some
of the causes of the flak, fuzz and static that prevent undefstandix
1. Ve don't really listen. The average English-speaking person
hears more than a billion words a year. Bombarded by so much
verbiage, many of erect barriers to screen out much of the talk
lest our circuits become overloaded. One woman, for example,
described her daily routine with six children, a dog and & parakeet
by saying, "If the noise stays about as loud as Niagara Falls,

I know everything is all right and I hardly bother to listen. But
when it rises to the level of a jet plane teking off, I know it's
time to go upstairs and find out what the trouble I SO P .‘b

2, We assume that words have prcise meanings-and they don't. At
bottom, a word is only a symbol-one largely defind by individual
experiences. When experiences relating to a word have been

di fferent, the receiver "hears" the communication differently.

For exemple, Alice Grayson grew up in a home relatively
stable and free from gajor gtrife, Her p;rents were very werm and
affectionate people. Bob Grayson's childhood home, on the other
hanq, was characterized by constant bickering., He often witnessed
physical assaults upon his mother by an alcoholic, irresponsible

father. . , [ 4
@

When Alice and Bob came to me for marriage counseling, it
soon became clear that the word "narriage" conveyed different
meanings to each of them, When Alice spoke to Bob about "marriage .
she implied warmth, intimacy and stability. When Bob spoke to
Alice about "marrisge", he seemed %o be talking about a sort of
jail term in which he had to protect himself from criticism and

attack.

S A word's meaning may also vary with the context in which it
is used. We spesk, for instence, gbout a fast runner (meaning Spt
about going on a fast (not eating) or about a neighbor who leads

a fast life.(meaning immoral). Not long ago I was at a social
gathering where an animated discussion arose on the subject of

women's 1ib. Iistening cerefully, I realized that to the original
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speaker, women's 1ib meant that a women should be paid as well as
men, To another woman, women's 1lib connoted an equal sharing of
household chores. To a young man, women's lib seemed to suggest that
he would stay home and clean the sink while his wife drove a trailer
truck and went to communist Party meetings.

]
5. When people come from different cultures, their problems in

exchanging messages are greatly compounded. To someone who grew up
in East and is accustomed to carrying grooceeies in peper bags, it
ceuses momentary alerm 1o be confronted in Arizona with the prosper
of having to carry home a sack. In California people goto the beach
on a hot day. In New Jersey they go to the shore,

3. We don't pay enough attention to tone, gesture and other nonverbal

forms of communication. Recently a young physician and his wife came

to me for help. She complained that he ireated her as a little girl.

He, on the other hand, spent the session denying the charge in a very

intellectual manner. Infact, he said nothing to indicate a patronizing
attitude. As they were about to leave at the end of the session,

however, he patted her arm in a condescending fashion and said,
" Now thet wasn't too bad, was it?" Hisgesture and tone of voice
thoroughly corroborated his wife's complaint.

G- Because nonverbal cbmmunication often speéks louder than words,
the sensitive person must be alert to signals® the smothered yawn of
boredom, the swallow of anxiety, the jutting chin of defensiveness,
the hair-patting hand of nervousness, the widened eyes of feer, the
small smile of fisbelief and dozens of s¢ther bodily movements that can
reveal the hidden agenda of communication patterns.

4. We say what we think we should say instead of what we feel. The

meaning of words can be lost in the frequency of their usuage. If

you repeat the name of a friend fifty times in rapid succession, an
interesting psychological phenomenon will occur, TFor the first dozen
tlmes, the nsme will bring ean image of the friemd to mind. After that,
the name will become just a sound-and more meaningless with each

repetition.

Greetings end social rituals often meet with the seme fate. The

How-are-you?- I'm-fine routine is probably the most common illustration,
end in many ways the saddest, I have known people who were literally

" I'm fine, thank you. How are you?" whén asked

how they were feeling. '

suicidal to reply,

. Ironically, some of the most significant occasions in people's
lives-such as commemorations of birth, graduation, marriage and death-

are often marked by the highest incidence of meaningless, ritumslized
communications. At weddings and funerals, when people are most deeply
moved, they tend to hide their feelings under a cloak of bznality.
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A woman who had lost her daughter after seven long years of
a painful, wasting disease told me that nne of the worst ordeals
at the funeral was having to shake the hand of person after person
who said " I'am sorry" or "What can I say?" At one point, however,
a close friend broke away from the ritual end said, "I know it has
been terrible; I'am glad for her and for you that it's over." The s
mother cried then, able at last to express her grief, "It was
good to lmow that at least one person there was generoud enough
to share her real feelings with me," she said later.

It is easy to follow the script of conventional comments and
responses, but meaningful communication requires that you take the
trouble to create original dialogue that expresses your own unigue
feelings.

In recognition of the critical need for improved understanding

among individuals and groups of people, a human relations movement
has become a forceful element in American life, Some of the
principles and practices amd that have been found to work in human
relations training may help improve your communications with
friends and loved ones. :

1. Acknowledge your feelings. The lines of communication often

get crossed by pur desire to say things that will gain approval-
even though they conflict with our true feelings., For example,
women conditioned tb the traditional female role in our culture
generally find it difficult.to asdmit-even to themselves -feelings
of anger, boredom, sexual appetite and competitiveness, while men
are often inhibited from expressing "weak" emotions such as fear,
tenderness, indecision. Mature people are capable of acknowledging
all their feelings-even those that are socially taboo.

a°  When you are angry, for example, the worsi thing you can do

is withdraw. A blenket of self-pity or self-righteousness may 2
bring temporary comfort, but it also creates a barrier between

you and other people. The best way to deal with anger is through

o direct confrontation that balances your feeling with the other
person's sensibilities-provided, of course, that you confine your
message to the issue and not the personalities involved.

Ly, Attacks end accusations-"You'are selfish 2 " "You're

inconsiderate ! " "You're lazy !" - don't solve any problems.
But a2 specific statement- " I'm angry because you left the
bathroom a mess last night and you lkmew my bridge club was
coming over'-defines the issue,ileaves room for apology and
future correction. &f you use a fifty-megaton bomb to get
rid of a mosquito of annoyance, your target is apt to erect a

protective barrier through which no message can penetrate.
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2. Stop, Look and Listen.  Sometimes, the habit of tuning out certein

types of conversation-Children's prattle, fellow workers' shop talk,
a neighbor's gossip-causes us to miss some importet messages. AS en
early step in improving your communications, reassess your listening
habits.

a. Learn to catch the cues of nonverbal communication. In recent

yeers psychologists have demonstrated in the laboratory that pecple

proadcast their feelings in a wide variety of nonverbal ways. You

need not be a soientist to pick up many nonverbal cuess the gleance

at a watch that indiocates restlessness, the tapping foot of amnoyance,
the clenched fist of suppressed rage. 4Arms crossed at the chest mey
indicate reserve, while pursed lips may signify the desire to say
things unpleasant to hear. Learn to watch for revealing signels,
to listen objectively and to interpret what you see and bear.
If Doris and Phil Evens had learned to listen with more
sensitivity, they could have averted a family quarrel. According
to Doris, Phil came home, made the gesture of ;nviting her out to &
movie and then, much to her disappointment, reversed himself.
According to Phil, Poris said she didn't want to go, "Doris explained.

"What I said wes I didn't care which movie we went to. I was B0
bored with being home with the kids on arainy day that I didn't care

where we went."

Recognizzing his mistake, Phil admitted, " ¥ guess I took you
up wrong. I 'd had a busy day At the office and was really glad
to stay home. I guess I heard what I wanted to hear."”

Since most of us like to 1ive in anordefly world, we radily
allow communications that confirm our desires and prejudices to
enter our field of awareness, but we x screen out messages that
go agaubst our wishes, The individuwal who really wants to send
end receive clear messages will work at peying objective attention.

3. Expleain yourself, When your conversation is sprinkled with
such nontalk phrases as "You lmow what T mean?" it's safe 10
assume that your meaning is not clear; Lazy talk is the cause
of much communication feilure. 3Beity, ‘the woman who greeted her

husband with the news that "everything had gone wrong today".

AL
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lost the 8ympathy she wanted because Tom heard an accusation angd
reacted to defend himself., BHer meSsage would have been far more
effeotive if ghe had been more specific: "Little Tommy fell out of a

tree and hurt hig arm, - the washing mashine broke and I forgot to take
the meat for dinner out of the freezer,"

‘ In busy lives, it's all too easy to generalize, take shortcuts,
confuse facts witp feelings. The €xpressions "I feel” or "it seems to
me" are valuable tools in avoiding misunderstanding, Your facts may be
wrong, but the way you feel cannot be disputed, "I'd prefer less salt
in the soup" ig a very different statement from "why do you alweys
over-salt everything?" Hasly responses suoh as "You're wrong' or
"don 't be 8111y" are inoonsiderate of other people's feelings.,
Furthermore they invite counterattacks or retreat, If you want an
exéhange instead of a battle, explanatioq_is more useful than attack,
"This is the way I see it" goes further than "You don't lmow that you f
are talking about," ’

All too often a husband will say, "I'm Borry I ever got married;”
There is not much g wife can do with that except feel wounded and
‘strike back, If the husband saig" I'm beginning to feel trapped.-.."
Ar " All these Tesponsibilities get me down sometimes......" the
chennels of communication would be open. And an honest disoussion
of the real problenms might improve the situation.

Mind-reading is not the responsibility of ‘your loved ones. It is
up to you to say what's on your mind-snd up to them to respond. 3By
being specific, giving clear instances in straight language, you can
make sure that the receiver of your message kmows what You're talking
aBout, Calling to tell a friend that you had "a good time" at her
house last night doen't mean nearly as much as a specific statements:
"The shrimp creole was delicious and the Jacksons were great fun,

My husband said he hated to leave, "Such details really get your
meaning acrossg,

4, Avoid detours, Sope People find it almost impossible to ask a
straight question or give a stright answer, Somehow-whether from
a need to guard themselves, a mistaken attempt et delicacy or plain
fuzzy-mindedneSE-they get into the habit of indirection,

The Albertsﬁ for example, continually invite the Massons to
parties at their cowntry club., The Massons dislike formal dress.
Joe Masson doen't dence, and Joen is uncomnforteble with the kingd
of small talk that dominates at the club, Every time Mary Albert x
invites them, Joan invents a tactful excusé for reusing the invitation.
Eventually the Alberts will get anngyed at these rejections and
may even drop the friendship.
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It would be much better if Joan just said right off: "Look,
we enjoy being with you, but we don't enjoy the club. How about

doing something else together?" '

It's all too easy to get caught up in pokite lies, meaningless
formalities and convenient evasions. If you want closer connections
to the people around you, honesty is a better policy. Stxart by
avoiding the white lies that can destroy trust and confidence.
Telling a friend that &k her prune casserole 1s delicious when
you can barely manage one mouthful dogsn't acoomplish anything.
She '11 know your real feelings wheh she sees the expression on
your face when you swallow-or the emount you leave on your plate.

And she'll be doubly offended by the obvious lie.

In the long run it's usually wiser to tell the truth-even

if it hurts. The comnsequences of not facing the truth~€re often
more painful than the tfuth. To commuﬁicate unpleasant messages
gs kindly as possible is a skill worth developing. For example,
the hostess who served the offensive prune ocasserole might be told:
"I really admire your dreativity'witb new dishes, and I usually

love the results, dbut this is one time is one time when it

just doemn't apperal to me."

5. Offer feedback: When a friend tells you a long story over the
phone, you fill in the pauses with sounds of encouragement. "Yes...

"Go on..." "Um-hmh....." If you stop sending this feedback, she

soon asks if you're still.there.

Face_to-face communication also benefits from feedback-such
as eye-to-eye contact, nods of understanding, comments of agreement
(or Even disagreement), If the person taling gets the feeling
that you are truly 1nterest§d end accepting, he is encouraged to
~continue., If he senses disinterest or disapprovel, the flow of
communication soon siops.

Viola Johnson, a woman with two grown children, told me she

wes bored with her marriage and considering a divorce. When I

asked what she and her husbend usually talked about, she snapped,

"Engines." since she obviously bad no interest in engines, I



asked, "why don't you change the 8ubjeet?" Violg was surprised at
the quootion, A wifo is oupposed 1o lioten, "ghe cald. But by

withholding honest feedback, she failed to let her husbang know
where he stands,

If Viola really wanted to enjoy his company, she coulg have askeq
questions-possibly leaming some details of his work that woulg

broduce gn interest on her part. Or she could ask politely for a
change or Subject that would give her husbang g chance to make
himself more interesting, Best or all, she coulg Suggest an activity-
a dance ciass, a painting course, volunteer civie work-thaty they-
could do together and talk about to their mutual interest,

a} You 8hould never be afraid to say " I don't understand," It's
really a courtesy, for it shows that you think énough of the message

and the sender to want to catch the point or see the picture in

said in order to clarify it-and they are 8lad you care enough to ask,

Ron and Creta Lewis came to me for counselling beceuse of their
concern about g 8esual problem that began, they Said, on their honey-
noon about a year before. It seemegd that Ron achieved orgasm quickly.

While Gretg enjoued their sexual relations, it took her longer to
reach a climax, Op the third day of their boneymoon, Ron kissed Greta

and said, " I love Jou verymuch- even though you are frigid."
Although inexperienced in Sexual matters, Greta had reagd several
Sex-manuals and felt increesingly anxious about her "frigidgity,"
Intercourse soon became a chore to her. She foung herselr
concentrating tensely on mechanics rather than relaxing in the

enjoyment of love-making, The more frantically she Bought pleasure,
the more it eludeg her. Finely, she indeeg became unresponsive,

Listening to Ron ang Grete, I was convinced that their problem
begen with Ron's labeling of Greta as "frigia", Frigidity, to most

Psychologists,means the leck of pleasure in sexual activity. This

was not true of Greta-until enxiety caused her to ful fill the

prophecy of Ron's label,

(Q’
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a) In the same way, calling a men" a''drunkerd" will likely reinforoe
his negative self-concept and do nothing to help his drinking pooblem.
But a sympathetic appraeach, without laveling-" I am worried ebout how
much you've been drinking lately”- will have a better chence of
penetrating the wall of his defenslveness. Much of our eohievement
depends upon self-image. Children persuaded that they are backward
usually perform poorly in school. But when the same children work .
with a teacher who is convinced they can learn, they often show
remarkable improvement in a short time.

ED If your sim is to improve relations-rather than to express feelings
of hostility or euperiority-don't oonfine people under sticky labels.
“You're stupid, “You're siingy, "you're a tyrant, "You're a bore' are
never effective in dealing with a problem. Such labels serve &8 an
effective barrier to any reasonable discussion of grievances.

7. Taeke off your blinders. Most people resist change. They "don't
get" messates that are at odds with their habits and viewpoints. This

is the why the wife of a man engaged in an extremarital affair is often
the last person to know about it., She doesn't want to Xnow, 80 she

fails to register the obvious evidence.

Protecting oursieves from_unpleasant communications that are
clearly sent is what psychologists call "the ostrich pnenomenon,“
Ostriches, with their heads stuck in the send, are extremely
vulnerable, So are people who let their blind spots influence their
perception of reality. The woman who does not see-because she is
really afraid to see-that her child is delinquent, that her husbeand

‘is dissatisfied, that her friends are exploiting her 1is not only
failing to get a message, she's failing to make the changes that

could improve the situation.

&) To avoid the dangers of the "ostrich phenomenon," you must
train yourself to get all pmessages. Once you understend what another
person is trying to tell you, you are in a better position 1o refute
his argument. If you recognize your own prejudices,predilections
and fears, you'll be able to listen to divergent viewpoints with an
open mind. You can'listen without agreeing, but it's important to

listen firgt-then meke up your own mind.

Once you understand & communication, you may occasionally find
jt useful to "tune out" parts of 1it. I recently worked with an
elderly couple who were distressed about having placed their
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retarded daughter in an institution because they no longer had the
stamina to cere for her at home. During the interview, the husband
often interrupted his wife with irritable comments. At one point

he became frankly abusive, but his wife turned to me end ‘said,

" Pay him no mind, Doctor. He's Just got to get the pain out somehow,"

She was a woman who had learned to recive end Interpret messages and
to share another's feelings.

by If you truly want to be coser to other people, you can learn to

be more expressive and more responsive. The key is wanting to
communicate-rather than to win points, make an impression, assert
power or reinforce your own attitudes, The point-winner is less
interested in understanding other people than he is in putting himself
across, Sometimes, in order to put a eonversation on a level of
honest exhange, it is necessary to say (and mean !)z "Look, I'm mot
tyying to put you down. I only want to understand why you think that
way."

‘If you can't hear another person's story without interrupting to
show howm much you know or where you have been or how bright your '
children sre, then you're probably more interested in impressing
him than in relating to him. If you cen't listen to an opposing
view point without trying to change it, self-assertion may be more
important to you than_understanding. If you calm up in the presence
of opposition or ideas of which you disapprove, it is likely %ba%
You're afraid of the challenge of the new and different. Only when
you reelly listen to another person and try to see things from his
point of view are you practicing the art of communication.

¢) It's important to keep in mind, though, that not everybody wants
intimacy, Not everybody will feel free to open up to you. If you 2
are a freiendly, warm, outgoing person, you will probably want to
respond to the needs of others who, for one reasqn or another, may
ohoose to remain aloof and restrict their confidences. If your
overture at a party is not welcomed, it's easy to move on to someone
more congenial. Sometimes a rejection is very frankly stmted:

"Steve end I would rather not discuss politics" or " I never talk
business at social gatherings.” At other times you can tell from
downcast eyes or a defensive lift of xhend that you are in danger
of intruding on delicate ground. A graceful retreat or a change of
subject is in order. '

d) With intimates, too there may be tender spots on which you should
not tread heavily., If your husband feels touchy about his expanding
waistline, his receding hairline or his unchanging salary, it is
considerate to appraach these subjects with discretion-if you mention
them at all. It is part of sensitivity to recognize and respect
another person's privacy in certain matters,
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In short, you may not always succeed, but your efforis to.get

pcposs will certainly meke life a lot easier-for yourself as well

as everyone around YoU.

ERue
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NATTOMAL THSALTH PROGRAMIISS , PHIE TR O ke i Al
IMPLEMENTATION

The National Health Programmes are formulated and launched
by the Central or National Government to improve the Health of

the people on specific health problems after the indepern‘iance.

Objectives of National Health Programmes: -

1. To control/Eradicate the Communicable diseases,
|

2. To improve the environmental sanitation and provide safe
drinking water,

3. To improve the Nutrition
4. To Control the population growth and promots the H~alth of
the people, particularly the health of children and Mothers.

Technical and Material Assistance: is provided by Intarnational
Agencies like, WHO, UNICEF, UNFPA, VIORLD BANK and Number of

Foreign Agencies like SIDA, DANIDA, NORAD and USAIN.

NATIONAL HEALTH PROGRAMMES:

I. 1)Natjonal Malaria Eradication Programme:

Malaria was and is one of-the major public health problem.
In 1950's it was number one Public Health Problem in Xx¥xx India.

As per 1953 estimates yearly inci.-dance was 75 million cases with

8 lakhs dexkxks deaths.

The National Government launched National:Malaria control
Programme in 1953 as a centrally sponsored programme to reduce
the morbidity'.and mortality due té Malaria. The Malaria incidence
was brought down to 2 million cases in 1958 (rom 75 million cases
in 1953. The Central Government upgraded the proqramme as
Malaria Eradication Programme in 1958 due to so2ctacular success
and fear of development of resistance of vectors to DOT, The
NMEP had a spectacular success . In 1961 only 50,000 cases
were reported and most of the areas entered the maintenance phase

by 1965.
of the proaramme : uUe to various problems in maintenanace of
the proaramme, again the incidance of malaria start~1 rising in
MARy ar=as even epidemics were reported, uring 1977, a total

of 5,4 million zases were reported with oy Jdaaths.,

907



The Government of India implemanted mo 0i [ jn.] nlan of
operation, to prevent deaths ‘due to malaria, tn rerhice morbhidity
and mortality due to malaria, and to maintain the Anv2lopmernt in
the field of Agriculture and Industries. To contain the PE
incidence in the North-East reqion, a special nroaramma viz.
plasmodium faleifarum containment programmne was lanna~had inclnuling
the drug resistance problem. The guidelinss are chana~21 to

contain the spr-aad,

Activities:-1)Attack on the parasite- prompl casa dotantk o by
Active and passive Surveillanacs Al sromnt treatment
and reduce the reservoir of infection.

2)Attack on Vector - i)Rinenvironmental methol nf vactor
) control.
ii)Indoor: inse2cticidal srray with
appropriate xrx3? insecticide as
anprove:l by the Cantral Govt,

3)Awareness campaign renarding the malaria, causation
spread, signs and symptonz, diagnosis and troatment
and prevention.

"he preqramme is implamented through the following.

State Headquarter:- A cell is established - 1
Divisional level - Deputy Dirsctor WNMEP Zone - 4
District Malaria Officers - 20 + 7 (New Dists.)
Primary imalth Zentrns - 1601 and

all othar health institutions; Drug Distrilmtion Centres and
Feve2r Treatmant Napots., ) b ’

Strat=qv: -

1) Surveillance - Active - Jr.H.A(M), Jr.H.A(F) & 3r. U.A(MAF)
= Passive - All Medjcal Tnstitutions
-Mass and Tontact.
2)Laboratnary Diaqnosis at PHCs.
3)Prompt Radical Treatment of cases
4)Indoor insecticidal spray and Bioenvironmantal aontrol mathods.

5)Oparatinonal Research - Vector behavionr anl sansitivity tn
insecticides

. ) . o s .
= pPArasites sensitivity to chlormayine.,

The malaria incidence yearwise in thm Staka is aivan in thn Annexure .,



2. National Filariasis ~ontrol Proqgramne: -

Filariasis is another public health pronhlam in India.
About 304 million people are exposed to the risk of infastion
and 15 mil lion paople with menifest dismase and 21 million m2ople

are having Micro filaria in their blood as per rocont 2stimates,

The National Filariasis Control ProAaramne is launched in
1955. This programme is inteqgrated with Urban Malaria Control

Programme in 1978 to have maximum utilisation of resources,.

Activities of NFCOP: -

1)Delimitation of problem in the unsurveved arnas,
2)Control in the Urban areés,
i)Recurrent Antilarval measures

ii)Antiparasitic measures with D.%.C.
In Karnataka the problem of filarinsis is seen in the Districts

of Dakshina Kannada, Uttar Kannada, Bijapur, Gulbarga and Bidar.

The following infrastructurz is created for imnlem~ntation
of this pronramme:

l1)Filaria cell in the 3tate HO. - 1
2)National Filaria Control Units - 8
3)Filaria Niqht Clinics - 25

4)Filaria Survey cell-- 1
The programme is in operation in the problem Adistricts. The Govern-
ment of India supplies the equipmepts and materials and rest is

met by State vaernment.

The yearwise achievements is given in Annexure.

3. National Family Welfare Programme:

Governmant of 1India recognising the ne=d of popnulation
control, launched Family Welfare Programme in 1952 all over the

country bracoming first country in the VYorld to ‘ln so.
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b
Mile Stones of programme development: -

- Government run Rirth Control Clinins skarted in 1930% ‘
in then princely State of Mysore.

- National Family'Planning Programme launched during 1952,
Activities: - Establishment of few cliniecs to provide- serv
- Distribution of education materials

- Training and Research.

" 1
- Chanve from clinic approach to extension education approach
in 3rd five year plan. (1961-66)

- Motivation of people for accaptance of Small
Family Norm . ‘

- Introduction of IUD in the programme - in 1965

Creation of seperate Family Planing Department in the
Health Ministry - 1966.

- Strengthening of F.P. structure (PHZ, Subcentre, Urban
Family Planning Centres, State and District Rnreaues)—1966-r’

- TOp priority programme - During 4th Five Year Plan (1969-74°
- In 1970, the F.P. proaqramme became integral
part of MCH Activities of PHCs/Subcentres,
- All India post Partam Programme in 1272, MTP was introducen.
- Fifth Five Year Plan (1975—80) - Major chanaers.

- In April 1976 - First National Health Policy f-amed.

- June 1977 - New population Policy was formed by Janatha Govt.
and Ministry was renamed as "Family YWel far=",

; = Population Control ang Family Plarning is in the cuncurrent ’
\ list as per 42nd Amendment to “Zonstitution an- nrovision is
made effective from 1971, :

- The acceptance of programme is purely on volutary bhasis.

H ~
-

India is signatory to the Alma Atta “drclaration to achieve

Health for all by 2000aDp through brimary Health Care. Accordingly
National Health Policy was formulated inl982, and same was approved
in 1983 by the Parlisment and brought into force.

Long Term D=moaranhic Goals s2t in the uonulatidr_gplicv to be
actiinverd by 2000AD:

L)ILR.R. = 1 (2 child Norm)

2)Rirth Rate - 21 ber 1000 ~opulat ion

3)D2ath rate - 9 per 1000 population

/D ERTERE PR nrotocltion Rate — 60 Ancb o abyes e 100

5)1L. -less than 60,
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The Family Welfar2 Proqramne was A tarant orinnted and
timebound programme, but implemented on purely voluntary bhasis.
During 1995-95, . the programme was ma“inr "“andot “rme Apnroachn
Andl there was smt back in programmea Linplomaentat jon in many State,
The same is now renamed as "Community needs assessment anpproach"
where the Jr.H.A,(F) prepares the estimates of t}e ~omminity
needs for each services for her subcentrz area. The same is
compiled for all subcentres of PHC which will be the community

needs estimate for PHCs for the year. The Action Plan will be

pPrepar~d for pHO agcordingly.

Services provided: - Contraceptive Advancrns & Services

Terminal methods/perman nt .4, thols

I.C.C. Activities.

4. Reproductive and Child Health Proaqramme :

The Family Planning Programme was started in 1951 as a
purely demogranhic programme. Subsequently khe alrment of nublic
education and extension wing included to facilitate outcomes under
the Family Planning Programme. Burinq the seventins, the family
Planning Programme was focused mainly on terminal methods and
Proaramme raceived set back due to riqid iumplemantarion N A tarant
based approach. The Programme has, however, remained Eul}v
voluntary and the main effort of Government has been to nrovi‘le
services on the one hand and to encouraqge the citizens by information,
education and communication on the other hand to nyse such services.
The experiernces gained, within the country anq Sutside, had amply
establisied that health of women in the reproluctive ane aroup
and oOf small children (upto 5 years of ane) is crucial impnartance
for effectively tackling the problem of arnwth of marylakion which
led-to change in the approach from Family Plannineg to Pamily "'elfare.
S5inee the Sevoenth Plan imblem~nted ‘arjing 1n0a-na, e v srectrammes
have evolva2d with the focus on the health neads Al tihe womren in
reproductive ane aroup and of children balow thn aqe “jiye VRArS

on on=2 hand and on the other hand t» nrovi‘de aontracentives an-d

S, g



Spacing serviaes to the dosirous Proola . The i ohjeetive of
the Family viel fare Proqramme Lor Lha countirs by feseqy (e “Eabllisn
population at a level consistent with the nee~ds ot Marinnal

development .,

2% The Universal Immunisation Pqurnmme‘(UID) aimed at reduc-
tion in mortality and morbidity among infants anl vounger child ren
"due to Vaccine Preventable NDis=eases was started in 1995-35, The
Oral Rehydration Therapy (ORT) 'was also startn1 in view the fact
that diarrhoea was a leading cause of deaths among children.
Various ottler programmes under Maternal anl hi )] Neyalielh ()

were also implemented during the 7th Plan. The nhjrctives of

all these projgrammes were convargent and Aime-l at improveing

the healph Oof the mothers and voung chilAren and to rrovide them
facilities for prevention and treatment of major rliseasns conditinns.
""nile these nrogrammes 4id nave a henefizial :: impact but the
separate identity for each programre was cANSing oroblams in iks
effective management and this was also reducing somswhat the out-
comes. Therefore, in 90's in the Qtﬁ Plan, these nreoarammes were
it=qgrated under child Survival and Safe iotrherhood (758ii) Promqramme

and which was implemented from 1992-93,

= However, the position is ‘not uniformn AlT ovar thz. country
wtereas the State like Kerala, Tamillladn, Goa, Maharashtra and

-

Punjab have achiesveAd a consi‘erable hiater l2vel, the

States like
BePo, M.P_, Rihar, Rajasthan, J & K., Assam Al Orisaa Aareo rmrlorming
at levels much below‘the national level,  This has hean A mAatter

Of 1reat concern because these SGtates also hnnpén Lo be vary

populous An4d unless merformance in thes=2 Stateg improves, the
national prforimance will continue to r@mSin An~ra25821,  The

results at aqround level are influenced by A nimhear ne fAantnrs like

investmmant for the prodrammne at Mational/litate 1ewnsl, a I Ligiieriose

Of the State health svstem and respons? of tha naAanla, The
A2ficinneinsg in implamantar isan of the mAatareal an ' anill bealbh
UNEEGESRE B e ey re i bl (A iV Bediv ™ F s d o b ok cem s oV oAt esp )
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mortality and child/infant mortality and low health status of

women an.l children. Poor prospect of haalth arel lifo al the

children is one of the prominent factnrs I1na-ding to hicth of more
children per family. The present nosition vis-avis to Hast levels of

various RCH and population indicators is ~qiven in the following

table:
ACHIREVEMENTS AND GOALS
---------------------------------------- TS
Indicator Past levels/achvt. Current level

Infant Mortality Rate 146 (1951-1961) 72 (1996)
Crude Death Rate 25.1 (1951) £.9 (1996)
Maternal Mortality Rate NA 4.37(1992-93)*
Total rertility Rate 6.1(1951) 3.5 (1993)
Life Expectancy at Birth(Years):

Male 37.1 (1951) £1.5 (1996)

Female 36.1 (1951) 62.1 (1996)
Crude Birth Rate 40.8 (1951) 27.4 (1996)
Effective Couple Protection
Rate 10.4 (1970-71) 45.5 (1996)
Immunization Status (% Coverage) .
T.T. (Eor pregnant women) 40 (1985-86) 76.73 (1996)
Infant (BCG) 29 (19R5-P6) 93.12 (1996)
Measles " 44 (1987-g8) . 77,91 (1096)
* National Family Health Survey 1992-93, * .
4, The Approach Paper to the Ninth Plan brought out bv the

Planning Commission has brought out the ivadeayacy of the invoestment
made for Family "elfare. This is a severe handicap rarticularly
when it is noted that in almost all respnets, thn health cars system
needs upgradation and it needs to reach out to manv more pzople

for the national goals to be achieved. Yhile khers in oA stearly
imorovement due to economic development, sor»ai of adneatiorn/
literacy anl empowerment of citizens, substantial orobhdoms in

reqgard tn 2dunation/l iteracy particularly among Lhe weak nrlorming

States anl in regard to empowarment. particalarl-c of o, reepain.



s The arosoess ol inteqraltion oL polato ] Trearameos it fatag
with the implementation ol the C35M Programine was talken a seap
further in 1954 when the International “onlberanee on ronuintion

and Development in Cairo recommenced that the partinipant countries
should implement unifi=d programmes for Revrodictive and <ThilAd

Health (RCH). The RCH approach has been efinarl As "Paonle have

the abilitv to reproduce and requlate tteir fortilitv, women are

able to go through ovreqnancy and chilA Firth saflely, thte outcome

Of pregnancies is successful in terms of matarnal and infant

survival and well being _and cnuples arn abla Lo haye snxnal relations

free of fear of pregnancy and of contracting disecas=s". This concept

is in keeping with the evolution of an intrarated anbroach to the
programmes aimed at improving the health status of young women and
children which has been going on in the country, It is nbhvinusly
sensible that integrated RCH Proqgramme woulAd help in redusing the
cost of inputs to some extent because overlapping ol oxpen liture
would no longer be necessary and- inteqratad implementation would
Optimise outcomes at the filed level. Durint the 9th Plan, the RTH
Programme, accordinqu, integrates all the rzlate-d proarammes of the

8th Plan. The concept of RCH is to provile Lo the benesfiniarins

need based client centred demand driven hiah Juality and inteqrated

RCH services., The RE2M RCH Proqramme is a zomposite procramne

incorporating the inputs of the Government of India as well as
funding support from external donor Agencies inclwlirg “lorld Bank

and the Furopean Commission.

6. It is a legitimate right of the citizens to be able to
exparience sound Reproductive and child Health anl therefsre the
RCH Programme will seek to provide relevant servizes for assuring
Reproductive Child tlealth to all citizons.,  Tiousyoer, 271 {8 Aven

more relavant (nr obtaining the objnctive ol stabis tomlalion Lor
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the country. The overall objective since the beainning has been
that the population of the country should be stabilized at a level
consistent with the requirement of natinnal Adevelopment. It 1s now
well established that parents keep the family size small if rhey are
assured about the health and longavity of the children ani there is
no better assurance of good health and longevity of children than
health care for the mothers and for young children. Therefore, RCH
Programme by ensuring small families also ensures stable ponpulation
in the medium and long-term though in the short-term population is
controlled by use of spacing methods and terminal methnds for
avoiding unwanted pregnancies. Therefore the overall strateqy of
the Government of India (Department of Family Welfare) is to simul-
taneously strive for optaining Reproductive and Child Health arran-
gements for the whole of the country's population and to oromnte and
make available contraceptive/terminal methods for desirous couples.
It also nezds to be observed that the measires throngh the health
system alone do not and cannot assure sucrcess in either ensuring
Reproductive and Child Health or iﬁ controlling population.

These objectives are determined concurrently by the following:

i)Policy support expressed publicly by opininn leaders in
different sectors the national system and by the cormu-
nity at large. Without this.kind of supnort, the rece-
ptivity of the people to .make use of even available
services cannot be ensured.

ii)Adequate resources for making available Reproductive and
Child Health services to all rural and urban communities
in the.country.

iii)Accountability of performance among the health workers
and efficiency of the health system. Without su~h efficiency
the quality of services to citizens or even effective
access to health services cannot be ensured.

iv)Literacy among women and educational status of families.
Similarly improvement in economic status of families.
The educated and economically well-of families can more
rationally assess the options before them and Acquire
capability/willinqness to assess consaquancna Hf Fhnir
presoent actions for future., Therefnre, tha affart nf the
Department of Family Welfare is to collaborate with the
related departments and Non-Governmental Oraqanisatinns for
seeking supoort of their Proarammes for the ®amily 'nlfare
bProgrammes. This in turn will similarly imnrove the ont-
comes of related Programmes of those D=apartments as well.

10
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They 12y Programme incorporiatog e compone Nl cnyep e
under the ChilAq Survival and 5Aacfe Motherihood 'rooramms ] inml-
urldes two allitional components one relating to sexually transmitted
discases (:3TD) and other relating to Teprodin st ive brast infeotion .

(RTI). The main highlights of the ROM Bxogwrumin aro:

LT e e

i) The  Mreymramme integrates all dmtexduant ions of fartility
requlation, maternal and child ienlith with reporudctive
health ‘©f both men and women,

ii)The services to be provided will pm client contred demand
Ariven, hinqh quality and bhased on tho nasls of the
community arrived at throunh decentraliso-d particivatory
Planning and the tarqget free ap-roach. ’

1ii)The Proqramme envisaqges upqgra-ling of (e level of facilities
EFor pProviding various interventions And aquality of care
The First Referral uUnits (FRUs) being st up Ak snh-
district level will provide comnrelhnensive ameranney
Obstetric and new-born care., Similarly RV facilities
in PHCs will be substantially uogradsad,

iv)The Proqramme will improve acecess of the community to
vVArious services which are commonly roqunirnd, Tt ig nrop-
0s2d to provide facilities for mrp at the iing, counsalling
and IUD insertion at 5Cs in a phased manner.

v)The Proqramme aims at imnroving the ont-reach of services
particularly for the vulnerabhle groups of nopulation who

have till now Ssubstantially been left out of the planning
process e.q, :

= Special Programmes will be talan un for
Urban slums, tribal population el
Adolescents, )

- Non—Governmental Orqanisations\wiLl ha
involved in a much larqger way to imnroys
Out reach and make it peonle's proaramme .,

- Skills of practitioners of TSM will be uparaded by
training and research and & Aeveloument in
ISM will be supnorted to improve the ranqge of
RCH services. .

- Panchayati Raj System will have A aroator
role in planning, imnlementatinn and
assessment cf client satisfaction.

PROGRAMME ITMNTERVENTIONS .

7. The RCH proqramme will be implementeg nas~l on differential

approach.  Tnputs in all the Diskrimks hawer not by o uniform

benuase effircinnt delivery will A2pend on the capahil ity nf glie
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health system in the District. Therelore, basic (acilitios are
proposed to bhe strengthened and streamlinod specially In the

weaker Districts as the better districts alrealy have such faci-
lities anl the more sophisticaterd fﬁcilitiﬁn are pronpnsncl the
relatively advanced Districts which have acruired the capabilitv
Lo make use of them effective, All the NDistricts have beern cate-
gorised into categories A (58), B (184) and C (265) on the bhasis
of Crude Birth Rate and Female Literacy Ratne which reasonably
represent the RTH status of the District. The districts will be

covered in a phased manner over three years. 'The nationally uniform

and diflerentiated RCH, interventions would b» as below:

INTERVENTIONS IMN ALL DISTRICTS INVERVEMNTINNS I S51L,R7°TED
STATRS/NISMIATS

Child 3urvival interventions * Screening and Lreatment of
(s available under c£5SM RTT/5T1
Proqgramne)

* 5afe Mother hood interventions * Emergency Nbstetric Tare at

(as under CS5SM programine) selected FRUs by provi-ding Drugs.
* Facilitation for operationa- * Bssential Ohstatric rare by
lisation of Target Free providing Druas and ©vrn/staff
Approach Hurse at PlITs
* Institutional NDevelopment ‘ * Additional Al Ak sub-centres in
* the selectel distrinmts for

Integrated training package ensuring MTH care

* Modified lManagement Informa-

: 5 * Imnroved deliverv services and
tion System il %

emergency care by providing

* ISC activities & counselling Equipment kits, IUD jinsertions
on health sexuality & gender -and ANM kits at sub-centres

* Urban & Trihal Areas RCH * Rental to acontractesd CHHs/AlMs
package not providad Govermnnent

4 accommo-dation

District Sub-projects under
T,ocal Zapacity Enhancement * Facility of Peferral transport

. ; i o ; : 2TINnAa omen' s,
* RTI/STI “linics at District Tor prEGrRAL %

lospitals (“here not
available)

* Facility for Safs ahortions
At PHCs by nroviding equin-
ments, aontractual Noctors etc.,

Enhanced community partici-
pation throuqh Panchayats.
'"omen's Sroups and M30s

*inor civil wuorks
Fecovision foar abh.Toechnicians for
laboratory diannnsis of RTI/HTLI & 100
¥ Adnleszont lvealth and reprodnst ive
hiyaionn

~J
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5. National T.B. Control Proaramme:

Tubzrculosis is a major public health nroblem in India
contributing Lth nf the global burden, 12-14 million mmopln
are estimatad to be sufferring from active disanse of which
3 - 3.5 million are highly infectious . As par tle 'ational
Survey conrducted during 1955-58, by the Indian Zouncil of
Medical Researc~h to findout the magnitude of e T.R., nroblem
in the country, it revealed tﬁat Tuberculosis jis pravalent
throughnut length and breadth of country eqaually irn urbhan and
rural areas. 2% of the population is suffering (rom pulmonary

Tuberculosis of which 0.4% are sputum positives.

The National T.B. Control Programme wias evolved in 1962
on the findings of above study and in Karnatalka the projjramme

is in operation from 1962.

Objectives: -

To reduce the Tuberculosis in th? communitv tn that
level when it ceases to be a public health problem hy:
i)Detection ot Tuberculosis casns attending the opn
and providing effective treatment,
ii)To reduce morbidity and mortalitv due to TR.

1ii)To break the chain of transmission in. the conmunity.

Iimplementation:- The Joint Director, TB is resnonsihle for

implemantation of programme in the State, AL Llvs istriet lavnl

the District Tuberculosis Officer is r2sponsihle Lsr imnlemzntation
in the District through the network of flaaltl ant 1 lieal Institution
in the Yistriects, The infrastructure facilities nrhateq under

this promaramme are as follows:

. District T.3. Centres - 27

1
2. AN DisE . T.B., Centrrs- 5§
3. Vierascopic Santrns - 805
4. =Ray Tontras - 172
5. Mnfrrring Cankras - 840
metvpranls D Vakioma ), PR, o35ekda @ f e v s, Patgar 1 o
i T T e B T ST 1297-99 is riven in bles. 1 S GH LS L TR N
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6. National Leprosy Lradication Programme:

The Leprosy Control Programme is in operation since 1955
as a centrally aided programme to achieve the control of leprosy
through early detection of leprosy cases and DD3 monotherapy.
buring the Fifth Five year plan, it was made as centrally sponsored
programme., In 1980, the Government.of India resolved to eradicate
leprosy by 2000 AD. As per recommendation of workinn Aroup report
Of 1982, the National Leprosy Control Programme was redesignated
A4S National Leprosy Eradication Programme with revised strateqy

based on the Multidrug therapy with qoal of eradicating the

disease by 2000 aD.

Strategy: -
NLEP operation as a vertical programme in endemi~ areas
and in areas with prevalence of less than 5 per 1000 population

it will be provided by the general health services.

The revised strategy is based on:
1. Early det=ction of cases (By Population Survey,

School Surveys, Contact Examination and Voluntary
referral).

2. Short term Multidrug therapy.

o

3. Health Education and rehabilitation activities,

The WHO regrness was adoptéd for treatmen&. In Karnataka
the Leprosy was evidencies in districts of Gulbarga Division,
Belgawn, Dharwad and Bijapur Districts in Relqaum Nivisinn.

Mysére District in Mysore Division. MDT programme was implem=2nted

in the State since 1985-86 onwards.

The infrastructure created under the programme Aare Aas

follows:

State level programme Officer 1is the Joint Director (Leprosy)

l. :‘;.[J.o. - 1
Ze B8R Units - 4

3. h.L.0o, - 18
Ao TaeTulls, = 31
e ANST - 677

skl ss
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G T by, -~ 49
7. T.H.W, = 22
8. R.S.U. - 6
9 L.R.P,U.~ 2 # 1

1.0 M.L.C .= 14

11. M.L.T.U. -~ 14

12. V0L, = 28

The revised objective is to mmxx eliminate the Leprosy by
2000AD by bringdown the prevalance of Leprosy to less than 1 per

10000 population by implementing the revised strateqgy.

The progress of the programme implementation is qiven in

the Annexure appended.

7. National Programme for Control of Blindness (NP2B):

This programme was launched in 1976, inco;porating the
earlier Traéghe Control Programme which was started in 1968,
The National goal is to reduce the blindness in the country from
1.4% to 0.3% by 2000AD and to provide comprehensive Eye Care
through Primary Health Care. Thé catract cases constitute 55%
\of the total blindness in the country. This programme activities
are mainly providing services by organising Eye Eamps in the
Rural areas for cataract cases. ‘Mobile Opthalmic units are
providing the services in the State. All the districts are having
these mobile Opthalmic units. Danida iS‘proviainq assistance to
this programme, District Blindness Society is functioning in
every District under the Chairmanship of Deputy Commissioner
which is responsible for organising the servieces and providing

material support.

The Joint Director (Opthalmology) heads the State Opthalmic
Cell who is responsible for implementation of programme in the

State. This is a 100% Centrally sponsored proagramme.

o k55 5
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8. Iodine Deficlency Disorders (INDN) Proqramme:

The Goitre control Programme was started in 1962, based

on iodized salt. In Karnataka also the Districts of Chikkamagalur

and Kodaqu are affected more compared to other districts.

¢

‘_ The programme 1is implemented all over the State, Government

has banned sale of non-iodized salt,

9. National AIDS Control Programme:

3 It is new programme and launched by Government of Tn-lia
with World Bank Assistance being 100% centrally sponsnred
pProgramme, ‘The State AIDS Cell' ig reaponsibla feor plannineg,
implementing and monitoring of-proqramme activities as per

e ; . guldelines of NACC. Additional‘Diroctor (AINS)

= S5) Qs tha State i
l'f' ) i , ) , . : LT

level programme officer in the AIDS Cell which has heen establi-

shed ddrinq May 1992. The AIDS Surveillance Crantre was started 77

at BMC Bangalore in 1987,

Compornents of the Programme:'

-

1)Programme Mdnagemént - State Aids cell

: - EmpowereAd Commnitten
2)Surveilance and Clinical. Management .-

g

i NS,
3)Blood Safety "8loo o it

component seperation £ar111ty 5 sl
,}4' . e "', ' " = Modernisation ©f Blood; Banks-
. ’ - 7onal Blood Testing Centres -

4)STD Control -Programme

S5)Training Programme ' L

Non- financially supportod

- 15
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HIV Infection and AIDS cases reported in Karnataka upto ~nd

of May 98,

1. Total No.of samples Screened for NIV -~ 388586
2. No. HIV +ve confirmed - 3973
3. Sero positive rate - 10.2: per 1000 tested,
4. No.of Alds cases reported - 139
In Karnataka - 127

Diarrhoeal Diseases Control Programme:

During the Sixth Plan, the National Diarrhoeal Diseases
Programme was started to bring down the mortality due to
diarrhoeal related diseases (including cholera) through promotion
of Oral Rehydration Therapy. This programme was intensified
durind—Seventh Plan to reduce the mortality due to Adiarrhoea
by 50% by the yeér 2000. This programme is inteqrated with
Primary Health Care at village level to NDistriect Hospital level.
O.R.S. pockets are supplied to subcentres and Village Health
Guides. Another important camponent is Health Education' and

Health Education materials title "Home Treatment of Diarrhoea"

in Local/Regional Language is supplied to PHCs for free distri-

bution,

STD_Control Programme:

In y949 the programme wa¢ started as a pilot project
for control'of ven2real diseases. 1In 1955, the planning
commission recommended for establishment of one VD Clinie
in every District Hospital and one Headquarter Clinic and

Laboratory in every State.

The programme was started in 1957 by settinqup of
a Central V.D. Organisation in the Directorate General of
Health Services for implementing and Co-ordination of pProryramme
in the country. 1Injection Pencillin (PAM) and VNRL Antiaen
were supplied free to VD clinics. The Government nf India

discontinuxed the free supply of Arugs to States during 1981-82

95w Ll s g0



and strateqy was focussed On training, teaching and res~arch

in the various aspects of S.T.D. Training Centres estahlished

are as follows:

“) 1)Institute for study of V.D. Madras, Medical Colleqe.

2)STD Training and Revaimpmarx Demonstration Centre,
Safdarjang Hospital, New Delhi and orher two centres
for remaining areas are at Calcutta & other at MNMagpur.

With appearance of AIDS, the problem has changed its dimension.
Stress has been given for STD control in the AIDS control Programme
aS a component. 1In Karnataka 30 STD Clinins are functioninqg.

Rupees One 1lakh drugs are supplied to each for free treatment

of S.T.D. cases,

Guinea-Worm Eradication Programme :

The Government of India launthed the Guineawormn Fradica-
tion Programme in 1983-84 during Sixth Five year Flan after
» recognising it as a public health problem. This is cenkrally
sponsored programme (50 : 50:). Tn Indenendant Appraisal of
the programme was made in 1985. ‘As on January 1986, Six States

were endemic affecting 7114 villages, in 481 PHCs and 66 Nistricts

) in the country. The Tamilnadu State vigorously implemented
the programme before National Programme bhegan and no indinen=ous
cases since 1981,
g) Programme components/Strategy: -
- 1)Providing of drinking water sources on priority basis.
2)Vector Control with application of Abate (Tempphos)
giving concentration of lmg per litre (IPPM)
3)Health Education including Personal prophylaxis
» ie., Boiling of drinking Water , Sievina of unprotected
water.
4)Supply of Nylon mesh filters.
5)Active Surveillance of cash twice marly.
This programme is implemented by the Primary Haealth ZTare
. staff. The qoal is to eradicate the Adisease in all affearteA
r
areas. ‘' nroaramme input was only one c=2ll At Mirsctorate
in CMD section to monitor the implimentation and =rxa ~valuate
! the activitims. The srarches wern carricidont tLuyicn voaarly
)
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usually in December Ane June every year. Tn Farnataka Lie
NDistricts of Gulbarga Division Rijapur, Dharwal were Affnctad,
Due to implementation Oof above proqramme there ar~ no indigdneous
cases in thease arag Since last three years, .ActLOHS are taken
for preparing the areas for WHO Certification. The Award of Rs,100/-

to the informer anqd Rs.500/- for case for treatmont pnrmnsa.  Tha

suspected reported should be investigated reported by PIIT Medical

Officer and documentedq for the verification team.

Minimum Needs Programme:

It was introduced in Fifth Five Year Plan. This proaramme
aims for improving the living standards of the p=oonle by proviiing
caertain basic minimum needs. This is commitment of Government
for the Social and Economic Development of people, paxkme particularly

for under privileged and under served population,
Components: -
bl 2ol e

1)Rural Health
2)Rural Water Supply
3)Rural Electrification
4)Elementary education
S)Adult Education
" 6)Nutrition : : )
7)Environmental improvement of slums
8)Houses for landless labourers. ) ¢

Rural Health: As per Objectives qf Seventh Five year plan to
establish, one PHC for every 30000 population in plain and 20000
population in tribxal andg hilly areas; one subecentre for every
5000 population in plain areas and 3000 population in tribal

and hilly ar~as and one community health centre for every 1 lakh

population by the year 2000AD,

Accordingly the State Government has bean estahlishing

the Subcentres, PHCs and CHCs in the State.

& 6 A o W o 1
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llational Diabhetic Control Programme:

Objectives: -

1)Identification of high risk subjects at an early
stage and imparting appropriate liealth e-lucation.

2)Early diagnosis and management of cases

3)Prevention, arrest, slowing of acute metabolic
as well as chronic cardiovascular complications of
diabetics.

The Programme functions at three levels.

1)Subcentre, (2)PHCs and (3)District Hospital.

Government of Karnataka has sanctioned this scheme to Hassan

and Dakshina Kannada Districts. Training has been qiven to

Medical and Paramedical staff and Mannuals of the programme is
translated in Kannada and printed and supplied to all institutions.

The equipments and materials are provided.

Cancer Control Programme:

Government of India has financed the Kidwai Memorial

Institute of oncology to takeup the Cancer Control Programme

in the State for taking activities.

\1)District Cancer Control Programme:

The District Cancer Control Programme is ;anctioned to
Dharwad and Chikkamagalur Districts in the Eiqhth Five y=4ar plan.
The acti&ities carried (1)Survey of cancer cases, 4diagnosed and
treated (2)Health education activities. The programme is sanctioned
for five years.

2)Peripheral Cancer Centres:

Peripheral Cancer Centres are sanctioned and estahlished
at District Hospital, Gulbarga and "Mandya and =ntirely managed by
the Kidwai Memorial Institute of Oncology, Bangalores whara2

diaqnostic andl treatm=nt faciltities are providnid,



NATIONAL LEPROSY ERANDICATION PROGRAMMTE

Sl.No Year Cases On han‘l
8 1993—94 24542
2, 1994-95 ' 21067
3. 1995-96 ) 18615
4, 1996-97 17766
S. 1997-98 12019

S1l.No Year Case detected
1. 1993-94 67790
2% 1994-95 F 76819
3. 1995-96 . P3244
45 1996-97 81785

Sa ©1997-38 79984
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The cuality of health care services 1s directly
related to the competencies of the health functionaries in
providines these services. their cervice competencies need to be
augmented by Training, to join in the main flow of health services
and also to update their knowledge and skill for fzvourable attitude
a nd motivation to nerfprm their Jobs in an efficient and effective
ma nner. So training is essentizl and vitel. It helps in orientation,
undoting the knowledge 2nd motivating them to become more positiwve,
constructive ahd productive.

fven after joining the service they are not in

touch with acedemic activities. So there are serious ga ps in the
knowledese, skills 2hd onractices of the heélth nersonnels specially
in regards to family nlanning, maternal and child health, nutrition,
immunization, control of communicable diseases, environmental
sanitation, vitzl statistics and health education. This has made
an urgent need for training of 211 categories of health personnels

now and ‘then during their service.

Training -Sive instructions or information or nractiee to mske

nersons moré knowledged and skixE4 skilled, and it is
always reciprocal.
Progremme - Dlon of inteded proceeding
- lict of planned evente.
( Greek: progranme = public notice )
Proeranre is alweys a planned one.
[ Xl ol

Primary lealth Centre - place from where the Trivery Health Ooz

——-

ig provided to the community.
Before Alma-Ata Conferzsnce the Primnry Heolth Care
means — basic health services
-~ Tirest contact care
~orcily secessible core

reanrnavio1lar myavided cervices.



L R T T RET T TCUN

Aftor AWM A Conference the Prjwnry Heal th Care

means-"Essential hecltbh anye made Universslly fccessi L
to all individuols ang feceptable +o idegali N ‘
thronsh thairp ol rertiecipation and at g cost

that the community ~nd the country can afford,

Before conduction of training the followipe~ ointe are
& i

to be Considered in detai] AS preperation.

I. Caterory of trainees

= TsB. 8,
- Vo B,
- Awny, e | &,
) ¥edical or Faramedical hecl th rersonnel .
- M. 8.8, members.,
= Social workers{
= Link workers,
= 3School teachers.
- N.Z2.0.¢
- Panchayaf”faj - members.
ITs Objectivesof training
- Update their knowledge, skills & practice.
= Aware of their job résponsibilities.
= Repular fecording and renortine,
= Prepare them as trainers to community,
ITI. Tynes of trzining - induction -yearly
ST e or
= in-service ~ Seasonally
= random
IV, Flace Of treinines - Primary Hezlth Lentre

= Sub-centre

= Communi ty centre

‘Y
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There should be feedback,

through- impressions & suggestions On- coarse contents
= at the time of tea,lunch - teaching methogd
- at the end of training - handeuts

- OHP / slide pProjector
~ Suggestions to improve.
VI. Curriculum once finalised, should be distributed to teaching
faculty and guest Bpeakers well in advance and reguest to
give stmmery and important handouts to be distributeg to the
traineces,
VII. ﬁ;&_EﬁE participants, guest lecturers ang field staff where
you are giving field training, should be identified, preferabl
“local or with%%aluka N o o
Farticipants ang guest lecturers must be informed well in tine
preferably 4-6 weeks in advance. It should not be too early,
€0 that by the time the training dates apvroaching it should
not be forgotten. S
VIII. Training @EEEEE?}E
- Black board & chalk vieces & duster
- Charts & tables
- Diagrams
- VCP with casettes
- C.H.P,
- 3lide projector
=~ Dpidiaccope
—- Demonstration meterials - B.P.Qpparatus/shfkmmcp(
= Thermometecr
- Gloves
— Autoclaver / Pressure cooker
= Scissor / Rlnode

= DRelivery kite



V. Curriculum - based on category and contents, should be prepared
before training
- Cover all the topics mentioned in the contents of the
training.
- Each topic (for example-immunization)
- what are the facts-important (schedule,
cold chain, reactions)
- how much details should trainee needs ‘P
(hepatitis vaccine-details etc.)
- standard of performance.
and also - certain things -must
- useful
- nice
Maké éuie that the trainees are learning, but not just hearing.
For this keep in mind
—-Clearity- simple language, community based
-Veriety- makes learning interesting
-Participation - practical demonstration
- hands on practice
(Chinese proverb " if I hear I forget
I see I remember
I do I understand " ‘
So training should be through,
- lectures.
- practical demonstration.
- hands on practice.
- role play, songs.
- group discussion.
- games, problem solving, case study.
- field demonstration.

Lhere should be £fecdhack, 4



IX- B\idge’t. 1
= Tn Ao & D.A<.

- Contingency

Cuest lecturers/ Speaker's remuneration
- POL
The teamleader(M.O.)may have the diplomacy to mobilise resources
After having prepared 211 these you are ready to start
the training programme. Now it is not possible to remember every
thing by the co—odinator of the programme. So 1t 1s always better
to have the check-list.
Check-1ish = Arrangcments - classroom
— hospital
- field
— Paculty according to timetable - P.H.C+
- Cuest speakers
- Training meteriale
— Vehicle in good qondition with driver & fuel.
- Field staff.
Problems: a)Managerial - accomodation
- food
— faculty members

- Office work

- Copying & distribution of

back-ground meterizls
- Finance
b) Technical - electricity
_ demonstration of instruments
— vehicle
c)Field - acceptabiliyy bY the community leaders speciall
women leaders & family heads at the time of

field training.
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