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PREFACE

Health Development is a continuous and dynamic process.

Tt interacts with the overall development process of the nation
:and, therefore, from time to time needs the strategies for develop-
ment of health services have to be reviewed and altered in tune

with the overall Development plan.

Since Independence, starting with the First Development’

lan based on the Health Survey and Development Comnuttee
.(Bhore Committee) We have already marched a long way to reach
the goal, yet much remains to be achieved.

Subsequent Committees took stock of the progress made and
-suggested modification at some approaches and made certain recom-
mendations to achieve the goal. Some of the recommendations
of different committees arc. very much relevaut even today.
Some of the reports of these Committees are out of print or not
readily available to Administrators, Decision Makers and Planners
for consultation and references. In this publication an attempt
has been made to rcproducc the summary of recommendations
.of various Committees constituted by Govt. of India from time
to time. It is hoped that this publication will be uscful for the
Administrators, Planners, Decision Makers, Research Workers
.as well as Programme Officers and will serve as a ready reference.

I am thankful to Dr. S. K. Sen Gupta, Deputy Director
General; Dr. Mehendra Singh, Director, Central Bureau of
Health Intelligence; and particularly to Dr. S. N. Bagchi, DADG
‘(AR) and Mr. V. P. Bhasin, Statistician, for their assistance in

' bringing out the publication.

(Dr. M. D. SAIGAL)
_ Addl. Director General (PH)
Dated 4th February, 1985, ,
New Dernr -
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AN OVER-VIEW OF MAJOR RECOMMENDATIONS

[n 1943, the then Briish Government governing India
appointed the Health Survey and Development Commitice with
Sir Joseph Bhore as Chairman. The Committee popularly l§n0\‘_'ﬂ
as Bhore Committee, published its report and recommendation in
+1946.  Although the Health Development plan of Bhore Com-
mittee dealt with a country, then under British occupation which
‘now comprises. three Independent countries—India, Pakistan _a“d
Bangladesh—the recommendation can be taken to be ths beginn-
ing of modern health planning and development. process of all

these three countries.

The recommendation of the Committee are comprehensive
covering almost all facts of health including development of health
manpower  and  mechanics  of funding etc. 1in the context
of the s)lan. The main principles underlying the Committee’s
proposal for future health development of the country centred
round the following guiding principles : — '

(@) That no individual- should fail to. secure adequate
medical care because of inability to pay for it.

(b) The health programme, must, from the very beginning,
lay special emphasis on preventive work ~with consc-
quential development of environmental hygiene.

(c) The health services should be placed as close to  the
people as possible in “order to ensure the ~maximum
benefit to the communities to be served.

(d) It is essential to secure the active co-operation—of  the
people in the development of health prograrume, and
active support of the people is to be sought- through
establishment of Health Committee in every village.*

(¢) The Doctor—the leader of the health team should be
a ‘Social Physician’, who should combineremedial and -
preventive measures as to confer the maximum benefit
on the community, and the future doctors should be
trained to equip them for all such duties. :

*In fact when the Bhore Committes sitting in New Delhi, was formulating
the particular objectives, the All India Institute of Hygiene & Public Health,
Calcutta, under the guidance of Dr. Grant as Director of the Ipstitute was ex-
perimenting with a similar model at Singur Health Centre. This expenditure
provided the background and encouraged the Committee to incorporate this
objective in particular.
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It 1s striking that the recommendations of the Bhore Com-

‘mittee speaks of ‘Primary Health Care Unit’ with people’s active

co-operation long long before the Alma Ata declaration of 1977.
In fact, the recommendation indicated that if the proposals were
carried out truthfully, then perhaps - India could have achieved

~‘Health For All By 1g71" AD’. It is also Interesting to note that
‘the Committee touched upon population problem and indicated

containment of population as one of the facets of health develop-
ment, besides village and town planning as part of environmental

-sanitation and health.

But various constraints prevailed upon after Independence
which caused- the ‘Health’ to occupy a lower priority of national
problem, and thus Committee’s goal remained unachived. How-
ever, it set out a pattern of health development through primary

‘health care unit which continues til] date, the basic objective and

framework of all tlie subsequent Health Development plan. In
one word the Bhore Committee’s recommendations provided

inspiration for the dcvclopmcn-t of comprehensive health services
for India.

After nearly 13 years of the publication of Bhore Committee

‘Reports, the Govt. in 1959 appointed a ‘Health Survey and Plan-

ning Committee under the Cﬁairmanship of Dr. A. Lakshman-

swami Mudaliar (Mudaliar Committee) to assess or evaluate the

ficld of medical relicf and public health since the submission of

“the Health Survey and Development Committee’s (Bhore Comi-

mittee) report, and to review the ﬁrst'and sccond Five-Years-Plan
Hcalth Projects, and to formulate recommendations for the future
plan of health development in the country.

Between the period from publication of the report .of the
Bhore Committee (1946) and the appointment of the Mudaliar

' Committee (1959) many historical events took place in the country.

The country earned 'Indcpcndcncc (15th August, 1947) and
India was partitioned. At the time of Indepéndence there were

-9 Provinces and some 600 Princely States in India. These States

were cither merged to adjoining’ Provinces or constituted the

"Centrally Administrative Units, or integrated to for new States.

This geo-political development provided new situation, not con-

-cewved of by the Bhore Committee. It has been stated that, as a

result of Partition, ‘British India’ lost about 365,000 square’ miles

-of land area and ap esimated population of 88 million. On the
. :E}&’EE‘,JQHOWI'Hg the ingegration of the Princely States,

approximately 716,000 square miles of land area and an estimated

'93.2 population had added to the old territory of British India,

which to-day constitutes the Republic of India. Somd other

-events took place  following Independence. A few of them

wl
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relevant to health dcvclopmcnt may be bricﬂy pointed out:
below : —
(a) Adoption of the Constitution of India (26th January,.

1950); (b) Re-organisation of States; (c) Abolition of Indian
Medical Service; (d)  Establishment of Planning Commission;

.{¢) Establishment of Central Council of Health under Article-

263 of the Constitution : (). Lanunching of the Community

Development Programme; (g) Entry of International Agencies in
the field of Health.

With these major back-grounds, the Mudaliar Committee-
sat to evaluate the measures alréady taken in the country and to
suggest further development plan etc.

The Committee felt that input given in 1st and and Five-
Year-Plan were too meagre in respect of need of the country in
health sector. It appears that 5.99/  (Rs. 140 crores) and 57/
(Rs. 225 crores) of the total outlay in respective 1st and  2nd
Five-Year-Plans for health sector- is far below the recommendation
(10°2) of Central Council of Health or that of the Bhore
Committee. ‘

In other words funding m health did not commensurate
with the need for health in any plan period.

The Committee was of the view that the main  arca of
administration wich which the Health .\Iinistr)" was concerned
were (a) provision of adequate  medica! care—prevention and
curative; (b) the training of medical and para-medical presonnel |
including those for dental care; and (¢) research. Al the three
arcas are obviously interlinked and taking the country as a-wholc,
It is only through a co-ordinated progra:mnc of action in which

the Centre and the State co-operated that satisfactory and speedy
results can be  achicved.

The  Mudaliar Committes, therefore,  recommended the
following major actions:— =5

(a) Formation of Central Health Cadre in  which senior
posis in the Central and State Ministries of Health will be includ-
edi (b) Extension of the functions " of the University  Grants
Commussion to education in the felds of the Medicines; Engineer- |
Ing. Agriculture and Vaterinary Science: () Institution of National
Precrammes in regard to Malaria Eradica:ion, Smallpov, C ,
Lecrosy,  Tuberculosis and filariasis; (¢) X'I:Lki_ng1 the Central

Council of Health more effective than 2: present.

holern
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With regard to the infrastructure of Primary Health Care
as was exisung during the period, the Committes observed that
the existing PHCs were far away from the norms set up by the
Bhore Committee, having variation from State to State. " The
Committee felt that no further PHC &e developed and that
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exisung PHCs should be brought to the norms recommended by
Bhore Committee, and Mobile Health Care Unit to be introduced

was hcawly influenced by financial constraints prevailing at the
point of ime, when Govt.’s policy was aimed at Industrialisation
as a top priority item. However, several vertical programmes for
control of Communicable Diseases were 1nitiated following the
suggestions of the Mudaliar Committee.

The Committee also reviewed the progress made in health
sector following Bhore Committee recommendation, and made
number of observations with regard to all aspects of health
1including Health Manpower, Tramning & Education, Indian
System of Medicine, Research etc. On administration, the Com-
mittee felt that the Director General of Health Services should
for all purposes, cn]oy the status of an Additional Secretary, and
Director General’s views and recommendations should be dealt
with the highest level without the intervention of the Secretariat.

Rcva:dmg Intcrnanonal Health matters, the Committee felt that

‘there should be a seperate Cell in the DGHS to co-ordinate all

activites of all the international agencies including Bilateral
cultural cxchangc programme. Hcad of such Cell should invari-
ably be the Secretary to the Delegation to Word Health Assembly

-ctc.

During the period the population problem and its organisa-

tional matter was reviewed by the Central Family Planning

Council, and in 1965, the Council appointed Special € Commlttcc

hcaded by the then Secretary of Health (Sri B. Mukhcm) to

review staffing _pattern and ﬁnancnl _provision _under _ Family
lanning Provrammc

The Committee, while rccommcnding various organisational
and administrative reforms of the existing pattern of Family
Planmng Services, and IUD Units and reviewing the potentiali-
ties IUCD recommended specially Mobile Sterilisation and Mobile
"Educaton and Publicity Unit  for cach District Family Planning
Bureau to intensify the activities of the programme, because the
Committee felt that in commensurate with very large basc-p0pu—
lation and difficult geographical situation, efforts nccd to be inten-
sified in order to achieve any measurablé effect on the overall birth
tate. The family planning infrastructure remained independent
but largely followed the structural pattern of Primary Health

Centre/Sub-Centres and often located within the same set-up. at

- .peripheral level. As in 1973, there were 399 Sterilisation Units

and 456 IUD Units throughout country under Family Planning

Programme. Family Piannmv . Programme alongwith other

health measures brought down the crude birth rate from’ arg . .
{1951-1961) to 345 1in 1975.

7
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During the period, vertical programmes of control of different

<ommunicable diseases, family planning and nutrition. programme

had been fairly developed. But each programme ran independent .;

of each other, and at peripheral level, generally they were work-
ing within the perimeter of PHC System. It implies that for
same gcographical-area, which comprises of 80-120 thousand
population at - PHC level, large number of health workers
belonging to different vertical programme area are covering a
very large identical population at. any point of time. It was
thought as to whether such health” workers could be intcgrat_cd,
and used for multiple programme with much smaller geographical
area and more smaller population for respective worker, which
may result In more intensified activities in  a newly defined
smaller acuvity zone for each worker.

A Committee on  Muldpur osc _ Workers (Kartar Singh
‘Committec) under Health and Family Planning Programme was

sct up in 1972 following the recommendation of the Central .

Family Planning Council, to examine this and other associated
1ssucs.

The Committee’s recommendations were accepted and a new
sct of worker (Multi-purpose) drawn from the supcrvisory level
of existing health workers at PHCs working under different
vertical national programmes were created who would work in
the field for all the existing vertical programmes or most of the
vertical programme at penipheral level. “In other words, attempt

has been made to ntegrate the services at peripheral leve] ‘main-

: t—:n'rﬁng:@_:{'vc:_r'tjcﬁ‘l_'strqcturc__nt top. By 1983, almost all the
E.'\isting workers at PHC level have been trained as multi-purposc

workers and are in position. However, the band of multipurpose

workers, drawn from vertical programmes have yet to develop aj

team spirit, since still they are psychologically and administratively
linked with the respective vertical programmes run from the top.

However, various dcvclopmcnt plans and modifications of
the infrastructure of health care delivery system, which includes
MCH and F.p. Services helped to a great extent in reducing
mortality and morbidity rates of various diseases and improved

the health indications to reflect the impact of the services rendered

to the community.

During the period of Jast 3 decades or more the - mortality
rate has declined from 27.4 1N 194I-5I 10 an estimated I2.4 in
1980. The infant mortality rate has come down from 140 during
fiftees to 125 in 1978.  The life cxpectancy at birth has gone up
from 32 years in 1981 (Census) to about 52-09 years in 1961-81.

Health care facilities have Beeq expanded. At present there
are 6670 hospitals, (Allopathic system) havine 4,66,77 beds. A

7 . o
present thg bed population rato is 0.68 per thousand populadon.

i

A
z



il

[ B

-

|

l}} YM“

o

X1V

There are 16754 dispensaries, of ~ which 11590 are in rural
area and the remaining 5164 in urban area. There are 5739
Primary Health Centres, 59511 Sub-Centres. The 351 upgraded
Primary Health Centres have been or being provided with
Specialists (Medicine, .Surgery, Obstetrics & Gynacology and
Pacdiatrics) services. ~ Number of Medical Colleges has risen toy
106 from 25 (1947-48). Steps are being taken for ‘adoption’ by
the Medical Colleges of 3 primary Health Centres each, thereby
Specialist Services, teaching components etc. will percolate to rural
areas contributing towards improved health care and exposing’
the students to actual rural set-up for orientation towards rural

backgrounds. (Reference Srivastava Committee Report).

With regard to indegenous system of medicine, at present
there are 275 hospitals of Ayurvedic System-19 of Unani System,
having 9783 and 621 beds respectively. There are 18 hospitals
under Nature Cure and Yog System. There are 12827 and 936
dispensaries under Ayurvedic and Unani System respectively.
Siddha System has 426 dispensaries and Nature Cure System has

43 dispensaries.

A chain of research Institutes have been developed in almost
all branches of Medical Science and Post-Graduate Medical Edu-
‘cation is available in approx. 2/3rd of the ™ Medical Colleges,
besides "in almost “all the research or in National Institutes in
different branches of Medicine and Public Health. In short,
development of Medical Research, Education and quality of
Health Care in India, as achieved has already put India in an
cnviable position amongst the developing countrics.  Some of
the dreadful infectious discases like Smallpox has been cradicated.
But the health care, in real term, to the tceming millions in rural
area, comprising 76%, of the population is still aluding the plan-
ners and decision makers.  The accessibility to health care deli-:
very infrastructure by the community they serve, remain at a low
level, and benefit of health care delivery infrastructure did not
percolate to a very large section of population in any PHC. In
1974, Govt. appointed the ‘Group on Medical - Education and
support Man Power’ who specially examined the problem.
“Alongwith other recommendations, like setting up of Medical &
Health Commission, National Health Services, Involvement of
Medical Colleges in the community health care etc. The com-
mittee recommended ' band of health workers From the commu-
nity to be linked to the PHC setup—Thus taking the services
from PHC to community.

It was also realised that development of health infrastructure,

" however, well planned it may be;cannot-be effective reasonably

unless other dévcloprncns of rural area do not march alongwith
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it. Therefore, a Minimum Need Programme for the rural com-
munity became an important element since the 5th Five Year Plan.
Elementary Education, Rural Water Supply Scheme, Rural Roads,
Rural Electrification, Housing, Environmental Sanitation etc.
were incorporated alongwith the Rural Health Programme. In
order to increase accessibility to rural health care programme, the
norms for PHC, and Sub-Centres were revised and re-sct at one
PHC for every 30,000 population (20000 for tribal and hilly area),
one Sub-Centre for every 5000 population (3000 for tribal and hilly
arca) and one Community Health Centre for every one lakh
opulation with hospital and specialist-services etc. and also
establishing referral services etc.  With a view to achieve people’s
participation in hcalth care, a new’ type of health volunteers was
introduced following Srivastava Committee: recommendations,
who would be nominated by the community at the rate of one
volunteer per cach village or a population of 1000, trained and
sent back to the community he/she belongs, to serve at the locality,
rendering preventive, promotive and incidental curative services
at a grass-root (village) level. They are termed Health Guides.

Thus slowly and steadily, the spirit of Bhore Committee of
peoples participation in heatth care and placing the health services
as closc to the people is taking shape, after passinz through various
twist and turn of cvents of time.

New Delhi, Dr. S. N. BAGCHI

New Delhi,
November, 1983.
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A SUMMARY OF THE REPORT

Our survey of existing health conditions in India in volume I
of the report extends to about 220 pages, while the recommenda-
tions for the creation of a better standard of national health-through -
the development of an organised health service on modern lines are
embodied in a second volume of over 500 pages. In these two
volumes we have dealt, at -some length, with India’s hezalth
problems 1n order to present an adequate picture of the exisung
state of affairs and of the proposals for its improvement. In addi-
tion to such detailed consideration of matters relating to India’s
present and future health administration we feel that :t may be of
advantage to give, in a much smaller compass, the salient features
of our report in the present volume. In this summary we have
not strictly-adhered to the chronological order of the chapters in
the first two volumes of our report. Jt deals with different subjects
such as personal health services, environmental hygiene, professional
education, medical research and so on in scparate sections and
indicates bricﬂy,'in cach section, the more important matters rclat-
ing to the subject concerned in respect of both the existing condi-
tions and of our proposals for their improvement.

(a) THE STATE OF THE PUBLIC HEALTH IN BRITISH
: INDIA

1. In presenting a picture of health conditions in India we
have confined oursclves to the: period ending with 1941 in order

1o exclude the adverse effects of abnormal conditions arising out of
~ the War, particularly after Japan’s entry towards the end of that

year. The present statc of the public health in British India 1s
Jow as is cvidence by the wide prevalence of disease and the conse-
quent high rates of mortality in the community as a whole and, in
particular, among such vulnerable groups as children and women
in the reproductive age period. The death rate for the general popu-
lation in British India was, in ‘1937, 22.4 per I,000 inhabitants and
for infants (children under one year of age) 162 per 1,000 live
births. In 1941 the corresponding rates were 21.8 and 158 respec-
tively. As a contrast the following figures for New Zealand and .
Australia are quoted :— : '

Generaldeath Infantile morta=
rate (1937)  lity rate(1937)

"New Zcaland . . . : . s . 9:1 31
JAustralia . 5 5 " . s g : 9-4 38 '
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The high rates of mortality in"the ~cémmunity at all age:
periods are reflected in the very low expectation of life in India.
We give below the expectations of life for new-born. infants in

New Zealand, Australia and British India. '

Expectation of lifeat birth

Males Females
New Zealand .. Boe s e 65.04 67-88 (1934)
Australia. ., L e 67-14 (1932-34) -
BritishIndia . . : .. 26-9i 26-56(1921-30)

2. New Zealand and Australia are two of the most healthy
countries in the world and the figures quoted above-give an indica-
tion of what has already been achieved in reducing mortality in the-
community and in’ prolonging the life of the individual in those.
countries. India has to go a long way before ‘the health of the
people is raised to the standards already reached by the other
countries. In all countries in which health administration has.
made definite progress the expectation of life for females is higher
than for males. India is an exception the reason being as will be
shown later, the high rate of mortality among women in this
country due to causes associated with pregnancy and childbearing.

3. The rates of mortality among infants snd children and
among mothers are examined below in greater detail.

Deaths among infants and children under 10 years of age
in British India and in England and Wales are shown below as per-
centages of the total deaths at all ages in the two countries. *

Deaths at specific age-periods shown as percentages of the total deaths at all ages

Under 1—5 5—10 | Total

—_— onc yers years | under

yerr 10 years

AY
British India (average for 1935-39) 24-3 18.7 5-5 48-5
England and Wales (193%) " o 6-8 . 2-1 i1 10.0

In India, nearly half the total deaths are among children under
10 years of age and.; of the mortality in this age group, one half
takes place within the first year of life. The percentage for
England and Wales in every ﬁgc group is very much smaller.

Maternal I\’Iortality

4. About 200,000 women die every year in. British India
from causes associated with pregnancy and childbearing and,
probably, about four millions suffer from varying -degrees—of dis—
ability and discomfort as a’result of the same causes.

The Incidence of Diseases

5. At least 100 million persons suffer from malaria every year,.
and the annual mortality for which the disease is responsible, either-
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directly or indirectly, is about 2 millions. About 2.5 million active :
cases of tuberculosis exist in the country and 500,000 deaths take
place each year from this cause alone. The common infectious-
discases, namely, cholera, smallpox and plague, are also rcspon51blc
for a l:mrc amount of morbldlty and mortality, the extent of which
varies from year to year. Among the different countries of the
world for which statistics are avallablc India ranks high as one of
the largest reservoirs of infection in respect of all the three. These
and the other two are all preventible diseases and their incidence
should have been brought under effective control long ago. In
addition, endemic dlscascs such as leprosy, filariasis, guinea-worm
and hook-worm diseases are responsible for a considerable amount
of morbidity in the country, although their contribution to morta-

lity 1s relatively small.
(b) CAUSES OF THE I.OW LEVEL OF HEALTH IN INDIA

6. The maintenance of the public health requires the fulhl-
ment of certain fundamental conditions., which include the pro-
vision of an environment conductive to hc‘llthful living, adequate

nutrition, the availability of health protection to all members ot the
community, irrespective of their ability to pay for it, and the active
co-operation of the people in the maintenance of their own health.
The large amount of prevenuble suffering and  mortality in the
country is mainly the result of an inadequacy of provmon in respect
of these fundamental factors. Environmental sanitation is at a low
level in most parts of the country, malnutrition and under-nutri-
tion reduce the vitality and power of resistance of an 1pprccmblc
section of the population and: the existing health services are  al-
together inadequate to meet the needs of the people, while lack of
vcncm] education and health education add materially to the diffi-
cult) of oxcrcommg the indifterence and apathy with which the
people tolerate the insanitary conditions a wround them and the large

ameount of sickness that prcvaxls

7. Diet surveys carried out in different D’ll’t: of the country
have shown, in typical urban and rural groups, that the food con-
sumed is msuPﬁcmnt to provide the necessary cnergy wquuemcnts
in the case of some 30 per cent. of the famlhes that the diet 15
almost invariably ill- bahnccd and that there is, in terms of food
factors, a deficiency of fats; vitamins and proteins of high biolo-
mf"')] \'alLP Tlle ("’If')(rh K rnr fnﬁfl nro {I\/‘f!f\'\ |‘n I.’l".:1 C;‘xol'(‘r :l
con\xdexnble margin of error, but such hgures as arc  available
suggest that, in regard to cereals which for"’x the stao e article of
diet. the dcncxcncx may be of the order of 22 per cen:. of the
couniry’s requirements. For other articles such as vegetables,
fruits, milk, meat, fish and eggs, the quantities now produced will
have to be increased several times before adequate amotnts will
become available for the proper nutrition of the people.
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8. While the extent of provision of hospitals and dispensaries
1n urban and rural areas varies considerably among the provinces,
the rural population has everywhere been less adequatelv provided
for than the urban. The inhabitants of the rural areas live more
widely dispersed than those of the urban and the medical aid given
Dy an insutution becomes. to that extent more restricted. In the
United Provinces; for instance, one institution serves ;i the rural
areas an average population’of 105,526 distributed over :n average
number of 224 villages.

9. The quality of service rendered by these instituticns leaves
much to be desired. For instance, the average time given to a
patient was noted, during our tours, to be 48 seconds in one dis-

pensary and about a minute in another. The medical service aiven
to the peonle under such conditions.is bound to be cf a perfunctory
nature. The medical officers in charge of many dispensarics have,
for long periods, been out of touch with modern medical practice
without an ¢pportunity to work in a well conducred hospital. Gther
defects include unsatisfactory conditions in regard to the design of,
and accommodation in, institutions, considerable overcrowding in
the wards and great insufficiency of the nursing staff.

10. " The number of beds available in British India for the
treatment of general and special diseases is about 73,900 or about
0.24 bed per thousand population, as against 7.14 in England and
Wales and 10.48 in the United States.

(c) INADEQUACY OF HEALTH PERSONNEL

11. Some idea of the magnitude of the task to be accomplish-
cd in increasing within the next 25 years, trained personnel of
various type in order to provide i"‘fféasonably satisfactory  health
service to the people may be obtained from the following figures.
‘We have given existing standard'in the United Kingdom but have
suggested for India lower ratios as the targets to be aimed at during
the next quarter of a century.” The reason is that the available
numbers in the various categories-of personnel are so small that
even the attainment of the suggested ratios by 1971 will involve
concerted; intensive and unremitting effort, on an unprecedented
scale, by the authorities concerned.

~>
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Ratio of Suggested
Num- | numbers in . RN be "
ber | cclumn 2 1o Existing ‘tiined in Number
Class of avail-| the prescnt | rétiointhe |1971in British | required
Persennel “ble | ocpulation United Indi- with _ in
now | of British Kingdcm °n estim:.ted 1971
Indiz i perilation of
(300 mitlions)| : ’ 370 millicns
+ Dotors . . [47,562| 1 to 6,000 1t0 1,000 1102200 185,000
Nerses .. [7,000] 1 to 43,000 | 1 to 300 110 30 740,000
B
Hz 1:h Visitors 750 | 110420.000( 1104,77C* 110 5.020 74.000
Midwives .. 5,000 [1to 62,000 | 1tc 6184 * per 100 1C0, €00
births.
Q. alifie¢ 75 (110 4,000,0¢0| 1 pharmacist | | ph :m.cist | 62,000
Ph. rmz.cist, 1o 3docters | 1o 3 Jdoectors
Qualified 1,900 | ! to 300,000( 1 to 2,700 110 4.000 92,5C0
Deontists. . ;

“Based on 1935 figure. .
tBas:d ¢n 1843 figure.

RECOMMENDATIONS

12. We have indicated above certain dark shadows in the
health picture of the country. If it were possiblz to evaiuate, with
aay degree of cxactness, the loss India suifers annually through
avoidable waste of human material and the lowering of human
eficiency through malnutrition and preventible morbidity, the
resuit would be so startling as to arouse the whole country and
create and enlist an awakened public opinion in support -of the
war against disease.  According to one authority ‘the minimum
esumate of the loss to India cvery year from malaria alonc lics
somewhere between 147 and 187 crores of rupees. A nation’s
health is perhaps the most potent single factor 1n determining the -
character and extent of its development and progress and any cx-
penditure of money and effort on improving the national health is

-a gilt-edged investment yielding immediate and steady returns in

increased productive capacity.

13. In drawing up a health plan certain primary conditions
essential for healthful living must ‘in-the first place be ensured.
Suitable housing, sanitary surroundings and a safe drinking water
supply are prerequisites of a healthy life. The provision of
-adequate -health protection to all covering both its curative and
preventive aspects, irrespective of their ability to pay for it, the
!mprovement of nutritional standards qualitatively and quantitati-
vely, the elimination of unemployment, the provision of a living

“wage for all workers and improvcmqnt in agricultural and industrial
“production and means of communication, particularly in the rural



-

6

areas, are all facets of a single problem and call for urgent attention.
Nor can man live by bread alone. A vigorous and healthy com-
munity life in its many aspects must be suitably catered for. Recrea-
tion, mental and physical, plays a large part in building up the
conditions favourable to sound individual and communiiy health
and must receive serious consideration. Further, no lasting
improvement of the public health can be achieved without arousing
the living interest and enlisting the practical co-operation of the
people themselves.

MODERN TRENDS IN THE ORGANISATION OF A
NATIONAL HEALTH SERVICE :

14. A study of the tendencies apparent in some of the more
progressive countries of the world in the development of organised
health services for the community has been of great assistance to
us. Broadly speaking the modern trend is towards the provision
by the State of as complete a health service as possible and the
inclusion, within its scope, of the largest possible proportion of the
community. The need for ensuring the distribution of medical bene-
fits to all, irrespective of- their ability to pay, has also been recogni-
sed. The general tendency appears to be towards basing the

_national health plan on a system of social insurance. Even in
Soviet Russia, where medical care is free to all, the cost of the
. services is partly met from insurance funds, contributions towards
these funds being made not by individual workers but by the
factorics and other institutions in which they work. We have
come to the conclusion that, under the conditions existing in the
country, medical service should be free to all withour distinction
and that the contribution from those who can afford to pay should
be through the channel of general and local taxation. It will be
for the Governments of the future to decide ultimately whether
medical service should remain free to all classes of the people or
whether an insurance scheme would be more in accordance with
the economic, social and political requirements of the country at
the time.

A 15. Taking into consideration the need for ensuring adequate-
health service for the vast rural population of the country and the -
difficulty experienced in the past in attracting medical practitioners
to the countrvside, we have come to the conclusion that the most
satisfactory method of meeting the situation would be to provide:

‘a whole-time salaried service, which would enable Governments te-

~iensure that doctors are made available where their services are-

e evicle

+ ; most needed: - This conclusion 'is.supportcd_b"_thy_»__vxu‘.ncc of a

number of representatives of medical associations, of private indivi- -
duals and several medical administrators.

16. W= have also come-to the conclusion that the wholetime -
salaried doctors employed by the State should be prohibited private -
practice. In our scheme the same doctor will combine in hiumself,
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at the periphery, curative and preventive health functions and it
seems almost certain that, without the prohibition of private prac-
tce, his preventive duties will not receive the attention they require.
As regards medical relief, there was a general agreement among
these whom we interviewed that prohibition of private practice was
essential in order to ensure that the poor man in the rural areas
received equal attention with his richer neighbour. We have there-
fore recommended the prohibition of private practce to the full-
ume salaried doctors employed by the State and have, at the same
time, suggested scales of pay-which, .we believe, will provide:
reasonably adequate remuneration for the services they render.

17. The utilisation of the services of suitable medical men?
outside the health service on a part-time or even on an honorary |
basis will also be advantageous and even necessary, particulacly in |
the carlier stages of our health programme. In the cities-and some
of the larger towns in the country, general practitioners with high

qualifications and specialists are available for such employment.

~

THE HEALTH PROGRAMME

18. We have drawn up our health plan in two parts, onc a
comprchensive programme for the somewhat distant future and
the other a short-term scheme covering two five-year periods. We
have taken the countryside as the focal point of our main recom-
mendations, for the debt which India owes to the tiller of. the soil .
is immense.  When pestilence and famine sweep through the land,
it 1s he who pays. the hcaviest toll and yet receives only the
scantiest medical assistance. Further, nearly 9o per cent. * of the
people in India live in the rural arcas and the basic problem before-
the_country is the provision of adequate health protection to this -
preponderatingly large section of the community. We have there--
fore made the villager the chicef beneficiary under our proposals.

19. We shall first refer briefly to our proposals under the long--
term programme and then set out those which are recommended
for each of the two five-year periods, which constitute the short--
term programme. In doing so we shall take up first the district |
health organisation in respect of each programme. The machinery
for the organisation’ and administration of the health services at™°

— ~the-Centre and in the Provinces constitutes an integral part of both
the long and short-term proposals and it will be described later.

THE LONG-TERM PROGRAMME

20.  The large variations that exist in the density of population
in different parts of the country make it impossible to formulate a
plan which can be applied withou: modification over all the provin-
ces. The desirability of associating the activities of the proposed
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‘health organisation with those of other Departments of Govern-
mnent such as Agriculture, Educaton, Animal Husbandry and
Cooperation has been recognised and it is, therefore, considered
advantageous that, as far as possible, the administrative discrict
should be chosen as the area for the development of the scheme.
The populations of individual districts vary ﬁconsidcrably from over
five millions to a few hundreds of thousands or even less in some
cases and thcrcforc,~—infpr~::scnting the plan, an arbitrary figure of
three million for a district has been chosen. For the sake of con—
venience it will be referred to as the three million plan. In imple-
‘menting the proposals the details that are given wiil have to be
modified in the provinces o as to suit the size and population of
their individual districts.

THE THREE MILLION PLAN

21 The district health organisation will have as its smallest
unit of administration the primary unit, which will normally serve
an area with a population of about 10.000 to 20,000. A number
of such primary units (about 15 to 25) will together constitute a
secondary unit and a varying number of the latter (about 3 to 3)
will form the district health unit, the designadon by which the
district health organisation will be known. At each of the head-
quarters of the district, secondary and primary units will be estab-
lished a Health Centre as a focal point from which the different -
types a health activity will radiate into the territory covered by
cach type of unit. The District Health Centre will possess general
and special hospitals with a total bed strength of about 2,500 and
all the consultant and laboratory services required for the diagnosis
-and trcatment of discase on up-to-date lines. The administrative
staff of the district health organisation will be located here and
will excercise supervision. over the district as a whole. Similarly,
‘the Sccondary Health Centre will be provided with hospital accom-
"modation of about 650 beds and with equipment and other facilities
on a gencrous scale, although not up to the standard of the District
Health Centre.' The administrative staff of the secondary unit will
be attached to the Secondary Health Centre and will exercise super-
vision and control over the primary units included in it. The
Primary Health Centre will have a 75-bed hospital and health

-administration over the area included in the primary unit will

radiate from this Centre. I

o
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22. The district health organisation described above and its-
functions are shown below in diagrammatic form : —

LONG TERM PROGRAMME- . ...

|

Provirncial ;| Minister of Hez Ith

Director of Health Services

District Health Organisaticn

(Three million plan) :
| .
’ sy | o
District Health Board —  Officer-in charge of = District Heelit Cevreit

District Health Services

District Health Centre
: |

— |-
Administra (Iion Environmenta|] Hospitz] Service, 2500-bcds
Hygicne hospitr ], with out-paticnt
(PublicHealth) depariment
Engireer) (Mcdicine, Surgery, Obstcy-

rics and Gynaccology eic.)
Srecit 1 provision for rezearch
and laboretory scrvice of a
high order

L

(Population 600,000 Sccordary Units(5)
cach) |

Sccondnri Health Centre

|
Administration  Cavironnrcia| Hospitz | Service, 650-bcds
Hygicne (Assistant hospnat, with Out-patic nt
Public Health . department. ©
Engincer ) (Medicine, Surgery, Obserrics.
and Gynaccology etc.)
Laboratory service for the
sccondary unit o5 a whole.
(Population 20,000 Primary Units (20)
each)
Primary Health Centre

| ; ol
Administration Envircnmenta] HospitalService Dcmiciliz) y Scrvice,
(Bachunitdivided Hygiene 75-bed Hospital, with Preventive  erd
1nto four circles)  (Public Health: with out-patient Curative.,

Inspectors, Health department.
Assistants and (Medicire, Surgery, dcciors, public
field staff) Obstetrics and heelih rurses, mid- Z

Gynaecology €tc.)  wives for mateypity
and child welfare
work, school health,
tuberculosis wark
cic.)

The medical officers in charge of the Departments of Medi-
cine, Surgery etc, in the hospital at the Secondary Health Centre
will, in addition to their hospital dutes, supervise work in their
Tespective fields in the hospitals in the primary units and the
corresponding staff in the hospital at the district hcadquartcrs will

(Hcme visiticg by
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-similarly supervise the work -of-the different departments in the

-secondary and primary health centre hospitals. Close and con-
tinuous guidance through advice and supervision, which should

..extend even to the remote villages, is fundamental to the success

of the scheme and the administrative staff at the District and
Sccondary Health Centres will carry out this task in the different

-fields of health administraton. . .-

THE PRIMARY UNIT

- 23. Each primary unit will have six medical officers, six public

-health nurses and a 75-bed hospital with the requisite nursing

staff, and all these should be utilised for organising a combined
curative and preventive health service in the area. Over and above
the hospital nursing staff there are provided six public health nurses,
who should be qualified nurses with training in midwifery and,

.1n addidon, in rural health work in its preventive and remedial

.aspects. Of these, four may be put on to preventive work in the
homes of the people. Each nurse so engaged should be able to
deal with the health of school children, the welfare of mothers and
children, tuberculosis work and other activities in the houses within
her area of jurisdiction. The remaining two public health nurses
and two medical officers will be available for organising and carry-
Ing out curative treatment in the homes of the people.

THE SECONDARY UNIT

24. "The staff employed in a'sccondary unit will be considera-
bly larger than that of a primary unit. The Administrative Officer

.at the hcadquartcrs of the sccondarzl unit will be responsible for

the supervision and co-ordination ot all curative and preventive

~health work in the whole area supervised by the secondary unit.

There will be whole-time heads of the different departments of
medicine, surgery, -maternity, tuberculosis and pathology at the
sccondary unit hospital and they will perform the dual function of
attending to the duties of their respective sections in the hospital
and of 1inspecting periodically similar work carried on in the

. primary unit hospitals.

25. In addition to these, the secondary unit provides for two

- senior public health nurses and two senior sanitary inspectors who
~.will be responsibie for supervising the work of the corresponding

officers in primary units. There 1s also an Assistant Public Health
Engineer for supervising all activities in connection with environ-

- mental hygiene throughout the area controlled by the secondary

unit.

THE DISTRICT  HEADQUARTERS ORGANISATION

26. T_ﬁc provision for medical relief at the district . head-

uarters is on a much larger scale than at a secondary unit. The

-number of beds in the hospital is 2,500 and the number of medical
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officers and other personnel cmploved are considerably greater
than 1n a secondary unit. The provision of 2,500 beds need not
necessarily be made in one large insdtution. Thes beds include
provision for medical, surgical, obstetrical and gynaecological cases
as well as for patients suffering from infectious diseases, mental
discases, tuberculosis and others. ~ A: number of institutions can be
grouped together conveniently in the same area in order to provide
the required facilities. ’

27. The secondary unit and district headquarters hospitals,
with their better CqUipmant_;and,'supcrior type of medical personnel,
will be the insdtutions to which the more complicated cases admit-
ted in the primary unit hospitals will be removed. The provision
of ambulances and telephone connection between all the three types
of hospitals are essential for ensuring that these institutions are
utilised to the largest possible extent.

28. At all the three types of hospitals (primary unit, secondary
unit and district headquarters hospitals) social workers are to be
employed.  Their functions include, among  other things, the
visiting of the home of the patient in order to ascertain the causes
und_crf)ying the (lisnbility for which he or she has sought the aid of
the hospital and service ag a connecting link between the hospital
and the public in the treatment of the individual patient and the
general health programme of the area concerned. Under  our
programme the treatment of discase has been approaclicd not
merely from the standpoint of affording the paticnt immediate relicf
but a{;o from that of attempting to remove the causes which are
responsible for his condition.

29. The health organisation bricfly described above is expect-
ed to produce a rcasona%]y satisfactory service for rural and urban
communities alike. It is based mainly on a system of hospitals of
varying size and of diffcring technical efficiency. These institu-
tons will play the dual role of providing medical relief and of
taking an active part in the preventive campaign. Work in con-
nection with maternity and child welfare, tuberculosis, leprosy, etc.,
will be carried into the homes of the people from the hospitals,
the outdoor organisations in respect of each of them being closely
related to these institutions. The diagnostic facilities that the large
hospitals will provide will also contribute their share to the preven-
tive campaign. The social workers attached to these institutions
will help to provide that preventive bias to the treatment of indivi-
dual patients, in the absence of which the medical care bestowed
on them may fail to produce lasting results.

30. By the time the long-term progmrﬁmc is completed the
hospital accommodation available in the country will have: risen
from the present figure of about 0.24 bed per 1,000 of the popula-
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tion to 5.67 beds per 1,000. As regards health personnel, the
numbers that will be required under certain categories and those

now available -are shown below :—

Numbers required Numbers
= _|for the complete now
| programme - available
Doctors © . . . . . . 233,620 47,560
Nurses (including public h=2lth nurcci) s 670,000 . 7,500
(including existirg
: kealth visitcrs).
Midwives 112,500 5,000
Pharmacists . s s s @ 77,880 75

Is such a large increase in the numbers of the health personncl
possible? An example of an unparalleled expansion of health
personnel is furnished by Russia. In 1913 there were altogether
19,785 doctors in that country. By 1941 the number had risen to
141,600, an increase of seven times within a period of 28 years. In
India the increase required under these proposals is only about five
times the existing number of doctors, o be achieved in a longer

'

, pcriod.

THE SHORT-TERM PROGRAMME

31. Our short-term proposals, which are intended to supple-
ment and not supplant the cxisting health services, Jn no more
than present a general picture for the ouidence of the Provinces.
They constitute, in our view, the irrcguciblc minimum if tangible
results are to be produced. The plan includes proposals for the
establishment of personal and impersonal health services.  Under

the former head we propose a provincc-widc organis
bined preventive and curative health work. This

ation for com-
will provide,

for each district, (1) a number of primary and secondary units which

are included in the district health unit and (2) special

health services

for mothers and children, school-éhildren and industrial workers
as well as for dealing with the more important discases prevalent
in India, such as malaria, tuberculosis, venereal diseases, leprosy,

mental diseases, and some others. The three import

ant subjects of

‘nutrition, physical education and health education have been dealt
with in separate chapters in yolume II of our report. Our recom-
mendations regarding impersonal health services relate to town and

"~ village planning, housing, water supply, drainage and other matters

regarding general sanitation. Specific proposals for the training of
doctors, nurses and other categories of health personnel, for medical
research and certain other important matters have also been made.
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13
THE PROVINCE-WIDE HEALTH ORGANISATION

32. While the outlines of the general plan of the district
health organisation will follow those indicated for the long-term
programme the plan-will-be_less elaborate. We suggest that, in .
view of the wmnsufficiency of funds and of trained personnel, each
primary unit should cover, during the first ten years, a population
of 40,000, that the primary health centre should have a dispensary
with two beds for maternity and two for eraergency cases instead
of a hospital and thar the secondary health centre should start with
2°200-bed hospital to be raisedyby the tenth year, to 500 beds. We
also suggest that the establishment of the district health centre
may be postponed dll after this period.  The staffing and equip-
ment of the health centres at the headquarters of the primary and
secondary units will be on a reduced scale. In order expand the
existing meagre hospital facilities in rural areas we also stigaest that
a 30-bed hospital should be established, at the start to serve four
primary units, and that, by the end of the first tep yc:irs, their
number should be doubled so that one such hospital will sceve 1wo
prumary unats.

3—88 CBHI/ND/84 - ove
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33. The district hca]lh‘;»organisa!ion sugyssted fer the shori-term programme and its functions are given below in divgrammatic term
B SHORT TERM PROGRAMME
' Provincial Minister of Health
: : | .
Director of Hzalth Szrvices
. I .
District Health Organisation
P (Three million plan)
District ]}{’:ullh Bouard ——  Oflicer in charge of Disirict Hzalth Services - District Hxalth Ceuncil
. I .
Secondary Units (1 or 2)
Szcondary Health Centre
1
Administrative Medical Oflicer
s , e ] 1
A{J'“’n'_ﬂl'illlOn . . Environmental Hospital Service ;
: , 2 . Hygienc . 200-b:d or 500-bzd hospital, with its out-patient departmeni
. i ; (Assistant Public Health Engincer) (Mz=dicing, Surgery, Obstetrics and Gynaccology clc.)
! Laboratory service for (he secondary unit as a wholc.
(Population 40,000 each) . ‘
Primary Units (up to 25)
Primary Health Centre
|
- . l. . ' - l ) ‘ i l
Administration Environmental : Hospital Service Domiciliary Service, Curative and
(Eachumtdgwdcdmto ) . Hygienc I. Onc dispensary with (wo emer- " Preventive
fourcurch_:s) ; (Public H:_althInsp:ctors! gency beds and (wo materni-  (Home visiting by doctors, public
2alth Assistants and ficld ty. beds. ) : hzalth nurses, midwives for  mater-
staff) 2. Onc 30-bed hospital to serve nity and child welfarc work,
' . primary units during st _five school health, tubcereulossis
o years and 2 units during work clc.)

next five years.

. Inthe short-lerm programme the cstablishment of the organisaliqn at the district hcadquarters is not contemplated the administrative and super-
visory f{unclions excrcised by the stafF at the Szcondary V'ealth Centre will be on the lines indicated for the long-term programme.

H
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34- The district health organisation should, from the start, be
established in every district in.a province. This creanisation
szould begin with five primary units and one secondary unit znd
hese should be gradually increased to 25 primary and two secon-
<zrv units at the end of the first ten vears.  The following takular

szement indicates the expansion ‘we suggest for the health
~ganisation in a typical district:—

~Expansion of ‘tie scheme in a r¥picul Jistricy

' Firsf .ycar Fifth-ycar - | Tenth year
- S =
Number of primary units . ; 5 : ‘10 25
Number of dispensurics | 5 10 23
Number of 30-bed hospital P 2 13
Number ofsccondary units | ; l 1 1 2
Number of 200-bed hospitals 1 1 1
Number of 500-bed hospitals 1

—_—— - e o —— — . S ————————

Starting with about a seventh of the average population of
a district in British India the proposcd  health organisation
will, it s expected, serve half the population of individnal - dis-
tricts by the end of the first ten years. '

The Prim:uy Unit

35- The primary health centre at the headquarters  of the
primary unit will be ‘the focal point from which will radiate the
various health activities contemplated in our programime. For
cach unit the staff required during the chort-term programme
will consist of 2 medical officers, 4 public health nurses for our-
door duty, 1 nurse attached to the dispensary, 4 midwives, 2
trained dais (as an  interim measure till a sufficient number o}
midwives becomes available, 2 sanitary inspectors, 2 health assis-
tants, 2 clerks, 1 mistry, 15 inferior servants and 1 pharma-
cst. This staff, with the exception of the public health nurses.
midwives and trained dais, should be stationed - at the head-
quarters of the primary unit, although their duties will extend
over the whole area covered by the unit. The public  health
nurses, midwives and trained dais will bz located at differeni
0 as to make their services. prompdy availabie, wherever

36. We consider that the health programme in India should
be developed on a foundation of preventive health work and pro
ceed in the closest association with the administration of medical
relief. A reduction in the demand for curazive treatment can bz
£33 CBHI/ND/S4



-

13

(T oy

-

wil

i e i

1%

&

_disposal of the pcoplc. ;-"

16

secured only through successful preventive work. Both the doctors

n the primary unit should therefore perform curative and pre-
ventive health duties.

37. We have placed maternity and child welfare work in
the forefront of our programme.-- Attention has already been
drawn to the large number-of preventible deaths, which occurs
annually among children under 10 years of age and among women
in the reproductive age period as the result of causes associated
with pregnancy and childbearing. The supreme importance of
dealing immediately with this section of the population is there-
fore obvious. Further, a progressive improvement of the public
health depends largely on promoting the hygienic mode of life
among the people by educating them towards this end. This
education should be carried out intensely among women and
children in order to produce lasting results. The women doctor,
the public health nurse and the midwife can carry the message
of health the homes of the people through their numerous contacts -
with women and children.

38.' In the beginning the country will be faced with the neces-
sity of providing, in many dircctions, services manned by imper.
fectly trained personnel with the ability to perform only limited
functions. For instance, in order to promote school health w 7k,
sclected school masters with limited training in the cirrying out
of certain duties will have to be utilised in the place of doctors

and nurses until the latter become available in sufhicient numbers, - -

These teachers will work under. the close supervision of the rwn

doctors in charge of the primary unit in order to ensure that they
carry out their dutics satisfictorily. "/

39.[1'\‘0 permanent improvememt of the public health can

“be achieved unless the active participation of the peoplz in the

Jocal health programme can be sccured. We have therefore sug-
gested the establishment, in each village, of a Health Committee
consisting of five to seven” individuals, depending on the size and
population of the village. The members of the ‘committee, who
will of course be voluntary workers; can, ufter suitable training,

- help to promote spectfic lines of health-activity. - Their local know-

ledge and intimate contact with the people should enable the
members of the committee to influence the former to accept and
actively advance the health measures ‘which are designed to pro-
mote the public welfare. The committee members should also
be able to promote local effort, without payment, towards the
carrying out of many measures which would otherwise prove pro-
hibitive in~cost. —We consider that the development of local effort
and the promotion of a spirit of self-help in the community are
as important to the success of the health programme as the. spe-
cific services which the health officials will be able to place at the

S
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The Secondary Unit

40. From the very start, a secondary unit should be esta-
blished in each district. The secondary Health centre which will
be established at its headquarters, will help to provide a higher

~—--type—of-medical service than that- available n primary units as -

B

" et ——— -
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well as supervison and guidance of the health activities in these
units.  When fully developed, a secondary unit may be -expected
to cover an area with an average population of about 600,000.
In order to co-ordinate health administration with the activities
of other departments of Government, it will be of advantage if
the area of a secondary unit can be made to correspend to that
of a sub-division in the district T

HOSPITAL PROVISION

41. The anticipated numbers of new institutions in the 11
Governors’ Provinces at the end of the first six years and of the first
ten ycars respectively are shown below :—

No. of | No. of No. of No.of
dispensarices 30-bed 200-bed 500-bed
withfour | hospitals hospitals hospitals
beds
in cach
End ol'the first six years .| 2,293 . 639 216 Nil
End of the ten year period 3,905 1,990 216 139

42. [n addition there will be scparate hospital provision for
tuberculosis, mental discases and leprosy.  The existing number
of hospital beds in ‘British Indiais about 73,000 and, with the
proposed new provision, the total accommodation expected at the
end of the first five and first ten_year periods will be as follows:—

At the end of the first fve years—Approximately 183,000.
At the end of the first ten years—Approximately 353;000.

This programme of hospital expansion will raise the exist-
ing ratio of bed to popu]ation in the manner shown below:—

Beds per 1,000 population

At present End of five-year programme End often-year programme

—

—
2
w

0.24 | 0.55

As has already been pointed out, existing provision for hospital
accommodation in England and Wales is 7-14 per 1,000 of the
population and in the United States 10.48 per 1,000.
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DENTAL SERVICE
I

43. It will not be possible to develop even the beginnings of
a dental service during the first five years of the programme be-
cause of the total inadequacy of existing dental persennel. If
our scheme of dental education should proceed satisfactorily it
would be possible to organise dental service on.a modest scale
during the next five years. Our proposals include the establish-
ment of dental sections in the 500 and 200 bed hospitals at the
secondary health centres as well as the provision of travelling
dental units for service in the rural areas. If the programme is
completed on the lines envisaged by us there will be, zt the end
of the first ten years, 139 hospitals with 500-bed accommodation
and 216 hospitals with 200 beds in each. The number of mobile .
dental units will be 7ro0.

44.Reference should also be made to certain other matters
which we consider to be of great importance from the point of
view of ensuring the success of the health programme we have

recommended. They are briefly dealt with below.

Housing Accommodation for the Health Staff

. We consider the provision of housing accommodation for the
health staff essential in the interests of efficicncy. Every health
administrator is today faced with the problem of persuading
doctors to scttle in the villages. The abscnce in the rural arcas
of the amenities gencrally available in towns, including housing
and water supply, is onc of the factors retarding the flow of
doctors from urban to rural arcas. The same tendency is noti-
ccable, though to a smaller extent, in respect of other types of
health personnel. In the circumstances we consider the provision
of housing is fundamental to the success of our scheme.

_Co-opcration of the Health Services with other Departments  of
Government

The national programme of reconstruction should be deve-
loped on a broad front and, simultaneously with' the inauguration
of the health scheme, the recopstruction plans of other Depart-
ments of Government should be Brought into operation in the
same area. '

Village Communications

We must emphasise the. vital importance of developing
village communications in order to enable the health organisation -
to offer efficient service to the people. Without such development-- -
our whole plan for the rural areas may either be paralysed or lose™
the greater portion of its cffectiveness. Further, the economic

welfare of the village population largely depends on the develop-
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ment of rural communications and we stress the need for giving
high priority to such development.

Ambulance . -

The provision of ambulances for the transport of patients is
an jmportant factor in the improvement of the efhiciency of the
health services. For each 30-bed hospital two motor ambulances
and one animal-drawn ambulance have been provided in our
scheme. ' .

Travelling Dispensarics " wa i’ -

In the sparsely populated parts of individual provinces it will
be advantageous to provide travelling dispensaries to supplement
the health services rendered by the primary health centres.

Utilisation of the Buildings, Equipment and Personnel made
available from the Army after the War

The needs of a modern Army have brought into existence
a number of health services and the personnel, equipment and
buildings connected with these can, in many cases, be utilised in
the development of our health programme. Ant-malaria units,
hygiene squads, hospitals constructed for war purposes, military
camps, large airfields with such amenities as roads, water-stipply

and lighting, motor vchicles of various tv-2s, should al be made
available, on easy erms, for the purpose of developing the health.

programme.

Delhi Province as a Demonstration Area

Some of us are of the opinion that Delhi Province is parti-
cularly suitable for being made a demonstration area by imple-

menting here our proposals as well as those of other Committees -

which have put-forward schemes for post-war reconstruction.

Objectives for the Third Five-year Term

45." While the proposals outlined above relate to the first ten
years of the health programme, certain broad suggestions arc put
forward as the objectives to be kept in view for the third five
year term. ’ '

(1) Hospital accommodation to be raised to 2 beds for cvery

one thousand of the population. '

At the end of the first ten years our scheme provides for one

bed per 1,000 population.

(2) Expansion of the scheme so as to cover three-quarters of

the population of individual districts, wherever possible:

(3) The creation of 12-new colleges in addition to the 43

to be established during the first 10 years.
5—88 CBHI/ND/84 :
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(4) The establishment of 2 fourth set of 100 training cen-
tres for nurses. g

(5) The training of 500 hospital social workers. *
ORGANISATION AND ADMINISTRATION

46. On the administrative side we propose :—

(1) a Ministry of Health at the Centre;. e e

(2) Ministries. of Health in the Provinces; and
(3) local area health administrations.

We consider it fundamental that the portfolio of health at
the Centre and in the Provinces should be in charge of a separate
Minister, so as to ensure his undivided attention being given to
the development of the future health programme. The need for
dcvcloping the health services in- the closest possible co-operation
of the people has already been stressed.  Both in respect of legis-
lation and of administration it is likely that-some of the measurcs
to be undertaken will offend existing social and religious practi-

‘ces. A Minister, who cnjoys the confidence of the people and

can secure their co-operation, can alone carry such  enactments
through the legislature and enforce their working in the country.

47- After giving careful consideration to the question of the
existing distribution -of health functions between the Centre and
the Provinces and to the large measure of autonomy that the latter
cnjoy under the Government of India Act of 1935, we have come
to the conclusion that certain principles should be taken into con-

sidcration in formulating plans for future development.  These
principles are :— ‘

(a) That the wide measure of autonomy that has been
granted to the Provinces should be respected. to the ut—

most possible extent.  Our proposals for the future will

*Drs. Vishwa Nath and Butt foresee that diarchical conflicts will arise out
of the application of these proposals for medical relief in the districts. In their
view the existing machinery of medical reljef. however inadequate and unsatis-
factory, is not ill-suited to furnish the foundations for evenly spread improve-
‘ments. They advocate as even 2 distribution of facilities accruing from increased
personnel, accommodation and equipment, 3s the requirements of special institu-
tions, geography and density of population. may permit. On- the other hand
the others consider that, if the suggestion of these two colleagus_ is accepted,

‘the result may be 2 congeries of unplanned accretions to the existing organisa-

mental purposes underlying the health Plan put forward in the report will not-
be fulfilled. The scheme is intended ~to promote, from the beginning, the
-dcv:lopmeqt of remedia] and preventive health work on a unified basis as well

"The existing curative and preventive health services are, on the other hand func

tioning independently of each_other with_unsatisfactory. results. Ip all pro-

" gressive’ countries the requirements indicated above are considered as essentia]

Teatyres of a moderp health organisation. For these reasons the majority con-
‘sider that the suggestion of Drs. Vishwa Nath and Butt would destroy. the
<€ssential requirements of the Committee’s plan, ; .
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make for considerable changes in existing health ad-
ministration and professional education and we there-
fore feel that, in carrying out these recommendations,
the closest. possible co-operation between the Centre and

~ the Provinces will be essential.. In order to minimise

triction and to promote mutual consultation between
the Centre and the Provinces in the formulation of
health policy and its implementation, there should be
‘established 2 Central Statutory Board of Health con-
sisting of. the .Central and Provincial Ministers of
Health. The Centre; with its larger resources in money
and technical ersonnel, should help the Provinces with
grants-in-aid for the development of their health pro-
grammes and with such technical assistance as may be

- required.  One of the important functions of the Board

will be that of making recommendations to the Central
Government rcgarding the distribution of grants-in-aid.

In our view the co-operation that may be expected
to develop, as the result of these proposals, between the
Central and Provincial Ministers of Health on the one
and between their administrative and technical staff on
the other should create 2 firmer foundation for the har-
monious - development of the health programme over
the country as a whole than a reversal of the policy of
decentralisation and 2 resumption of powers by the
Centre to.regulate and control development in  the
Provinces. We recognise that there will be certain cx-
ceptional circumstances in which the Central Govern-
ment should have power to interfere in Provincial ad-
ministration. It js, however, to be expected that the
-machinery for consultation and co-operation, which has
been suggested above, should help to reduce these oc-
casions to the minimum. We believe that a Centre act-
ing with sympathy and imagination may well be able
to hasten the pace of progress in the provinces by pro-
moting a spirit of healthy competition among them in

- their task of providing progressively higher standards

of health administration in their respective areas.

’ (b) The Ministry of Health, Central or Provincial, should

be the ultimate authority_responsible for all the health
services operating within its jurisdiction and should
have power to lay down and enforce minimum stand-
ards of health administration for those services which
-are within the immediate control of other department

(eg,, railways, prisons, Iabc_)ur, etc.)

(¢) There should be the cioscst possible co-operation bet-

ween the Ministry of Health and other departments of
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Government in order to promote the pooling of all the
available facilities, curative and preventive, in the in-
terests of efficiency and of economy. ‘

(d) The Ministries of Health, Central and Provincial,
should have thé advice and guidance of technical experts
in the planning and maintenance of their health ser-
vices. . As has been pointed out in the White Paper
recently issued by the Ministry of Health in England
embodying proposals for a national health service, “the
provision of a health service involves technicai 1ssues of
the highest importance and in its administration, both
centrally and locally, there is room for special devices
to secure that the guidance of the expert is available and
does not go unheeded.” We recognise the need for
such technical guidance and have therefore incorporated
In our proposals a recommendation for the creation of
standing councils of experts at the three levels of Cen-
tral, Provincial and local area administrations. These
councils will consist of respresentatives of the medical,
dental, nursing and other professions.

Functions of the Central and Provincial Governments

48. The main functions which we have recommended for the
Central and Provincial Governments are broadly those for which
they are responsible at present under the Government of India
Act, 1935. In addition we have suggested that the Centre should
take a definite lcad in planning and promoting the development
of health services, preventive and curative, in the country as a
whole.  Provincial activitics in the ficld of health should be assis-
ted and co-ordinated by the Centre through a system of grants-in-
aid of approved schemes in the provinces and of technical assist-
ance, where desired. Control of inter-provincial spread of commu-
nicable diseases;the sanitary control of inter-provincial traffic and
the enforcement of standards regarding food and drugs in inter-

. . D - -
provincial commerce should also be important functions of the

- Central Government. —. . Kgwry -

In certain exceptional- circumstances, the Centre should have
power to take direct action'in a province.in the interests of the
country as a whole. Such intervention should, as far as possible,
be after consultation with the proposed Central Board of Health
and, in cases requiring urgent- action ‘before such consultation
could take place, the matter should be brought to the notice of
the Board with the least possible delay.

- 49.- We have recommended the establishment in the provin-
ces, of Provincial Health Boards and of Provincial Health coun-
cils with composition and functions similar to those of the Central
Board and Central Council.
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Central and Provincial Health Services

- 50. The principal technical adviser to the Minister of Health
will be the Director General of Health Services at the Centre and
the Director of Health Services in a Province, who wil! function
in cach case as the single administrative officerfor -the-curative
and preventive departments of health., These officers will be as-
sisted by a suitable nuriber of Deputy and Assistant Directors
General or Directors as the case may be, who will be in charge
of different functions. ’

Recruitment and Control.bf the Central and _Provinci'al Health

Services Eaett

51. The following principles should, we recommend,

ide the authorities concerned with the recruitment and control
of the future Central and Provincial Health Services in India:—

(1) There should be separate and independent Central and
Provincial health services appointed and controlled by
the Central and Provincial Governments respectively,
the venue of recruitment for both being India.  Recruit-
ment to these services will be restricted to persons living
in India except in the case of a small number of posts in
connection with teaching and research institutions, for
which it may be nccessary to obtain suitable pcrsons
from outside the country. Such persons should be re-
cruited from abroad on short-term contracts, cvery effort
being made within the period of the contract to train
a suitable Indian for the post.

«(2) Appointments to posts in the tcaching and research ins-
titutions should be made purely on merit. - One-third
of the general health service posts should also be filled
on merit. In flling up the remaining posts conside--
ration may be given to the need for communal repre- .
sentation, cvery community being given its share of the
6624 per cent in accordance with the proportions laid
down by the Governments concerned. Of the candi-
dates from individual communities the best available
should be chosen. After admission into the health ser-
vices promqtion to higher posts chould be regulated
solely by merit. .

(3) To secure opportunities for wider experience there
should be exchanges of officers between the Centre and
the Provinces to be arranged by mwutual agreement.

(4) A proportion of the posts in the Provincial - Cadres
should have the same salary and status as in the Central
service, so that the exchange suggested above may be
facilitated.



bl

24

(5} The Central and Provincial Services should be maine
tained as purely civif organisations.

(6) All members of these services should have opportunities

of gaining experience of hoth urban and rural health
work. . o

(7) There -should be no reservation of posts under —the—-——- -

Central or Provincial Governments for the civil branch
of the Indian Mcdical_Scrvicc.* :

Health Administration in Local Areas

52. We envisage a comprehensive health service, the success
of which will mainly depend upon the fulfilment of the follow.
ing conditions : (a) recruitment of the staff and the conditions
of service should be on similar lines throughout the province so as
to permit of the enforcement of fairly uniform standards of per-
formance over the whole area and (b) there should be continu-
ous and effective supervision by the higher technical staff over the
work of the health personnel even in remote villages.

53- District Health Board.—These conditions can be fulflled
only by a health service maintained by a single authoritv and nat
through a number of separate scrvices controlled by different loc.:xl
bodics.. At the same time 1t 1s essential fo associate the public

- with the formulation of health policy and with its implementa-
tion. ‘We therefore recommend that, so far as health is conccn:xgd,
in the place of the existing multiplicity of local health authorities
with their scparate staffs there should be a single health authority
over the whole arca operating through a unified cxccutive staff.
This authority may be designated the District Health Board and jts

jurisdiction will, in duc course, extend over the district as a
wholc.

- 54 We consider, however, that the deprivation of the health
functions exercised by local bodies should be limited only to such.
as are in our opinion unlikely to be able to maintain the standard
of service we have recommended. We therefore suggest that

- certain large municipalitics'such--as-.__ Calcutta, Bombay, Madras
" and Karachi, which are goverred by their own Acts, as wcll. as
other municipalities having a population of at-least 200,000, which
may be considered by the Provincial . Government as being in

a position to maintain an independent health service of the re-
quired-technical efficiency, may beexcluded from the jurisdiction

—_"In the place of_.a Centra] Ministry of Health Drs. Vishwa Nath and Butt
propose a Central Board of Healh with a Technical Secret.anat.dxschargmg
specific functions. Their views on the recruitment of the health services are also
different from those set forth above. .Their views and our observations..on

them are given ip paras. 27—31 of Chapter XVII of Volume II of the:
report. 2 g "
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of the District Health Board. All these large municipalities
should dcvclopnnd maintain health organisations on the lines

~suggested by us. .

55- In the early stages of the programme only limited. areas

_in each district will be brought within the operation of our

S : .
scheme. In these areas there will be, as shown above, a unified

health authority with a provincialised health service covering all
categories of personnel. For the areas outside our schems we.
recommended that, in order to -secure an improvement of the
health administration of existing local bodies, certain legal and
administrative measures which -have been taken in the provinee

of Madras should be applied in other provinces also.

56. We have suggested that representation of the people on
the Board should be partly secured by direct election by the people

‘and partly by election, from their own ranks, by the local bodies

in the areas covered by our scheme. We have also suggcstcd,
that, following the lines laid down in the Madras Public Health
Act, 1939, cvery municipality included in the area under our
scheme should be rcquirccr statuterily to contribute to the District
Health ‘Board not less than 30 per cent. of its income from all
sources other than Government grants and that every District
Board or panchayat should similarly contribute not less than 12 ¥4
per cent. of its income from such sources. Obviously the actual
amount of the contribution in ecach case will depend on the pro-
portion of the population under the local body concernced, which
1s brought within our scheme. Such contributions and any grants
sanctioned by the Provincial Government will constitute the funds
to be administered by the Board.

57- While the Board will enjoy a large measurc of auto-
nomy in order to ensure that local opinion in the district is per-
mitted to influence health policy, it is essential that the Provincial
Minister of Health should have the power of ensuring compliance
by the Board with the general policy laid down by him. We
have also recommended that certain legal provisions that exist in
the Province of Madras enabling the Chief Administrative Officer
of the Public Health Department to recommend specific. action
by local health authorities in particular directions for the improve-
ment of public health and to enforce the carrying out of such re-
commendations, subject to the concurrence of the -Provincial
Government, should be made applicable to all- the arzas under our
scheme. . R 2 ‘

Recruitment and Control of the District Health Service

58. After giving careful consideration to the question as to
whether the recruitment and control of the district health service
should rest with the Provincial Government or with the District
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Health Board concerned, we have come to the conclusion that the
balance of advantage is heavily in favour of the provincialisation
of this service. In our view, such provincialisation should extend
over all the posts in the district health organisation because. if a
certain number of the more responsible’ posts are provincialised
and the others are left under the Board, the resuldng dual control

s=————mmust,-'we believe, lead to nefficient administration.

59- The district health organisation will be in charge of an
officer to be designated the Officer in charge of the District Health
Service. Under our proposals he will be a Provincial Officer

- whose services are lent to the Board. He chould be responsible

for carrying out the health policy laid down by the Board and
we recommend that he should be its Secretary. This officer will
be removed by the Provincial Government if a recommendation
to that effect is passed by the Board by a two-thirds majority,
taking into consideration its full strength.

District Health Council |

60. We have already recommended the creation ot a District
Health Council consisting of representatives of different profes-
sions (c.g., those of doctors, dentists, pharmacists, nurses ectc.)
from the registered members of which the health service will be
recruited. The functions of the Council will correspond to those
of the Provincial and Central Health Councils. We recommend
that the Ofhcer in charge of the District Health Service should
be the Chairman of this Council *

Salaries

61. We have given considerable thought to the question of
the scales of pay to be proposed for the health staff. Obviously
the country cannot afford rates of remuneration which are out of
all relation to its national income and are higher than those which
economic conditions ‘demand. Further, too generous a provision

on salaries may well wreck or at least grcatTy handicap the im- .

plementation of any large scale health programme. The ques-
tion of salaries, moreover, is not one which concerns medical and
public health persommel - alone>*The necessity for establishing
some measure of parity between the various Provinces in the mat-
ter of the salaries of their ‘public health staff has been strongly
impressed on us by a Provincial Minister of Public Health. Ano-
ther important consideration, in determining the sales of pay, is

*Mr. P. N. Sapru holds views which are different from those of ihe other
smembers regarding the constitutional -aspects of certain of the proposals out-
lined above as wel] as the suggestion for a modification of the existing form
of Jocal health administration. His views are embodied in twgo minutes of dis-
sent which are appended to Chapter XVII of Volume Il of the report:t- Our
Teply to his remarks regarding local self-government will be found in paras.
58—61 of the same chapter. :
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that of the competitive attraction provided by non-State cmplo-

-yers. In the circumstances we feel that the subject is of such com-
plexity and importance as to require comprehensive examination

at the hands of an ad hoc all-India Committee which should In-

-clude medical men. The results of such examination will be of
“the utmost value to the Central and Provincial Governments. We
have, therefore, recommended the establishment of such-a Com-

mittee. For the purpose of estimating the cost of our proposals

"we have either adopted existing rates or assumed scales of pay
~which appear to us prima facie to be generally not unreasonable.

THE NUTRITION OF THE PEOPLE

62. The national health campaign is concerned not only
with the prevention of disease but also with the devclopment of
a healthy and vigorous population and improved nutrition plays
a vital part in preventing sickness and in promoting positive

health.

63. Under-nutrition and malnutritien exist widely in the

- country. According to the Dircctor, Nutrition Rescarch Labora-

tories, Coonoor, an insufficient and ill-balanced diet giving only
about 1750 calories per day (as against the nceded 2400 to 3000
calories) is typical of diets consumed by millions in India. Apart
from: inadequate nutrition being responsible for a lowering of the
general standard of health of the individual, continued insuffi-
ciency of certain food factors in the dict will produce specific
forms of disease. Such disease are prevalent, to a varying extent,
in different parts of the country. For instance, beri beri is not
uncommon among adults and infants in the Northern Circars of
the province of Madras, ostcomalacia and rickets are prevalent in

- certain parts of Northern India, keratomalacia is a common cause

of blindness in South India and goitre is not infrequent among
the communities living in some parts of the Himalavan and sub-

Himalayan regions.

64. The main defects of the average Indian diet are an in-

- sufficiency of proteins, mineral salts and vitamins. A general

raising of dietary standards throughout the country is basically

. an economic problem, the solution of which depends on the scien-

“tific development of agriculture,
~and the simultaneous development of industrial resources. We

- consider that food planning should have,

animal husbandry and fisheries

s e el SllBolly
as its uitimaite uulcutn't,

“the provision of an optimum diet for all, irrespective of income,

- and plans should be laid to reach the objective by forced marches,

stage, by stage, within a specified period of time.”

65. As the average Indian diet is inadequate in respect of

* the quality and quantity of the protein consumed, onc of the
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' is the raising of protein consumption to the
required level. Proteins of high biological v

origin. A certain proportion of the” protein

alue are of animal
consumed each day

should be proteins of this type.  We shall deal with three articles
of food in this connection, namely, milk, fish and food yeast.

Urea as a cattle feed d
increasing the availabilj
referred 1o briefly.

Milk.—The Direc
Coonoor,has suggested
the average Indian diet

and nursing mothers and ch
much more. We have suoo
the cxisting demand for milk

in the near future shoul
extent of at least r10

eserves consideration in connection with
ty of meat and its_production will also be

tor of Nutrition Research Laboratories,
the inclusion of 8 ozs. of milk per day in
in order to improve its quality. Expectant
ildren up to 14 vears of age will need
ggested that, taking into consideration
products, the target for realisation
d be an increase in milk production to the
per cent.

It has been brought to our notice that, very recently, the

production of synthetic
same nutritive value as

milk which, it has been claimed, has the
natural milk, has been developed on a

Iaboratory scale in Great Britain. ' In view of the importance of
the milk problem in India we desire to cmg:hnsisc the need for

immediate investigation
synthetic milk and for
large scale, if these clai

into .the claims put forward on behalf of
promoting its production in India on a
ms are justificd.

Fish.—India's long coast-line, her numerous rivers, lakes
and tanks afford great opportunitics for dcvcloping the fish in-
dustry. The total production of fsh in India, both fresh water
and marinc is estimated at less than two crorcs of maunds per

annum as against g4

crorcs of maunds, the estimated require-

ment of Bengal alone where go per cent, of the people cat fish.
These ﬁgurcs should help to give some idea of the extent to which
the fish industry will have to be dcvclopcd in India.

Food yeast.—Yeast is of value as a supplement to poor Indian
diets because of its richness in” proteins and vitamins of the ‘B’
group. Certain strains of veast, which can be grown on molasses,
produce palatable products of high nutritive value. We¢ strongly

recommended the imm

ediate ‘investigation of the possibility ~of

producing food veast on a ]argc scalc_i_n' India.

Urea.—It has been

brought to our.notice that, while the pro-

-duction of animal proteins, such as rmeat and milk, through a

process of feeding natural foods to certain animals is a costly and

uneconomical process, a
duc‘:r‘ in abhiindant q"_‘an

M das avulailalic u

simple chemical, urea, which can be pro-

is converted largely into proteins of the animal body. The pro-

duction of urea may be
synthetic nitrogenous fe

linked with the process of manufacturing
rtilisers and it is thus possible to proffiote-

_quantities at_ a-low cost, when fed to ruminants — - -
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the manufacture of both cattle food and plant food at the same

time. We strongly urge that this suggestion should be carefully
investigated without delay.

- 66. Our further suggestions for improving the rutrition of
the people include the production, in India, of the different vita-
mins in sufficient quantities to meet the requirements of the coun-
try as well as the provision of facilities for the storage, transport

and distribution of food, particularly of perishable articles such as
milk, fish and fruit. :

67. Prevention of food adulferation.—The subject of food
adulteration was recently investigatcd in detail by a Committee
of the Cenral Advisory Board of Healh, We support all its re-
commendations and, in particular, desire to draw the attention of
the Governments in the country to three of these, namely, the
establishment, on a permanent basis; of 3 tanding Central Comi-
mittee for Food Standards, which we understand has now been
created by the Government of India .on a temporary basis, the
formation of provincial cadres of public analysts and the establish-
ment of food laboratorics in association with central and regional
bactcriological laboratorics in the Provinces.

68. Lastly, in order to sccure an improvement in the quality

- of the food made available to the public, we recommend that the-

principles of the Agricultural Produce Grading and Marking Act,
which now applies only to agricultural products, should be made:

-applicable to articles of food other than agriculture and that carly

action should be taken to give effect to this suggestion.

HEALTH EDUCATION

- 69. According to modern conceptions, health :ducation in-
cludes “not only instruction in purely health matters. but also
those activities which are likely to infAuence favourably an indi-
vidual’s health knowledge, health attitude and  health habits,
Health education must promote health and health consciousness,

70. Health education je gradually taking its proper place 1n
the life of the people in India, but progress has so far been slow.
The teaching of hygiene is compulsory 1n all ordinary schools znd
1t1s also a subject of study in the curriculum of ai] normal schools
and teachers’ training institutions, but the standards of teaching
Varv from province to province. “The low standards of personal
and environmental hygiene met with in many schools......... .
¢ad 10 the conclusion thar something is wrong with the content
of the syllabuses and the methods~of teaching hygiene  both in
Yaining institutions for teac ers and in schools for chiidren.”
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_ 7% As regards the general population, health education is
"mainly carried out by the provincial public health departments.
?n most provinces a special - health propaganda organisation exists
n the office of the Director of Public Health. In certain  pro-
vinces a good deal of hygiene publicity work is also peing done
in the rural areas by some other departments of Government. For
instance in the Punjab, the Rural Reconstruction Department and
the Co-operative Department have been actively co-operating in
health education of the people. Inno province, however, has health

education come up to the standard reached in the more advanced
countries. ' :

Our Recommendations

72. We support the recommendation of the Central Advisory
Boards of Health and of Education that the instruction of school
children in hygiene should begin at the earliest possible stage.
Such instruction in the early stages should be entirely practical and
devoted to the formation of health habits and the promotion of
personal hygicne. It is particularly important that the student

‘should see, in actual operation, the sort of hygienic and sanitary

arrangements he is taught and encouraged to demand for himself.

‘School clubs, socicties such as the Indian Red Cross Society and
‘the St. Jhon Ambulance Association and organisations like the

Boy Scout, Girl Guide, Hindustan Scout and Bratachari move-

‘ments can actively help in the development of the health educa-
‘tion programme for school children. .

Health Education of the General Population

73- The main responsibility for assisting and guiding the
health education of the gencral population should rest on the
health departments of Governments and the establishment is re-
commended of properly constituted Health Publicity Bureaux as
part of the Central and Provincial Health Departments. One of
the functions ot the Central Health Publicity Bureau should be
participation in the active promotion of health education among

- all sections of the population and the-giving of suitable advice and

help to provincial health - departments in organising health pro-
Paganda in their own territories. Another important duty of this
Bureau should be the publicag’_gg___‘ of an Indian Health Journal.

74- The organisation of health propaganda is a highly spe-
cialised task and’it should therefore be entrusted to persons
capable of producing results. The methods of propaganda which -
commercial organisations, such as the Indian Tea Association,

‘have employed with great success- should be studied and adopted,
as far as practicable, in the development of the health education |
- -campalgn. - :

75- The establishment of permanent health museums in the

darger towns and cities is also recommended. e
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PHYSICAL EDUCATION:

76. Till the beginning of the twentieth century no one-
looked upon physical education as an integral and important part-

of general education. During the last 20 years revolutionary

changes have taken place in all civilised countries in the concept-
and content of physical edustion and training. .

77- Something has been done in India to give physical edu-
cation and training their proper place in the educadonal structure,.

dearth of suitable teachers qiffified to impart instruction in this -
important subject. We require m:m{ suitably equipped and staff-
ed physical education schools and co leges in the country. At pre-
sent there are only five physical education colleges in India. - At
a rough cstimate the total number of physical training teachers
trained at these institutions during the last 20 years, docs not ex-
ceed 3,000—far too small a number for-the needs of the country.

Our Proposals

78. The training of physical education instructors.—For
the proposed post-war schemcs of cducation thousands of qualified
physical training teachers will be required.  'We theretore recom-
mend that there should be one or two physical training colleges
in each province. Each institution should grant a  recognised
qualification. In addition, hysical education should be made a
compulsory subject in normaf schools. A certain number of quali-
fied physical training instructors should be sent abroad at Sate:
expense for higher training.  On return they should he cmployed.
In responsible administrative and tcaching posts, where their spe-
cial training would be of value.

79- A physical training . programme. for the commu-
nity.—In the beginning it may. be advantageous to develop a sin-
gle organisation to serve the needs of school and college studeats
as well as of the general public. The school master, because of
his general education and of the influence he is able to exert op
successive groups of pupils, is in a position to evoke 2 favourable
response from the public in the matter of physical education and
culture.  He should therefore be utilised for developing a physial
education programme for the adult population. It wil] be neces-
Sary to establish a suijtable organisation in each province and this
may, with advantage, be made part of the Provincial Education
Department. It js essential that this organisation should establish
close Liaison with the Health Department.

... The national physical education programme should inc]ude
indigenous games, sports and folk dances. A blending of the old
and the new in ap attempt to evolve a sound scheme of physical
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ulture is advisable. In this:programme separate provision should

be made for students, the male adult population and fer girls and
‘Wwomen. ' '

HEALTH SERVICES FOR MOTHERS AND CHILDREN

80. We have drawn attention to the high rates ot morbidity
.and mortality prevailing among mothers and children in this
country. Measures directed towards a reduction of sickness and
‘mortality among these sections of the community must have the

_highest priority in our programme of health development.

The Primary Unit.—The staff available for health service for
-mothers and children ‘in a primary unit will consist of a women
~doctor, four public health nurses, four midwives and four trained
dais.  The ‘provision for institutional service will consist of a dis-
“pensary at the headquarters of the unit and a hospital of 30 beds
serving four such units together. At the dispensary there will be
provision for four beds, of which two will be for maternity cases.
In the 30-bed hospital six beds will be set apart for maternity
and gynaccological cases and there will be four cots for children.

81. At the headquarters of each primary unit and in the
places in which 30-bed hospitals are located, the services of
a medical officer will be avniﬁlblc and there will also be provision
for a small number of maternity beds. With these facilities it
should be possible to organise a maternity and child welfarc centre
on a reasonably cfficient basis. Its range of activity can be ex-
panded as and when more trained personncl and funds become
available and communications improve. The functions of the

~centre will include the following :—

(3) to get in touch with as many pregnant women in the
area as possible and to persuade them to visit the clinic
regularly, so that periodical examinations may be car-

. ried out and a record of their medical history kept;

(b) to provide for the skilled  assistance of a midwife or
.. trained dais at the time of delivery and for domiciliary

ST T yisits by her for two weeks thereafter; :
(c) to keep the mother and infant under observation, if
possible, for a year;
(d) to teach mothercraft in all its branches and to incul-
“ = - cate sound hygienic habitsin the mother and child;

(¢) to keep children under observation, if possible, till five

~ " years of age; B
(f) to organise periodical talks, by cuitable persons, for
husbands and fathers in order to secure their co-opera-

tion in the dcvc]opménf of a healthy and happy home;
and _ :

Ty
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(8) to aim, ip general, at bccoming'thc focus of socia] acti-

Vity in the area as far ag mothers apd children are
concerned.

Whenever- praé:ti'&blc, 2 playground fo, children of two to
Tive years of age should be. provided as close to the- centre o5~

Possible, with toilet accommoy ation for mothers and children and
with bathing facilities,

82. In the other three circles of cach primary unit, to _whicH

we have already referred in Jdescribing the . shogt-terpme el s 2

Organisation, the resident stiff Wil] pe only a public hey]
a midwife and a trained dg;, The woman medica] officer of the
unit should visit the hcadquartcrs of each of these unj

session.  The same lines of activity should, as far as possible, be

followed i the peripheral circle as those described for the mater-

SRty and  chjlq welfare  centre ot the headquarters of the

Or maternity an( gynaccological cases. In the “secong five-year
period of the short-term Programme  the 20q.peq hospitals
constructed during the first five years will, it js hoped, be enlarged
50 35 to provide 500 beds, In this case the Provision for maternity
and Synaccological cases shoul be raised to aboye 125 beds. The
better facilities thus made available in these Institutions will make
a higher type of service possible, while the telephone  apd -
ambulance organization, which e have fecommended, wjj| help

to. extend these facilities to the more serious cases occurn'ng in the
primary units- ‘

experience in the organisation of health services for women and
children. :

Social and Economic Factors

——35.-The two most Important imong these factors are
inadequate nutrition, including malnutritiop and under-nutrition,
and the strajn resulting from over-work in the home o outside,

growing child réquire a more generous and nourishing djet than
the genera] Population-and the health servjces for these tWo sections
of the population, howsoever elaborate and efficient, wi]] fail to
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- produce satisfactory results unless simultaneous measurcs are taken

to improve their nutrition. An annual provision has been suggest-
ed in the budget of each primary unit in order to enable the woman
medical officer to make suitable additions to the diet of pregnant
women, nursing mothers and growing children.

Overwork.—The strain resulting from overwork affects a
woman’s health-both-during pregnancy and in the postnatal period.
In the chapter relating to industrial health the grant of maternity
benefits and compulsory abstention from work for a period of six
weeks before and six weeks after confinement are recommended
for all women employed in industry. ‘We have suggested that
these concessions should, in due course, extend to all women
gainfully employed outside their homes.

Nurseries

86. The provision of nurseries or creches to relieve the mother,
especially the working woman, from her responsibility for the. care
of the child during her hours of work. has been a noticeable
development in all highly industrialised countries. In this connecuon
we wish to draw attention particularly to what has been accom-
plished in the Sovier Union for the development of nurserics as
an integral part of the child welfare organisation (vide Appendix
13, Volume 11I).  The nursery in-Sovict Russia scrves a three-fold
purposc, viz., that of relieving the mother, of caring for the child
and of cducating the mother and child. The aim is to make .
children healthy in bodv and mind, to draw out their innatc
facultics and to make them self-reliant. -

Maternity Homes

87. The cstablishment of private matcrnity homes, in response
to the growing demand of the public for institutional facilitics for
confinement, Is a noticcable feature in some of the larger urban
centres. The strictest possible control. should be excrcised by local
health authorities over the establishment and maintenance of such
institutions. The provincial Ministry of Health should prescribe
suitable standards in respect of these homes and should see that

they are enforced.

HEALTH SERVICES FOR SCHOOL CHILDREN

88. In India, school health s_crvitcs are practically non-
existent, and where thev exist, they are in an undeveloped state.

_ The Functions of a School Health Service

89. The duties to be performed by a school health service fall
into two main groups; (i) health measures, preventive and curative,
which include (a) the detection and treatment of defects,“physical
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and mental and (b) the creation and maintenance of a hygienic
environment in and around the school, and (ii) measures for
promoting positive health. The last should include (a) improve-
ment of the nutritional state of the child, (b)_physical culture and
(c) health education by formal instruction and the practice of the
hvgienic mode of life. '

The duties enumerated in (i) above should be performed by
the health organisation while those indicated in (i) will devolve
on the teacher. There should, however, be close co-operation
between the health and education staffs.

Some General Suggestions

9o. (i) In each primary unit the male medical ofhcer should
normally be put in charge of the school health service.”

(i) To begin with, this health service should be restricted to
primary school children, their number being  limited  to
1,000, which is as much as the medical officer can look after

cfhciently.

(iit) At least two tcachers from each school should receive
training in certain clementary health duties and should recetve an
additional remuncration for attending to such duties.

Stages of Development

' 91. The proposcd school health organisation should first ber
developed in an area close to the headquarters of a province, in
association with the Department of Preventive Medicine in  the
medical college located there.  The second stage would mark the
extension of the school health programme to the districts in two
steps, namely, to the hcadquarters of the secondary . units and-
subsequently to the headquarters of individual primary units. Two-
more stages are envisaged, these being extensions, of the scheme
s0 ‘as to include (1) the whole area of individual primary units
and (2) the students of secondary and high ‘schools and of colleges.

92. The school health work to be carried out in a primary
unit should include all the main functiors of a school health service
to which we have already referred.  We suggest that a school
clinic should be established at _the ‘headquarters of each primary

unit to perform duties in connection with the school health
the same manner in which the maternity and child

programme in the same manner hich the materni
welfare centre we ‘have recommended is intended to help in the
promotion of health work among mothers and children. Besides
Sroviding treatment for minor ailments to the pupils in all schools
included in the scheme, the clinic should undertake certain
specialised types of service such as dental care and the treatment
of conditions relating to the eye, ear, nose and throat, which are

6—88 CBHI/ND/34
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telativery common among  children.  Sych provision will
supplemented by a certain amount of routipe treatment carri
out 1n the schoo] by the two spcciaﬂy trained teachers referred

officer. Follow-up work in the homes of the children by t
public health nurse In order to discover and rectify, as far
possible, such defects in the home €nvironment as are responsit
for the illhealth of the pupil is also ap important part of t
preventive school health campaign.

93- We desire to see the school  clinic developed into - ;
organisation for bringing together the children, the parents ar
the teachers. For thjs Purpose - periodical meetings should |
arranged at which intcrcsting and educative programmes shou
be developed.  Educational films  can be shown, short talks ¢
health matters arranged and people with special talent for mus
and other forms of entertainment, whether among the pupil
teachers or parents, cncouraged to play their part towards makir
such gatherings a success. The atmosphere of goodwill that can thy
be developed will be of advantagc to all. ;

Co-operation between the Health and Education Authorities

94- The District.—If oy suggestions  for the futw
development of Jocal self-governing institutions are carried ou
there will be a District Health Board and a District Educatio
Board functioning over practically  the whole area of indrvidu:
districts.  In  each district, “a Joint Comnmittee of the Distric
Health and District Education Boards should be cestablished an
this body should be responsible for cnsuring that the necessar

<o-opcration between  the health and cducation authoriticsi
sccured.

95- Provincial headquarters.—A¢ the headquarters of th
province there should be a Co-ordinating Committee with th
Director of Public Instruction and the Director of Health Service
as members. The managements of private schools and o
approved associations of teachers and of parents should also b

OCCUPATIONAL HEALTH INCLUDING INDUSTRIAI
HEALTH

96. The conditions affecting the health of the worker may
broadly speaking, be divided into two groups, namely, thost
which he shares with the other members of the genera’
community among whom he Iives and-those-which are associatec
with the occupation he pursues. * In  regard to the latter there

T
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may be special hazards to health arising out of particular occupa-
tions. The dcvclopmcnt of anthrax by those hand]ing wool or

—-skins and hides or poisoning by lead, chrome and other substances

which are used in 2 variety of trades or manufacmring processes
arc examples of such speeial - hazards. There are also other
Jactors which have ‘their influence op the health of the worker
and these include the lighting, ventilation and general sanitation
of the workshop or factory, the dust and nojse associated with
the working environment and the provision that exists for rest
pauses, meals and personal-  cléanliness.  Over and above the
general provision for health protection which the worker can
share with the other ‘members of the population, he has the right
to claim that special measures should be taken to countéract the
adverse effects of those factors which are associated with  his
occupation. The provision of such special health measures s the
function of an industrial or occupational health service. To ]
greater or less extent, all those who are gainfully ¢mployed out-
side their own homes will require the services of the occupational
health organisation. While recognising this as the ultimate
objective we realise that, in the immediate future, Governments
will have to concern themselves  with measures mainly  for
industrial workers, including within that term those who are
cmployed in factories, docks, mines, plantations, transport services
and certain other occupations.

"The Functions of an Industrial Health Service

97- The functions of an industrial health scrvice have’ been
well described in the following words by the Social and Preventive
Medicine Committee of the Royal College of Physicians, London,
in their- Second Interim Report which deals “with industrial
medicines :— o

(a) to promote the general health of the worker by provid-
ing a good working environment and ﬁtting him to
the latter;

'(b) to prevent occupational disease;
(c) to assist in the prevention of injuries at work;
(d) to organise a service for emergency treatment;

—(¢) to help in restoring the injured and disabled to full

working capacity;.
(B) to educate workers in the preservation of health and
promotion of wellbeing; and

(&) to promote research and investigation.

These may be accepted as the objectives to be aimed at in
O18anising an industrial health service in India.
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98. The proposed industrial heilth service will not minjster
to the general medical needs of the workers. This function will
have to be performed by the health service for the community as
a whole. The industrial health organisation is intended to meet
the needs of the worker in respect of that group of factors affect-
ing his health which are associated “with the occupation he pursues. *
The two services are complementary to each other and will together
provide him with adequate medical care. The industrial health
organisation should form an integral part of the Provincial Health
Department and should be developed as such.

99- We understand that the creation of a Central Health
Insurance Fund, which will be raised by contributions from
Government, employees and workers and will be utilised for the
benefit of the workers, is under contemplation. If the proposed
Central Fund comes into existence, it should be possible, by grants
from it to promote the development of an even higher level of
general health service for industrial workers than that envisaged
under our shortterm scheme for the community. Further grants
from this fund, if available, could be utilised for establishing an
industrial health organisation on the lines indicated above.

100. While these proposals for an industrial health service
will obviously take time to materialise, we have put forward certain
rccommendations for carly consideration and appropriate action by
Governments.  These recommendations cover a wide field and it
is only the morc important oncs among them that are referred to
here. For more detailed information reference should be made
to Chapter X of Volume II of our report.

Matcrniry Benefit

101. The maximum period for maternity benefit for women
workers under the different Provincial Acts 1s four weeks before
and four weeks after childbirth. - Under the International Labour
Convention the period recommended is six weeks in both- cases
and we endorse this recommendation. During these periods a
woman worker should be paid her full wages, because it is just
at this time she requires nourishing food and special treatment,

Hours of Work

102. From .the health point of .view, we recommend that
the- maximum hours of work should be rediiced - to 45 hours a
week, 1e., 8 hours a day tor five days and 5 hours for another
day in the week and that the Factories and other Acts should be
amended accordingly. e

P -t

In the case of seasonal factories, which may be obliged to
work under considerable pressure during only a part of the year,
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this maximum may be increased after taking into account such

relevant factors as the extent of hazard to health which the occupa-
tion involves and the distance that the workers will have to walk
back to their homes. :

“We recommend an interval for the mid-day meal of not less
than one hour, exclusive of working hours.

The period during which a worker may be continuously on
night duty should be limited by statute to a fortnight.

Housing L e ‘

103. (a) In our opinion the housing of the industrial
population 1s primarily the responsibility of the Governments
concerned. The following minimum standards of housing arc,
we consider, required for the health “of the-industrial worker and
his family. :

(i) For a singlc man : a room 10 ft.X 12 fr.x 10 ft. and 2
verandah 8 ft.x 8 ft. X 10 fr. For a group of such
quarters there should be providcd community kitchens,
latrines and bathing places in accordance  with
the standards to be prescribed by the Provincial Govern-
ment.  Where  common kitchens  are not provided,
provision should be made for choolas on the verandahs
with suitable chimneys for the outlet of smoke. Where
latrines and bathing places for common usc are crected,
they should be at a reasonable distance from the quarters

and, if possible, connccted by a covered way for
protection during bad weather. :

(i) For a family : for a married couple two rooms

bath-

1o ft.x 12 ft. x 10 ft. with a verandah, kitchen,
room and latrine. For a family including - grown up
children the accommodation should be increased by at
least one extra room of similar size.

(b) In regard to sanitary conveniences, we suggest that, as far
as possibe, septic tank - and soil distribution systems should be
introduced so that the handling of nightsoil may be avoided.

The Nutrition of the Workers

104. Our recommendations for improving the nutrition of
the workers include making it obligatory for industrial est
‘ments employing minimum  number of workers to maintain
.cantcens providing suitably balanced diets at reasonable cost, the
encouragement of workers by employers to observe regular mcal
hours, the strengthening and stricter enforcement of the law relat-
ing to the sanitary control of the production, distribution and sale

of food, including measures against adulteration, the active

ablish-
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promotion of schemes designed to improve milk prodiction and
its supply as an article of food to workers and the establishment-
of nutrition sections in 'Provincial Health Departments, which
should carry out nutritional surveys among industrial workers and

assist in Improving the nutrition’  of workers through educative-
work among employers and employees.

The Zoning and Location of Industry

(b) Before the cstablishment of any new industry
Is agreed to by the Provincial Government, the Minister should
satisfy himself that, in the lay-out, adequate provision' is made for

¢ housing of workers, for their transport to and from the factory
and for adequate environmental amenities.

or factory

(c) We wish strongly to reiterate the recommendation of the-
Royal Commission on Labour that Provincial Governments should
take Steps to prevent industries being established in places where
there will not be sufficient room for adequate housing or other
necessities such as water supply, clectric power, etc. This should
be the function of the Ministry of Housing and Town and Rural
Plunning if established, and, under the appropriate legislation, rules

should be framed to rcgulate the growth of industrics from this
point of view. ;

(d) Where possible, having regard of course to the relevant
cconomic factors, new industrics should be dispersed in rural aress.
so that the local inhabitants may derive the fullést benefit from
industries being brought within their immediate circle. The
present system of establishing factories near or in big towns; where-
the workers are forced to live in crowded tenements and under
artificial and insanitary conditions, is harmful’ alike to the town
dwellers and the workers themselves. The health problem  of°
workers in such industries would be greatly simplified if industrial
establishments could be located in rural s'urroundings.

Employment of Children

106. (a) The minimum age for employment in industrial
establishments, docks,

etc., should be rgised to 15 and persons.
bcrwe_cn 15 and 17 should be’ eligible for employment as.

adolescents on the certificate of the certifying surgeon: -

(b) the minimum age for the employment of children on
plantations and public works should be 13.


jndustr.es

—§ the employment of children under 15 should be abolished for all
: types of industrial establishments and occupations.

Bty
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(c) In course of time when the compulsory school leaving
age 1s raised and adequtae educational facilities become available,

R

HEALTH SERVICES ;FOR THE MORE DMPORTANT
' DISEASES

107. We shall deal here with the specific measures necessary
for controlling the prevalence-of the following diseases.

Malaria.

. Tuberculosis.
Smallpox.

Cholera.

Plague.

Leprosy.

Venereal diseases.
Hook-worm disease.
Filariasis.
Guinca-worm discasc.
Cancer.

Mental diseases and mental deficiency.

PN AV A W N
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| Malaria

108. We have already pointed out that malaria is by far the
most important disease in India from the point of view of
morbidity and mortality and that the economic loss it entails is
Immense. A tragic feature of the ssituation is that much of the
malaria in the country is man-made. In many cases roads, railways
and irrigation projects have -a sinister account to their credit, their
embunkments having caused conditions of water-logging favourable
to the breeding of the malaria carrying types of mosquitoes. The
failure of irrigation engineers to provide for adequate drainage
when water is brought into previously dry areas has been another
fruitful cause of the spread of the disease, recsnt examples being
certain areas in Sind, the province of Madras and Mysore.

Our Recommendations

109. Antimalaria organisations in the Provinces and at the
Centre.—The Director, Malaria Institute of India, has pointed out
that “‘an essential preliminary to the successful control of malaria
in India is the formation of an -adequately stafied permanent
malaria organisation in each province, the activities of which
should be linked up with those of the central organisation of the
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Government of India”. We fully endorse this'view. Our recom-
mendations, therefore, include the establishment of antimalaria
organisations in the provinces as well as the strengthening of the
staff of the Malaria Institute of India in order to enable it to fulfil
its important tasks -of advising -provincial -administrations in the
development of antimalaria measures, of co-ordinating such ‘work
in the provinces and of training the higher types of malaria
personnel tor the country as a whole.

110. The general provincial plan we have recommended is
the creation of an organisation at the headquarters of each province
and the establishment of a number of malaria control units, each
under a medical officer specially trained in antimalaria work, for
operating in the affected areas in different parts of the province.
The most essential requirements are (a) the provision of trained
staff in adequate numbers and (b) the supply of drugs, appliances
and other equipment necessary for carrying out effectively the
campaign against the disease. We deprecate the idea of spending
large sums of money on the erection of claborate buildings in the

<

carly stages of our programme.

Drugs of Treatment

- 111. Quinine and mepacrine are the two drugs which ar
widely used for the treatment of malaria. There 1s already  ar
indication that an even more eflective synthetic product, paludrine
is likely to come into the ficld at an carly date.  We recommen
that the following three general principles  should guide th
production of ‘quinine and other antimalaria drugs:—

I. the prices at which antimalaria drugs are made availabl
to the people should be sufficiently low to enable th
poorest classes to obtain them in adequate amoiirits fe
the effective treatment of the disease. ’

these drugs, in whatever provinces they may be produ
ed, should be made available, on an equitable basis an
on reasonable terms, for the needs of all parts of tt
country and : '

3. no delay should be allowed to occur in dcvéloptng the
production.

18]

We as a Committee would prefer to leave to the Governmen
in_the country - the responsibility  for deciding  wheth

private enterprise should or should not be associated with tl
production of uinine and other antimalaria drugs.*

Cmt

*Sir Frederick James desires to see that private agencies are given
fujlest opporiunity to take part in quinine production with technical advice a
a price guarantee provided by the State. His views are set out in a note whi
Is appended to the section on malaria in volume II of our report,
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112. Quinine and mepacrine.—If thé estimate of 100 million
individuals suffering from malaria every year is reasonably correct,
it seems safe to assume that at least 120 to 150 million cases ot
the disease will_have to be  treated annually. The Malaria
Commission of the League of Nations has recommended 75 grains
of quinine as the minimum, quantity required for. the treatment
of a case. On these estimates of malaria incidence in India the
amount of the drug necessary for the country as a whole will be
in the neighbourhood of about 1.5 million” pounds per year, if
quinine is alone used for treatment. The average annual consump-
tion of the drug in the - pre-war period in India was 210,000
pounds and, of this amount, only about a third was produced in
India. The quantity consuméd every year in this country would
provide adequate treatment for about 19.6 million patients. As
the objective to be kept in view for the immediate future, we
recommend that sufficient quinine and mepacrine should be
provided to mect jointly the requirements of at least 5o million
patients.  As regards quinine our immediate objective should be
the raising of its production to the pre-war level of consumption
in India from indigenous bark alone.  As regards mepacrine,
provision should be made for its production in the country In
sufficient amount to meet the requirements of 30 million patients.

Anti-malarial Insecticides

113. The cultivation of the pyrcthrum - plant has been
successfully undertaken n various parts of India including Kashmir,
the Punjab Hill States, the United Provinces, the Central Provinces,
Madras and Orissa. It has been estimated that, in order to make
the country self-sufficient, pyrethrum cultivation will have to- be
extended to about 120,000 acres s0as to produce an annual output
of about 15,000 short tons (2,000 Ibs. for a ton) of pyrcthrum

flowers. In D. D. T. an even more powerful insecticide has come
into use. ' '

114. As an insecticide - the "relationship of D. D. T.
to pyrethrum is somewhat similar to that of mepacrine to quinine
in the treatment of malaria. There is the possibility in both cases
of the synthetic substance replacing the use of the other. The
cultivation of pyrethrum can, in this event, be replaced at short

notice by other crops.

B Tuberculosis

115. Annually about 500,000 deaths take place from tuber-
culosis in India and about 2.5 million open cases of tuberculosis
<uist in the country. These patients are conunually disseminating
infection among those with whom they come in contact. There is
Teason to believe that the incidence of the disease is higher in
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urban and industrialised areas. than in ryral regions. Owing to
¢ mugration of the labour population between industrial and
rural areas and the increased facilities for rail and road

the tendency has been for tuberculosis to spread to the country-

the country the tota number of beds available for isolation is in
the neighbourhood of 6,000. The number of doctors  with.
sufficient experience of tuberculosis work to qualify them for posts.
in tuberculosis institutions does not probably exceed 70 or 8o,
while those who haye had a short course of four weeks in the

subject may number about 250 or 300. Fully trained tuberculosis
health visitors are, in all probability, only about 100,

17. This
to show the magnitude of the health problem which tuberculosis.
presents in this country and the total inadequacy of the existing

Our Rccommcndations

118. In order to provide a comprehensive and integrated.
scrvice the  tuberculosis organisation should “include, (1) a
domiciliary service, (2)  clinics, (3) hospitals, " (4) after-care-

colonies, (5) homes for the incurable and in addition, (6) certain
ancillary services. . '

119. A home isolation and treatment service.—A scheme for-
organised home treatment has been working in Delhi during the
T "7 past few years under the guidance of the New Delhj Tuberculosis
Clinic maintained by the Tuberculosis Association of .India. This.

scheme has attained only very limited success, the reasons bein
- (1) certain difficultjes yising .out of the war, (2) the extremely
o un§a'tisfactory_ housing of the poorer sections of the community -

and (3) the inadéquacy of the funds made available for its
working. '

_ 120. The question of housing seems to present the greatest - :

© Tt - difficulty, particularly ip respect of - tuberculosis patients of the - j
poorer classes, who live In_one-room tenements where 1solation »

is impossible.  We recommend that, as a part of the antituberculosis .
campaign, local authoritjes should construct and maintajn A g

number of suijtable dwellings into ‘which the patient and members . g

of his family can be removed. Patients among the poorer sections -
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of the community will, on such removal, require to be provided
with accommodation free of charge. . .

121. The tuberculosis clinic.—The clinic forms the centre

spread into the homes of the people.  The treatment facilities it
offers will help to cure a certain number of patients, while the
more advanced cases will be sent for treatment ‘in ‘hospital. Those-
patients whose condition is too advanced for attendance at the
clinic, will receive domiciliary treatment from the medical and’
nursing staff of the clinic. During visits to the home the. patient
will be advised, by the doctor 3id the nurse, to carry out effective-
isolation, contacts will be persuaded to  attend the clinic for
cxamination and carly detection of the disease and steps will be
taken to promote the welfare of patients and their families by

is bound to take many years and therefore in the carly stages, only
such patients as are likely to benefit should be admitted to
hospitals.

I23. Our proposals for the development of hospitals and:
clinics during the short-term programme arc given below —.

Institutiona| service
The first five-year period :

(1) the establishment of a 2o.o-bcd tuberculosis:
hospital for each unit of Io~.m'¥'lh'on popula_tion;

(2) The establishment of a large clinic (to be
designated the “Main Clinic”), “with facilities for
the training of .medical and non-medical tuber-
culosis personnel, at each of. the places where the
200-bed hospital will be created; and

(3) The establishment of clinics of a smaller type at
the headquarters of each district in British India.
The total number required, after deducting the 33
main clinics, wil] be 183. o

Second five-year period : .

(1) 33 more 200-bed hospitals; _

(2) 33 more mamn chinics at the same places where
the new hopsitals will be located; and -

(3) 183 more district clinics.

from which curative and preventive work -~ in—tuberculosis- will
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The clinics and hospitals can serve only limited areas around
“the places where they are located. Even so, in these limited areas,
_as domiciliary tuberculosis service should be organised in
_association with each clinic. A certain number of suitable cases
will be sent by the clinic to the nearest tuberculosis hospital for
_more satisfactory treatment than can be provided locally.

124. After<are of paticnts.;—ln"a considerable proportioﬁ of

. cases tuberculosis patients - do not complctclymrrccovcr their

: previous health -and, in order to prevent relapse, it 'Is- essential
-that less strenuous working conditions and a more hygienic home
-environment should be provided for them on. their return from

‘hospital. To meet these rcquircrncntsnftcr—carc. colonies should -

“be established in close association with every tuberculosis hospital.

, 188, Homes for incurables.—The. need here is for the
provision” of such care as will make the final phase”of sickness
reasonably comfortable for the patient.  We recommend that,

—while-Governments should undertake. the building and equipment

.of such institutions, their maintenance can be suitably entrusted
«to philanthropic or religious. organisations “interested in social
.welfare, Governments undertaking to meet 2 substantial part of
the expenditure through generous grants.

126. Travclling tuberculosis units.—Onc way of extending
-the activities of the tuberculosis organisation outlined above is by
providini travelling tuberculosis clinics based on the district clinic
and working as far into the rural areas as possible.  These units
will have motor vehicles so equipped with all the necessary drugs
and appliances, including provision for - x-ray examination of
_patients, as to cnable them to  carry diagnostic and treatment
facilities of a reasonably high ordér to the areas served by them.
These units should have a hixed itincrary and should make about
3-4 visits per month to cach of ‘the 30-bed hospitals and dispen-
saries at the headquarters of individual primary units in the areas
under the scheme. - Apart from the’ diagnostic and treatment
facilities which these units can offer, 'they should also help the
~tuberéulosis campaign by ~ carrying out intensive education
:propoganda in those areas.’ : ' '

I L Smallpox
'127. Smallpox is-one of the three major epidemic diseases

.of India, the other two being cholera and plague. During the
period of 60 years, 1880-1940, the average annual rate of small-

-pox mortality-per hundred theusand of the population has varied.

from 10 to 80. Even after making allowance for such variability,

-there is reason —to--beHeve—that-the: total incidence ot the disease.

has decreased in the country as a whole. For instance if the two
‘ten-year periods, _1902-1_1_and 1932-41, are compa;gg_ and duc
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allowance is made for the increase in the population of the country,.
the rates of mortality from smallpox per 100,000 of the popula-
tion are seen to be 40 and 25 respectively. Nevertheless, it is a.
matter for serious concern that the average number of-deaths per
year from smallpox for the period 1932-41 should -have been as-
high as 70,000. The annual._cpidcmiological reports which are
published by the League of “Nations show that the rate of
incidence of smallpox in India is the” highest among all the-
countries for which statistics are given. ~

128. Striking evidence of the fact” that the vaccination-
campaign in the country has net-so far been carried out_effectvely -
is that, of the total number of smallpox deaths. at all ages, high
proportions occur among infants under one year of age and among;
children between 1 to 10 years. During the five-year period, .
1937-41, deaths due to smallpox among infants under one year,
when. expressed as percentages of the total mortality from this'
caus€ at all ages, ‘ranged from r12.1 to 19.7 and, during the
same period, the corresponding percentages for children between
onc and ten years varied from 19.2 to 30.5. IE effective primary
vaccination is being enforced in the country, it is children under
ten who should have the highest measure of protection.

129. Onc of the scrious consequences of smallpox is that;
not infrequently, those who recover from it lose their sight
partially or wholly. Blindness is a very serious handicap in life
to all persons and is particularly so in the case of children with
the prospect of a much longer period of disability than for those
who lose their sight at a more advanced age.

Our Recommendations

130. Primary vaccination and revaccination.—Primary
vaccination was compulsory in 1941 in only about 81 per cent
of the towns and 62 per cent of the rural circles in. British India.

In the province of Bombay primary vaccination was compulsory
only in 4.9 per cent. of the rural circles while in the North-

. West Frontier Province, the United Provinces, Sind,. Assam,

Coorg and Ajmer-Merwara it was not enforcible even in a single.
rural circle. Revaccination has been made compulsory as a
routine measure only in the province of Madras. :

131. We consider it essential that primary vaccination should
be .made compulsory throughout the country without delay. We
also recommend that other Provincial—Governments should, as
early as possible, follow the example of the Government of
Madras in making revaccination compulsory.

132. The training of vaccinators, " their recruitment and
“condidons of service—Ther¢ is considerable variation in the
provinces as regards the training given to vaccinators: the methods
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“of their recruitment and their conditions of service. The duration
-of the training varies from 3 to 10 months and the salary paid
‘to them ranges from a minimum of Rs. 10 per month in Bengal
‘to a maximum of Rs. 50 to a first class vaccinator in Madras. In
‘the provinces of Bihar and Orissa the ~ vaccinators employed in
‘tural areas are given no salary at all, the fees they may realise
“from the people for vaccinations carried out in their homes being
‘their sole remuneration. They are normally engaged for work
-only during the vaccination season, October to March. Such
conditions of service cannot attract and keep the right type of
" worker. otk ' o

133. The lowest figure for the average number of
vaccinations performed in a year by a vaccinator was recorded in
Bihar in 1939, namely 1,520, as against an average of 2,951 for
British India as a whole and the highest figure of 7,587 for the
"Punjab.

134. In the areas under our scheme vaccination against
smallpox should be one of the normal functions of the public
health inspectors, public health nurses and midwives employed
in each primary unit and the employment of a special class  of
vaccinators is not necessary.  Vaccination is only one of the many
forms of specific protection against particular diseases which the
health department  should provide for the people, and the
operation itself is so simple that there is no justification for the
cmployment of a special staff for this purpose. During the first
‘year of the working of the programmes the total population of
40,000 in a primary unit should be .vaccinated. For
‘this individual members of the staf mentioned above will be
required to devote only about 18 to 20 days of work.

135. In the areas outside our scheme it is equally essential
that in-intensive vaccination campaign against smallpox should be
organised without delay. An important step in this direction is
an improvement in the training and . conditions of service of
vaccinators in many provinces. The number of vaccinators employ-

~ed will have to be increased adequately and, basing our

recommendations on data available from Madras, we have indicat-
ed how other provinces may institute an effective campaign of
primary vaccination and revaccination.

Cholera™ =

~-———136._Cholera is another preventible disease which takes a

heavy toll' of life in the country and shows a wide
range of variation in its incidence from year to year. Some idea’
of this range of variation may be obtained from the cholera
mortality figures for the province of Madras in 1939 and 1943.
In the former the total deaths from the disease numbered abont
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2.000, the lowest incidence recorded for 60 years. Ir 1943 it
spread to every district in the province and ghe registered mortality
from this causc was 117,000. . The incidence -of-cholera -varies

. from province to province, those in which its prevalence is higk
being Bengal, Madras, Bihar and the Central Provinces and, to a
smaller extent, Orissa and the United Provinces,

137. The measures réquired for the control -of . the disease fall
broadly into two groups, (a) those which are permanent and (2)
those which are of a temporary nature. The former include the
following:— . :

(1) the provision of protected water supplies;

(2) the satisfactory disposal of nightsoil s0 as to prevent the
possibility of contamination, by infective material, of
food and water supplies; and

(3) sanitary control over the production, distribution and
sale of food.

In regard to cach of these the position in India today is far
from satisﬁzctdry. Protected water supplies are available only in
the larger towns and cities and they serve only small proportions
of the population in individual provinces.  Provision for the
Pproper collection and disposal of nightsoil is quite inadequate in
rural areas and in the majority of urban centres, including many
towns and even certain cities. The sanitary control exercised
over the production, distribution and sale of food leaves much
to be desired in all parts of the country.

138. Anticholera measures of ‘g temporary nature are of

special value when an outbreak of the disease takes place. These
include :— ' '

(1) isolation and treatment of patients;
(2) disinfection of infective material; and
(3) immunisation of the people by anticholera inoculation.

As regards (1) and (2) above little or no effective action is
eing taken in most parts of the country, particularly in  the
rural areas. Isolation hospitals are few in number and even those
that exist are ‘far from satisfactory as regards their staffing and
¢quipment. As regards anticholera inoculation, the popularity of
this measure has been a process of steady growth. The people
- have come to recognise-its value and are, broadly speaking, will-

Ing to accept inoculation when an outbreak of the diseasc takes
place. ’

Our Recommendations

139. Permancnt measures.—We haye

suggested, in the
chapters dealing  with water supply and

general sanitation,
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comprehensive . programmes of developments of urban and rural
water” supply and nightsoilAdis@o's'al'systcms. In providing these
basic facilities for sanitary improvement, Provincial Governments
should direct that, in fixing priority, consideration should be
given to the incidence of cholera in individual towns and villages.
In this way, the main centres of cholera prevalence 'can  be

brought under effective control and the spread of the disease from

such sources of infection, prevented. Simultaneously with these
improvements th
of the health organisation we have recommended should help to
introduce a large measure of control, over the food of the people
so as to ensure freedom from contamination. There will also be
a rise in the general level of environmental hygiene. The combin-
ed effect of all these measures is bound to be a marked reduction
in the incidence of cholera and other bowel diseases.

measures.— Lhe temporary - measures Wc

140. Temporary

have indicated above should be carried out by the primary unit™

staff as effectively as possiblc. The active. assistance of the
members of the Village Health Committees would prove

invaluable in enforcing these mcasures.

Pilgrim Centres

-141. Pilgrim centres have, in the past, played an important
part in the spread of cholera. The adoption of special measures
for safeguarding the health of pilgrim centres has now become
an established practice in the country. In addition it has been
found useful to cnforce the compulsory inoculation of " persons
against cholera before they are permitted to attend such festivals.
At the instance of the Central Advisory Board of Health this
measure has been carried out by a certain number of Provincial
Governments in selected festival centres with encouraging results.
The adoption of this mcasure on 2 wide scale should prove to
be an additional precaution against the possibility of outbreaks

“ of cholera starting in festival centres.

Plague

T42. The- history of plague in recent times dates from 1896

the seaport of Bombay from China
large parts of the country. In 1904
hed the very high figure of nearly

hen there has been a considerable reduction
lity from

when it was ‘introduced 1nto
and sprcad rapidly over very

1,150,000. Since t
in the incidence of plague, the average annual mort2
-41 being only about 19,350.—- e -

this cause during 1939

marily.a disease of certain rodents and

apprcciablc scale takes place only"imdcr
ociation between man and such

143. Plague Is pri
human infection on an
conditions favouring close ass

e gradual extension, over the country as a whole, .
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rodents. In India the animal is the rat while, in other countries,
the reservoirs of plague infection are certain other rodents. Man
becomes infected from such animals through the bite of the fleas
which live and feed on these animals. =

144. Plague appears in two forms, bubonic and pneumonic,

the Jatter being the more severe of the two. The rate of mortality
in bubonic plague may be high as 60 to 70 per cent among those

who are attacked, while that for pneumonic plague is practically

- -

cent per cent.

145. Although the incidence of the discase has become very
much reduced within recent years, the Director of the Haffkine
Institute, Bognbay, has pointed out that certain endemic areas
exist in different parts of the country and that they constitute a
constant threat in as much as, under favourable conditions, plague
may spread from these centres to other parts of India. These
centres are situated in cool and moderately damp areas from the
Himalayas in the north through Central and Eastern India to
the Deccan and the province of Madras.

Our Recommendations

146. The measures against the discase should mainly  be

 directed against the rat as the primary reservoir of infection from

which the discase spreads to man. The keeping down of the
rat population in inhabited areas, particularly in the endemic
centres of plague, is therefore an important preventive measure.
Rats grow in numbers in human dwellings only when they can
sccure food and adequate protection. The elimination of these
conditions is therefore the purpose to be kept in view. The
systematic destruction of rats by various -methods is also another
important measure which should be generally adopted.

147. The steps to be taken for rendering the conditions in
residential areas unfavourable to the growth of the rat population
include (a) the construction of rat proof dwellings and rat proof

- grain stores and railway godowns, (b) control over the location
- of certain trades and industries which attract rats -and (c) an

improvement of the general sanitary condition of the towns and’
villages, as the throwing of barbage in public places encourages

the breeding of rats by providing them with food. OQur
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Treatment of Plague
148. Till recently, there was no specific treatmen: for plague
and the efforts of the physician were mainly directed towards - *
gving relief to the patient and to the keeping up of his strength.
A few years ago the Director, Haffkine Institute, prepared 2
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serum which, on field trial, was established to be definitely ‘more
effective than the ordinary form of treatment. Sulphapyridin
and sulphathiazole have also been found to be useful in  the
treatment of plague. Of the two, sulphathiazole is considered
the better drug because its effectiveness 1s probably a little higher
and its toxicity less. e e 4

Leprosy

149. The number of persons suffering from leprosy in the
world has been estimated as somewhere about five millions and,
of these, leprosy patients in India are believed to be at least a
~million. “There 1s a belt of high incidence including the whole
of the east-coast and the south peninsula, includiné’\Wcst Bengal,

South Bihar, Orissa, Madras, Travancore ‘and Cochin. In the
central parts of India the incidence tends to be lower but there

~:are some foci of higher incidence. -~ There is a belt of moderate

incidence in the Himalayan foot hills, running across the north
of India, while in most of the north-west of India there is very
little leprosy.”*

150. In the highly endemic ‘areas its incidence may range
from two or five per cent of the population and, in restricted
areas, it may cven be as high as 10 to 15 per cent. In the non-

“endemic regions of North-Western India, on the other hand, .
large. areas may show no cases at all while the general level of

incidence -is stated to be as low as.0.01 per cent or one per ten
thousand of the population.

151. Cases of leprosy are broadly divided into two groups,
the “neural” and “lepromatous” types. The former constitutes
the “benign” form of leprosy and the other the more severe and
infectious. type. While for the country as a whole the proportion
of lepromatous cases is estimated at about 20 per cent of leprosy

. patients, there are areas where the proportion of this severer type

35 as low as 4 per cent and others in which it rises even to 50
Per cent. . In estimating the importance of leprosy as a public
bealth. problem the rate of incidence and. the relative proportion
of the lepromatous type should both be taken into consideration.

‘Our Recommendations

152. In order to promote antileprosy work on proper lines
we put forward "the following™ proposals for the short-term

programme:—

(a) the creation of provincial leprosy organisation;

*Report on Leprosy and its coHtAr‘o.] in India (1941) by the Specia'f .Com-
mittee appointed by the Central Advisory Board of Health.
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(b) an increase of the existing provision for institutional
treatment of out-patients and in-patients;

" (c) development of group isolation colonies;
(d) substantial financial help to voluntary organisations
" engaged in antileprosy work and
(¢) the establishment of a Central Leprosy Institute.

The Provincial ch_rosy Organisation

153. As a preliminary Step towards organising antileprosy
work on sound lines a leprosy organisation should be created at
the headquarters of each province, in which the discase is 2
definite public health problem, this organisation being made an
integral part of the provincial health service. At its head will
be the Provincial Leprosy Officer, who will be responsible for
organising antileprosy work in all its branches.

An Increase of the Existing Provision for Institutional Treatment

154. The leprosy clinic is an important link in the chain
of measures for the control ‘of the discase and it should perform
the dual role of providing remedial and preventve care to the
people in the same manner that the tuberculosis clinic does in
the campaign against that discase. A start should be made by -
providing a properly equipped and staffed leprosy clinic in
association with cvery secondary health centre hospital.  Existing
leprosy clinics require to be staﬂ{d and equipped properly in order
to improve the quality of the work that they are doing.

155. Existing provision for the isolation of leprosy patient
is limited to about 14,000 beds, while infective cases requiring
isolation may well be about a quarter of a million. We propose
that, in the first five years of our programme, an additional
14,000 beds should be provided and that, in the next five years,
an equal provision of another 14,000 beds should also be made.

Development of Group Isolation

156. An adequate expansion of institutional facilities so as
to provide for the isolation of all the infective patients in the

country can hardly be expected to materialise for a very long time
to come. The possibility of developing group isolation therefore
requires serious investigation. Certain points to remember in this
connection are that the period of isolation will be long, perhaps
vears, that provision should be made for medical care although
it may not be of a very high standard, that the scheme, if it is
w0 be widely adopted, should-be sufficiently cheap to suit the
economic level of the country and that provision should be made

0 promote corporate life in the isolated community and to enable
i
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the more able-bodied members-of it to work and contribute
towards the maintenance of the colony.

157. Certain experiments for developing isolation colonies

" have already been carried out in this country and are being project-

ed in the near future. Local conditions vary considerably in
different parts of the country and we consider that group 1solation
colonies should be developed in all the more important areas where
leprosy is a health problem. - We have suggested an annual
expenditure of Rs. 3 lakhs on the development of such colonies
during the first ten years.

Financial Help to Voluntary Organisations.

158. Missionary bodies have so far ¢ontributed much more
to the development of antileprosy work in India than public
authorities. For instance, it is understood that a little over
10,000 beds out of a total of 14,000 in the country are maintain-
ed in missionary institutions. In addition to a wide expansion
of measures -against the -disease under the auspices of the
Governments and of local health authorities, it will be necessary
for voluntary effort to continue unabated- in this fieid and we
have therefore recommended provision to the extent of Rs. 187.5
lakhs during the first ten years to subsidise such effort.

The Central Leprosy Institute

159. We consider it necessary that a Central Leprosy Institute
should be established, its main functions being (1) the training
of leprosy workers, (2) the active promotion of rescarch in the
subject and (3) the development of an information service provid-
ing the latest information regarding the treatment of the disease
and antileprosy work in general for the benefit -of Governments
and organisations interested in leprosy in India.

" Venereal Diseases

160. The incidence of venereal diseases in India is unknown.
A survey (the results of which were published in 1933) by Sir
John Megaw, a former Director. General of the Indian Medical
Service, regarding the incidence of syphilis and gonorrhoea in
this country showed that the rate of their total incidence was
somewhere near 37 per 1,000 of the population. This is a
sufhiciently high figure to point to the urgent need for fuller
investigation as well as for the starting of a campaign against

them on as extensive a scale as circumstances would permit. Their

importance from the point of view of producing sickness and
Incapacitation cannot be over<mphasised. Both syphilis and
gonorrhoea are responsible for such blindness. - Of the two,
syphilis i1s the more important. If not ,treated in time and
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adequately, it produces degenerative changes of a varied character

- . D - - .
in_the internal organs of the body and, in a certain number of

S

cases, it also causes the condition known as the’ genéral paralysis—

of the insane. The disease is transmissible from parent to offspring
and is responsible for a considerable” proportion of the abortions
and premature births that take place. Syphilis accounts also for
a large amount of mental deficiency. Gonorrhoea, in its turn,
contributes to ill-health through joint troubles and - various
conditions affecting the genito-urinary organs in both sexes. In
women it may produce sterility.

Our Recommendations

161. The measures which are necessary for the control of
these discases may be divided into two broad groups, namely, (1)
those which provide the best available forms of medical care, pre-
ventive and curative, and (2) those which are designed to dis-
courage promiscuity and to control prostitution.

162. Our recommendations under (1) include the provision
of free and confidential treatment to all persons secking such treat-
ment, of facilities without payment of fees for personal prophylaxis
and of adequate facilities for. the diagnosis of these discases as well
as the creation and maintenance of a follow-up service and educa-
tional work among the people in regard to their spread and control.

163. Measures designed to 'discouragc promiscuity in the

community .and to control prostitutiog are obviously more. difficult .

to devise and enforce than the medical measures recommended
above. Education in a wide sense of the term, so as to promote
the growth of the individual’s moral sense and of his responsibility
towards himself and the community, and sex education intended
to create a correct appreciation of the problems of sex relationship
and to impart knowledge regarding the spread of venereal diseases
and the dangers that arise from them, must together provide the
conditions essential to secure the success of any attempt to control
indiscriminate sexual intercourse, whether it be in the restricted
field of prostitution or outside it.© We have proposed the gradual
provision of sex education to all sections of the community, such
provision starting first- with teachers in training schools and col-
leges and, through them, extending to school children and college
students. Steps for controlling prostitution are also  suggested.
These include the enforcement of severe penalties on those who
keep brothels and on landlords who promote the use of their pre-
mises for this purpose. . As regards the prostitute, our recommen-
dations are intended to provide her with adequate medical treat-
ment for venereal diseases as well as to help her, through educative
work, to return to the normal mode of life.
°
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Hook-Worm Disease

164. The hook-worm produces its _harmful effect on the
human host by the loss of blood it causes through feeding on him,
by irritation of the bowels which it produces and the resulting dis-
turbance of the digestive function and by the secreation of a poiso-
nous substance which prevents the clotting of blood and thus
promotes bleeding. The disease is widely prevalent in India. The E
labour populations in Assam and certain parts of South India and' -
of the plantations in Coorg are heavily affected as well as the
gencral population of certain parts of Travancore, Malabar and
South Kanara. Varying intensities of infestation are found in the
provinces of Bengal, Bihar, Orissa, the eastern portion of the Cen-
tral Provinces, some parts of the United Provinces and the Punjab
and on the east coast of Madras. The North-West Frontier Pro- |
vince, Rajputana, Sind, Kathiawar, Central India States, Hydera-
bad, Deccan and Mysore State are practically free.

165. Our recommendations regarding the provision of ade-
quate arrangements for nightsoil conservancy in rural and urban
arcas will; if implemented, constitute an important step towards
the control of hook-worm disease. Soil pollution. through human
excreta and the habit of walking barefoot constitute the two main
factors responsible for its spread.  What is therefore needed is that -
the people should be taught how to render these factors inoperative.
The health education campaign, which we hope will be conducted
in the schools and colleges and among the general population as
an essential part of our programme, should help materially towards
this end. In the mecantime mass treatment, by the administration

. of the appropriate drugs, should be carried out among the heavily

infested grougs of the population. The simultaneous development
of a system of nightsoil conscrvancy for such communities, on lines
suited to local conditions, is also necessary.

. Filariasis
166. The disease leads to the permanent swelling of the legs
and certain other parts of the body,-besides causing recurring at-
tacks of fever and inflammation of the lymphatic system. It is
responsible for a considerable amount the preventible suffering and
disability, although it does not cause death. '

167. Bengal is the most heavily affected province in India.
The incidence of filariasis is high in’ the western districts of this
province and its intensity gradually decreases eastwards and north-
wards. The Chittagong Hill Tracts and the northern districts of
Jalpaiguri and Darjeeling are free. - In Assam the disease is pre-
sent in many districts, although its intensity is lower than in Ben-
gal. - In Biharits incidence is relatively high in-the-Gangetic plain
and in Orissa in the coastal districts. " In Madras areas of mode-
rate prevalence exist in the districts of Tamjore, Kistna, Godavari..
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and Vizagapatam and in Saidapet near Madras City, while the
coastal tracts of Malabar and South Kanara districts and of the
Indian States of Travancore and Cochin show areas of high
icidence.

168. Extended research has failed to produce a satisfactory
cure for this disease. The only effective measures against it known
at present are those which are concerned with the control of the
carrier species of mosquito. In the affected areas it is therefore
essential that adequate control measures should be undertaken in
order to secure an effective reduction in the mosquito population.

. |
Guinea-worm Disease

169. Guinea-worm disease is widely prevalent in certain dis-
tricts of the North-West Frontier Province while its incidence is
relatively low in the Punjab. The Rajputana desert is free but
many of the States in Rajputana and Central India contain heavily
infected arcas. In the Central Provinces, Bombay Presidency, the
Nizam’s Dominions and Madras Presidency the disease is prevalent
over wide areas.  Well watered tracts, with a fairly heavy rainfall
such as Bengal, are generally free.

170. - The prevalence of the discase is dependent on oppor-
tunities for the infection of water supplies by persons harbouring
the worm. In the affected areas step wells, tanks and other sources
of water liable to contamination are responsible for keeping up the
infection and the application of lime to such water supplies has
been shown to be effective in sterilising them.

Cancer

-.171.. Such evidence as is available seems to suggest that the
relative incidence of cancer in India is probably as high as in wes-
tern countries. As regards the causative factors “whether it be the
cervix, the oral cavity, the penis, the skin or the gastro-intestinal
tract, the factor of irritation seems to excel all other possible causes
and brings the problem of this fell disease within the scope of pre-
ventive medicine.”’ '

172. Our proposals for the shortterm programme are :—
/ prop : _prog

(1) Provision for radium and for deep x-ray treatments
should be made, in addition to existing centres for such
treatments, at all the hospitals associated with the present
medical colleges and with those which will be estab-
lished during the short-term programme. The centres
at which such facilities are now available are shown in
Appendix 20 of Volume IIT of the repert.
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(2) In addition to the Tata Memorial Cancer Research Hos-
pital at Bombay, three more institutions for promoting
advanced research and teaching in the subject are needed
to serve North-Western, Eastern and. Southern India
respectively.

(3) A considerable extension of diagnostic facilities will be
necessary. The laboratories attached to the secondary
unit hospitals, the provincial public health laboratory
organisation with its regional branches, which we have
recommended in the chapter on medical research, and
the special institutes referred to above should all help to

provide this extended service.

Mental Diseases and Mental Deficiency

173. Conditions of menta] ill-health may be divided into
two broad groups, (1) mental disorder, and (2) mental deficiency.
The former may be either inherited or acquired and very often
it is both. No age is exempt from mental disorder, although the
types may vary at different age periods. A large proportion of

t=]
these patients 1s amenable to modern methods of treatment.

174. Mental deficiency is ascribed, on the other hand, to a
hcrcditary or congenital taint or to some accident or illness occur-

Ting just before or soon after birth. Although the condition is
gencrally regarded as incurable, by proper care and supervision the
majority of defectives can be made to lead uscful but segregated
lives, and they can also be prevented from becoming criminals and,
in the case of girls, social menaces.

175. In England and Wales there were, at the beginning of
1937, about 129,750 patients under treatment in mental hospital,
a proportion of 3.2 mental patients per thousand of the popula-
tion. In America, the annual admission rate has varied from 5 to
8 per thousand in different years and in different States. In India |
there is no reason to believe that the rate of incidence of mental
diseases is in any way less than those for England and the United
States. While certain factors which are operative in those coun--
tries may not affect India to the same extent, other factors such as
chronic starvation or under-nutrition, tropical fevers, anaemias and
frequent childbirth in women, who are unfit for motherhood, are
Tesponsible for large numbers of mental breakdown in this country.
In view of these considerations, even ‘if the proportion of mental
patients be taken as 2 per thousand of the population in India,
hospital accommodation should be available for at least 800,000
mental patients as against the existing provision of a little over
10,000 beds for the country as a whole. In India the existing
number of mental hospital beds is in the ratio of one bed to about
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40,000 of the population (taking the present population of the
country as’ 400 millions) while;, in England, the corresponding
ratio is approximately one bed to 300 of the population.

176. As regards the possible numbers_of persons_ suffering
from varying degrees of mental disorder, who may not require
hospitalisation and yet should ‘receive treatment, and of-those suf-
fering from mental deficiency, it seems almost certain that the
numbers are likely to run into several millions in this country,
if the rate of incidence in England or America can be taken as
even an approximate guide for making estimates for India.

Nz -

Our Proposals

177. As against this- background of mental ill-health the
<xisting provision for the medical care of such patients is altogether
inadequate and unsatisfactory. We ‘therefore make the following
recommendations for the short term programme :—

- (a) the creation of mental *health organisations as part of
the establishments under the Director General of Health
Services at the Centre and of the Provinciil Directors of
Health Services ;

(b) the improvement of the existing. 17 mental hospitals in
"British India and the establishment of two new institu-
tions during the first five years and of five more during
the next five years ;

(c) the provision of -facilities for training in mental health
for medical men in India and abroad and for ancillary
personnel in India; and

(d) the establishment of a Department of Mental Health
in the proposed All-India Medical Insttute.

178. (a) The creation of mental health organisations as
part of the establishments under the Director General of Health
Services at the Centre and of the Provincial Directors of Health
Services—The creation of mental health organisations as part of

‘the establishments of the Director General of Health Services at

the Centre and of the Provincial Directors of Health Services is, in
our view, of such great importance that we have placed it first
among our recommendations. So little information is available
regarding the incidence of mental ill-health in the country and
the developments in this field of health administration, even in
the more progressive countries, are so recent that we feel we shall
not be justified in attempting to make detailed recommendations
regarding the mental health organisation which the country re-
quires. We must leave this task to the health departments with

“the guidance of the specialists, whose appointment we have

suggested.
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179. (b) The improvement of the existing 17 mental hos-
pitals and the establishment of two new institutions during the first
five years and of five more during the next five years.—Radical
improvements should be made in the existing mental hospitals in
“order to make them conform to mddern standards. Provision
should also be made for all the newer methods of diagnosis and
treatment.  Apart from such remodelling of existing mental hos-
pitals we recommend the creation of 7 new 1nstitutions during:
the short-term programme, of which at least two should be estab-
lished as early as possible during the first five-year period.

180. (c) The provision of facilities for training. in mental
health work for medical men in India and abroad and for ancilla
personnel in India.—Nowhere in this country are available all the-
facilities necessary for the starting of a course for the Diploma in
Psychological Medicine. We recommend that, as early as possible,
courses of training for this Diploma should be developed in Bom.-
bay and Calcutta in association with the universities concerned.
We also suggest that, as soon as. possible, similar diploma courses.
should be developed in the universities_of other provincial capitals.
In the meantime a certain number of carefully selected medical
men, with some experience of work in mental hospitals in India,
should be sent abroad for training. Provision should be made for
sending at least 20 doctors during the first five years and another
20 during the sccond five years of our programme.

We have also made proposals for developing training facilities.
for non-medical mental personnel, including such workers as
occupational therapists, psychiatric social workers, psychologists,

- nursing staff and male and female ward attendants.

181. (d) The establishment of 2 Department of Mental
Health in the proposed All-India Medical Institute.—This _Dcpart-
ment is calculated to promote (1) the development of facilitics for
the under-graduate and postgraduate training of doctors in all
branches of psychological medicine and the demonstration to .thc
provincial authorities of the standards to bé aimed at when §1ml_lar
facilities are created by these authorities in their own territories,
(2) the promotion of research in the field of mental health, and’
(3) participation in the organisation of a mental health programme-

for the area in which the Institute is located:

- L e e

ENVIRONMENTAL HYGIENE

182. Under this head we deal with the subjects of (a) town
and village planning, (b) housing, rural,and urban, '(c) water*
supply, (d) general sanitation, including conservancy and -drain-
age, (e) river and beach pollution, (f) control of insects, rodents

and other vectors of disease,_and {g) control of trades_da_r_lgg_—gus' ‘

and offensive to the community.
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Town and Village Planning

183. Most of the populated rural and urban centres in the-
country have grown up in the past without due regard to the prin-

ciples of planning. In the postwar period new large scale indus-

trial developments, the execution of large public works and other
activities will, in a]] probability, help to create new townships.

and settlements and thus further the process of urbanisation. It.
is, therefore, essentia] to regulate the growth of towns 1n accord--
ance with the principles of sound town planning, to make a deter—
mined effort to eradicate existing slums and to prevent conditions
in which they can again grow and thrive, =

Our Recommendations

184. (1) A Ministry of Housing and Town and Village Plan-
i should. be established in each province as only in this way.

can the subject receive the attention which it demands. At the

cause the direct rcsponsibility for planning and execution will rest
with Provincial Governments. Byt there should be at the Centre
an expert in town Planning who, for the purpose of administra-
tion, may be attached to the establishment of the Director General
of Health Services under the Ministry of Health. This officer
should be the consultant to other departments of Government such
as the Railways and Posts and  Telegraphs. Al requests from
the provinces for financial support from the Centre in respect of
their town and country planning schemes should be scrutinised
by him from the technical point of view. The Central Directorate
of Town and Village Planning should also function as an informa-
tion bureau for town pianners throughout the country. -

185. The Provincial Ministry of Housing and Town and
Village Planning should have 5 technical expert as its adviser, who
may be called the Director of Town and Village Planning, with
suitable subordinate staff under- him. A]] local authorities,,
improvcmcnt trusts, building societies, industrial organisations,.
Private estite dévelopmcnt concerns and government departments
should submit thejr schemes for such development or slum clear-.
ance, if they come within certain prescribed tandards, to the

rovincial Ministry of Housing and Town and Village Planning
Or previous sanction. The Drrector of Town and Village Plan-
Mng will be responsible  for the technical scrutiny of all these-

- schemes,

Town and Village Planning Legislation

~ 186. Legislation to regulate planning n respect of towns
EXISts in the provinces of Madras, Bombay, the Punjab and the
Nited Provinces. But, as far as we are aware, no such provision.
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exists 1n respect of rural areas. We consider that legislation

should be enacted in all the provinces on a fairly uniform basis
and that it should include, within its scope, both urban and rural
areas. We therefore suggest that the Central Government should,
in consultation with town planning experts, draw up model
legislation and recommend its adoption by the provinces or, with
their approval, secure the enactment of an all-India measure. In

“either case, the proposed legislation should include all the require-

ments that modern conceptions  regarding town and village
planning would suggest for incorporation.

.Planning in Urban and Rural Areas .

187. Large cities.—In some of the larger and more congest-

-ed cities in India improvement trusts have been engaged, for some

tme, in slum cleirance and the improvement of housing. The
results have not, however, been satisfactory in a number of cases,
because cleared areas resulting from costly demolition operations
have been allowed to be built over without adequate control. The

existing  legal and administrative-procedure  should, where

D . - .
necessary, be so modified as to ensure that such undesirable

developments are not permitted to continue. ~ We recommend
that improvement trusts should be established in all the larger
cities of the country for dealing with slum clearance and rehous-
ing problems. One of the hamﬁcaps from which existing improve-
ment trusts suffer is lack of technical assistance. Every trust
should be_required to employ a town planner on its staff as soon
as trained personnel of this class becomes available in sufficient
numbers.

188. Other urban areas.—The urban areas for which the
establishment of improvement trusts is likely to be considered not
feasible will, from the point of view of size and importance, be
such as to make them suitable for inclusion in the district health
organisation we have proposed carlier. The local authority that
should be made responsible for the planning of such urban areas
should be the District Health Board. This authority. should, as
in the casc of-an improvement trust, be required to maintain on
its establishment a trained town planner.

189. Rural areas.—In thcﬁéarly stages of our programme it
‘will be difficult to extend planning operations into the rural areas
as a whole. During this period, attention may be confined to the
lay-out of new villages which may be established as the result of
developments in industry, mingjng, agriculture or the settlement
of demobilised personnel. 'In the case of all new villages, - the
Provincial Director. of Town and Village Planning should be
-consulted beforehand by the department concerned and he should

-design the lay-out.
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Locaton of Induery .

190. The haphazard location of industries jn inhabitcd-arFé}f{-_
must be controlled by proper “legislation. ~ Legal provision exists -
in_certain provincial Local Self-government Acts for enabling the
local authority to regulate théir location within their areas.  We
desire to see adequate provision for controlling the location of
industry included in the proposed model legislation for town and.
village planning. Our suggestion that the lay-out of any. new
industry should ‘be submitted. to the Ministry of Housing. and’
Town and Village Planning for previous approval should also -
apply to residential accommodation provided for industrial’
workers. A colony for such workers should not be permitted on
a temporay basis for a longer period than three years and, even
during this period, adequate provision should be made for such.

amenities as roads, water, drainage, sanitation and lighting.

Training Facilities for Town Planners

191. We make two recommendations. One i1s thata certain.
number of selected individuals should be sent to Europe and
America for trainingtin the subject. The other is that town plan- -
aing experts from abroad should, if necessary, be rt:cruitcrsJ un:
short-term contracts and that training centres should be set up
at least in a few universities in the country.

'Housing, Rural and Urban

192. Housing conditions in India  present: a: deplocuble -
picture. © The impressions that we gained during our tours.
indicate extremely unsatisfactory conditions of housing in some

rural and urban areas and, in particular, appalling conditions of ~__

overcrowding in industrial centres. The singlé room tenement is
2 common feature of even many of the more recently constructed
housing accommodation in industrial areas. Such tenements often
house more than tne family and, in any case, have to serve as.
living room, kitchen and bed room.  The sanitation of these
dwellings 1s  usually inadequate and of a very rudimentary nature.
Thousands of workers have been drawn to these industrial centres .
by new war industries or by the expansion of old ones, but little
attempt has been made to provide the additional accommodation |
required.  The result is that conditions in Calcutta, Bombay,

~Madras and Kanpur, to  mention - only-a few cases, are indes

cribable and intolerable, “Thousands are without any home or -
shelter and have to ljve and sleep on pavements, verandahs, open
sPaces, under trees, in cow sheds or in any temporary shelter.

Recent Housing Dcvelopments in Western Countries

193. Between the two world wars the provision of adequate -
housmg for the people was recognised in-most European countries .
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as an urgent and important social problem and Governments
accepted the view that “housing has become a public utility” and
‘that “the right to live in a decent dwelling has taken its place in
the “national minima”—the right to good and abundant water,
to sanitation, to adequate fire and police protection, to the use of
‘paved and lighted roads, to education. to a certain amount of
'medical care, and, in most European countries, to various forms
-of social insurance”. These-national housing schemes have certain
features which include control by the public authority over hous-
ing standards and financial aid directed towards promoting the
building of houses of the required quality and in sufhicient
;mn;bcrs, and the maintenance of the scales of rent at reasonable
evels.

Our Recommendations

194. In India a long-term policy, comprehensive in scope
and modern in outlook, is essential for a_satisfactory solution of
the housing problem. The objective to be attained is the creation
of hygienic houses in adequate numbers and of adequate size, in
“sanitated” areas equipped with all the facilities necessary for
community life.” In the execution of the housing programme
Governments and public authorities should perform the following
functions:—

(i) the planning, execution and regulation of hous-
ing programmes, including participation by local autho-
rities and improvement trusts in house construction and
maintenance;

(i) the grant of financial assistance by long-term loans at
low rates of interests, or grants-in-aid; &

(i) the prescription and enforcement of standards; and

(iv) the promotion of housing research.

195. Functions of the Provincial Gaevernments.—Upon

“Provincial Governments must rest the primary responsibility for

dealing with housing -and town and village planning. The hous-

-ing of the people is ‘essentially a State responsibility. It may, of

course, be delegated under suitable. conditions and in defined areas,

- 10 local bodies or public authorities such as improvement trusts.
" Elsewhere it will be necessary to utilise every available agency if

a comprehensive programme is to be planned and executed within
a reasonable time. Provincial Governments -should consider the

. establishment of a statutory body, under the direction and control
. of the Ministry of Housing and Town and Village Planning, with
financial resources and power-to ‘plan-and execute a province-wide—|

house construction and town and village development

- -programme on a 20—30 years plan, in five yearly stages. The
- .Provincial Ministry of Health'is deeply concerned in the proper

DA




boed

Y

G s e Vor ey

Sie A g s e

65

execution of any housing schemes and should be responsible for
the control and enforcement of minimum standards in the design
and construction, not only of houses but also of environmental
amenities, such as water supply, sanitation and recreation. The

™wo Ministries must work in close co-operation with one another

and the staff of the Ministry of Health must, at all stages, be in
contact with those who are responsible for the execution of housing
schemes and town and village planning.

196. Functions of the Local Authority.—Our recommenda-
tions for provincial and district health administration, will, if
implemented, establish certain new- local authorities in the place
of existing ones. We visualise the creation of separate district
organisations to deal with health, education, public works, znd
communications, in order to provide more favourable conditions
for efficient administration.  In carrying  out a province-wide
housing and planning policy in urban and rura] areas, the work of
enforcement of standards, from the health point of view, will fall
upon the district health organisation and its officers.  On the
other hand, the actual construction and maintenance of housing
colonies will be carried out by the district agency which deals with
public works and which, in this connection, will be under the
control of the Ministry of Housing and Town and Village Plan-
ning or the authority to  which the Ministry has delegated its
powers. - ‘

197. Housing standards.—We have set oyt certain general
recommendations regarding the minimum standards to be pres-
cribed for all houses built under public or private auspices.  For
details regarding these “standards  reference may be made to
paragraphs 25 to 33 of chapter XIII of Volume II of our report.

198. Type plans.—The legal enforcement of housing
standards is only one method of approach towards raising the
quality of construction. Type plans and estimates covering a
considerable range of cost, material and sizes should be prepared.
These plans and estimates- should be based on local rates of cost,
as far as possible, and should Incorporate locally procurable
materal and they should be made readily available to the general
public.

Housing for the Lower Income Groups

199. We believe that an India-wide housing programme
should give first priority to the needs of the lower income groups
of the population. It is not casy to'fix an upper limit of income
suitable for all provinces. In the South it might be Rs. 100 to
150 a month and in the North Rs. 150 to 250. The limit would
have to be fixed by each Provincial Government.
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200. Urban areas.—In many towns and cities industrial wor-
kers live interspersed with the general population and the housing
problem must therefore be comsidered for the community as a
whole and not for industrial workers only, bearing in mind the
income levels we have suggested for defining the working class
population.  We believe that future developments in the housing
sphere will be regulated-on proper lines if such developments are
undertaken under public auspices, particularly in the larger urban
centres.  We have already said that the responsibility for providing
houses for the people rests on the Governments of the country.
Local authorities and industries should, no doubt, bear their share -
of the cost, but the State cannot escape the fundamental responsi-
bility. :

201. Rural areas.—The housing “problem in rural areas
presents special difficulty. The Governments concerned, through
such local authorities as may be suitable, should be responsible for
enforcing minimum standards in-any new village construction.
They should also assist, with finance, advice and example, in the
improvement of existing houses in rural areas. Type designs for
new houses and suggestions for the improvement of existing ones
should be made available to the villagers through the Health and
other appropriate Departments. ,As in the case of housing in
urban areas. Governments should be prepared to finance or assist
in financing any approved schemes for new housing or housing
improvement, whether sponsored by the Governments themselves,
by local authorities, by co-operative banks or socicties or by private
interest.  Governments must, however, exercise control over the
planning and execution of such schemes and, in particular, over the
rents to be charged for new houses, and any increase in the exist-
ing rents in the case of housing improvement.

Water Supply

202. According to the 1939 report of the Public Health Com-
missioner with the Government of India only 253 towns out of a
total of 1,471 towns of all sizes in British India possessed protected
water supplies. The population served by these was about 12.7
millions or 48.7 per cent. of the aggregate population of all the
towns, but only 4.5 per cent. of the -total estimated population of
Britsh India in that year.

Rural water supplies are drawn mostly from wells, tanks,
rivers and streams and they are almost completely unprotected.

Our Proposais

203—A—vigorous policy should be adopted immediately by
Governments for the development of a water supply programme,
which should aim at providing the entire population under .thcu' :
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charge with safe water for drinking and domest;c purposes with-
1n a period of about 35 years. The initiation of the scheme._should
not be-left to-locat-authorities and sufficient funds should be made
available to complete the Programme within thjs period. Techni-
cal bodies, which may be designated Central and Provincial Water
and Drainagc Board, should be established in order to assist Gov-

ernments in the planning and execution of water and drainage
schemes on 2 comprehensive scale,

"~

204. Functions of WiteS5nd Drainage Boards, Centra] and
Provincial—The Central Board will perform  the dua] task of
carrying out, in the Central Administered Areas, the same duties
which the Provingal Board will perform in its own territory as
well as of dealing with various matters of interest and importance
to more than ope province, such as the conservation of water on
an all-India basis an Inter-provincial problems of drainage and
river pollution. [n addition, the Centra] Board will  assist the
Central Governmene in carrying out its general policy of promot-
ing co-ordinated ¢Hort in_the provinces  and of giving financial

aid and technical advice in the furtherance of their  water and
dr:nnngc schemes. -

205. The more Important among the functions to pe per-
formed by the Central and Provincial Boards ip their respective
arcas include (1) the conservation of the available sources of water-
in_their respective territories and ‘its allocation to the different
needs of the community, (2) the ‘general planning of water supply-
and drainage schemes and the preparation of ; priority list in-
respect of such schemes, (3) various technical matters such as the
standards to be prescribed for ghe purification of water and sewage,

¢ training and registration ‘of water operators and the investiga-

tion of special Jocal problems such as the purification of trade

" Wastes, removal of Auorides, etc., and (4) the recommending of

8rants to the Governments concerned for water and drainage.
schemes.

Water Conservation on an Inter-provincial Basis

206. The importance of this question - was forcibly brought-
to our notice by the Superintending Engineer, Public Health Eng-
Neering Department, the United Provinces. He said “the deple-
ton of the main rivers in this province, particularly the Jumna
and the Ganges, by the wholesa'e extraction of large quantities
of \water by the Irrigation Departments of the Punjab and the

nited Provinces. has had VEry serious repercussions op the water-
SUpPly of severa large towns in this province, particularly Agra
and Cawnpore.” He also pointed out that it has aggravated
another problem, namely, large scale river pollution from trade-
Wastes,

8—ss €BHI/ND/84
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2v7. The question of conserving- all the available sources of
water throughout the country and of so allocating the supply’
from a common source, to meet the reasonable den e
5 S ¢ demands of indi-

vidual provinces concerned, is of paramount importance from the
standpoint of the health and general welfare of the people and
we have come to the conclusion that this ‘matter calls for special
consideration. Where an urgent decision on such a matter is
required, the Central Government should be empowered to give
a temporary decision which should be binding on the provinces
concerned, until a final settlement is reached through the award of
an Arbitration Board or any other suitable body to which reference
should be made with the least practicable delay. We consider
that the same procedure should apply to inter-provincial problems
of river pollution by trade wastes and scwage. Even when an
urgent decision has to be taken by the Central Government we

X0

consider it necessary that such decision should be taken only after
consulting the Central Water and.Drainage Board and the Central
Board of Health in regard to the technical * and administrative

aspects of the question.* .

208. As regards-the other subjects included under the heading !
“Environmental hygiene” such as general sanitation, river and |
beach pollution, control of insects, rodents and other vectors of |
discase etc., we have sct out detailed proposals in the relevant por-
tions of chapter XIV of Volume II. These, if implemented, will, =
1t is anticipated, make for a considerable improvement of the exist-
ing unsatisfactory state of affairs. ‘

QUARANTINE

International Quarantine b

209. As regards international quarantine two aspects require
«consideration. One is prevention of the export of infection in
Tespect of the diseases recognised under the International Sanitary
‘Conventions and the other is that of protecting India from the
possible introduction of diseases such as yellow fever, sleeping
sickness and others from which the country is at present free. In
regard to both the measures now enforced in India are considered
teasonably complete and satisfactory. :

210. The ratification of international treaties should be one
among a small group of subjects in respect of which the Centr
should be given -the power to compel aprovince to fall in lin:
with the other provinces. The fact that international air line

*Mr. P. N. Sapru does not agree with the above recommendations for dea
ing with these difficult problems. He has dealt with his view in a note whic
is appended to Chapter XIV. of Volume IT of our report. The views of tt
Test of the Committce on Mr. Sapru’s note will be found in paragraph 22

the same chapter.
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Ppass through different provinces in the country necessitates action
‘on common lines in respect of the health requirements of airports
and therr surrounding areas and it is therefore essential that the
‘Central Government should be able to carry out a common policy

throughout India.

= =

Internal Quarantine

211. Internal quarantine is concerned with the enforcement
of measures designed to control the spread of infectious diseases

between neighbouring units. of administration, namely, the pro- -

vinces and Indian States. We make the following recommenda-

-%lons : —

212. (1) The Central Government should be responsible for
the enforcement of all measures necessary to prevent the inter-
provincial spread of infectious disease. In this connection India

may well follow the practice which is in existence in the United .

States of America. In that country “the Federal Health Service
has control of sanitation in interstate traffic including supervision
of the sanitary facilities on all interstate vehicles. The Federal
Government also assist the States in the control of communicable
discases within their own territories, if desired to do so. The
Central Government in this country should be similarly empower-
ed to control the inter-provincial spread of epidemic diseases.

213. (2) The Central Board of Health should draw up, in
consultation with the hcalth advisers at the Centre “and in the
Provinces, 2 memorandum of instructions to be followed by the
Central and Provincial health departments in order to promote
the effective control of the spread of infectious diseases. The whole
field of possible co-operation should be examined on a wide basis

and a common programme of action drawn up under the auspices
of the Board. :

-214. (3) The desirability of creating an inter-provincial fund
for carrying out the measures outlined above should be considered,
the Central and Provincial Governments making their contribu-
tions to this fund on some agreed basis. Such a fund will also
constitute an insurance for all Governments against possible disas-
ters such as famines, floods and earthquakes.

215. (4) The measures described above for the enforcement
of internal quarantine can hardly be effective withont “the active
participation of Indian States. Such participation can be of value
only 1if those States possess a reasonably good health organisation.
The more important of the States probably satisfy this condition.
If, in the beginning, even these can be brought into the sheme
by mutual arrangements between British India and the States,
the range of activity of the internal quarantine organisation and
1ts effectiveness will have been greatly increased.

o
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VITAL STATISTICS

216.. Errors in existing vital statistics in India fal
heads, (1) incompleteness in the recording of the events, (2) in-
accuracy of the registered cause of death ang (3) faulty compilation..
Registration of vital statistics in al] municipalities . js, generally
speaking, a function of the municipal public health department.
In the rural areas, In most provinces thc_chistrar 1s the police
officer in charge of the 2hana (police station) and the person respon-
sible for reporting births, deaths and cases of notifiable diseases
from  individual villages is the chowkidar, who i perhaps the
lowest grade of public servant and is generally illiterate. In the
province of Madras the Registrar is the headman of each village. -

| under three

217. The recorded vital statistics are passed on, through a
series of officers, to the Director of Public Health in each pro-
vince. Compilation of the data is carried out at the different
stages of transmission. Madras_forms an exception to this general

-—statement.  Here ‘the number- of intermediary stages has been
reduced, the village headman passing on his report to the Taksildar
of the faluk in which the village is situated and’ the latter sending

it directly to the Director of Public Health. Compilation of the
data for the whole province has been centralissd in the office of
the Jatter officer. This system has been found to be satisfactory

and has been recommended to other provinces by the Central
Advisory Board of Health. .

RECOMMENDAT_IONS
The Arcas served by our short-term Programme

218. The creation of four registration offices in cach primary
unit.—The placing of the registering authority as close as possible
to the people is desirable in order to improve vital statistics. We-
therzfore recommend the establishment of four registration offices
In each primary unit, one -of these being at the headquarters of

et the unit. The public health nurses and midwives should be made

Registrars of Births and Deaths and should be responsible for en-
suring- that these offices are kept open on. the required dates and
during the stated hours. S

219. All the members of the public health staff employed
in the primary unit should systematically check the birth and
death registers by house to house enquiry, when they visit villages
on their routine duties. In addition, we anticipate that the village
committecs we have suggested .will help to bring on record events

- ———-— - Which might escape-the_notice—of-- the chowkidar as well as to

awaken, in the villagers, a sense of personal responsibility in negard
to registration. ' :
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The Areas outside our Shert-term Programme

220. We recommend the employment of non-medical per-
“sonnel with some clementary type of training, as Registrars in the
areas to which our health’ programme is not extended. Each
man’s range of jurisdiction should be limited to such a number
of villages as would enable him to visit all of them within a
period of about 6 days. During three days in the week he should
attend the registration office and the remaining days should be
devoted to an inspection of the work of the chowkidars in the
villages within his area. - - .

Certain Other Proposals

221. (a) House lists in villages and sample survey.—We
recommend the preparation and  maintenance of house lists for
individual villages. The list should contain information regarding
the name, date of birth and sex of the head of the family and
of every normal resident of the house. It should be made obli-
gatory on the heuscholder to give the information required for
the flling of the houss list, should he be-asked by the appropriate
authority to do so.

In a subcontinent like India the use of the sampling method
is eminently suitable for the collection of demographic information
of various types and the provision of an accurate house list for
cach village will prove invaluable for sample surveys.

———y

¢ 222. (b) The provision of adequate incentive to the people
'F . for the registration of births and deaths.—An effective method of
stimulating interest in the people for the registration of vital statis-
tics will be by creating conditions requiring, in an increasing
degree, the production of proof of age, community, parentags etc.
If courts, schools etc. could be induced to insist on' the production
of birth and death certificates the public will begin to fee| the
necessity for registering births and deaths in their own interest.

i S s

o

223. (a) Compulsory registration of vital statistics.—In the
areas in which our scheme will be introduced registration of vital
statistics should be made compulsory along with the introduction
of the scheme, wherever such provision does not already exist. In
] other areas compulsion should he introduced gradually. The en-
. forcement of the law through the prosecution of offenders is essen-
tial if definite improvement is to be secured.

oY

Administrative Organisation

224. The central organisation.—We recommend the appoint-
ment of an officer with the title of Registrar General of Vital and
Population Statistics. He will be attached to the Central Ministry

of Health and will be responsible for the collection, compilation,

A

R e

b

LA

e yo
7



Ko of il

ol ol e v il

Bl -

v

72

study and publication of vital statistics from aj] parts of the coun-
try, for the carrying out of the census at periodical intervals and
for continuous population studies. He will work independently
of the Central Health Department but in close co-operation with
it. He should publish an annual report on  the population of
India incorporating such information. as is-available regarding
existing conditions and possible. tendencies for the future.

A “medical section” should be created in the Registrar Gene-
ral’s office for the purpose of providing statistical help to the Cen-
tral Health Department in its day to day administration and in
the carrying out of special investigations,

225. The provincial organisation.—The provincial statistical
organisation should correspond to that proposed for the Centre and
the functions of the provincial officer in charge should be similar
to those of the Registrar General. The designation of the provin-
cial officer may be the Provincial Registrar of Vital and Population

“Staustics. 'He should be attached to the Provincial Ministry of
Health for administrative control and should work independently

of, but in-close cooperation with, the Director of Health Services.

The provision of “a medical section” in the office of the Pro-
vincial Registrar for the same functions as: those suggested in con-
nection with the Central Health Department is also necessary.

We have also made suitable recommendations for a districh

vital statistics organisation, which ‘will work under the control of
the Provincial Registrar.

226. The employment of statisticians in increasing numbers
will become necessary in the vital statistics, health and other depart-
ments of Government. Industry is also likely to employ a grow-
ing number of persons trained in modern statistical methods. In
the circumstances we recommend the development of facilities for
statistical training of a high order in the universities and in certain
other centres.’ =

- PROFESSIONAL EDUCATION

227. Our main object during the short-term programme-
should be the provision of adequate numbers of trained staff in
-all categories, in order to facilitate- the development of our health:
programme with the least possible delay. Before indicating briefly
our. proposals for the expansion of existing provision fer profes--
sional education in the feld of health, we may consider certain:
general questions which are relevant to the subject.

The Target-in regard to the Production of Doctors

228. We have placed the target, at the end of the first ten
years of the programme, in regard to the production of dOCtOfS
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at an annual output of 4,000 to 4,500 as compared with less than
half that number of graduates and licentiates combined now being

roduced each year. To man the new medical colleges with
suitable teaching personnel we anticipate -that-the—AH-India-Medi-
cal Institute, the establishment of which we are recommending,
will provide a steady, if limited, stream of teachers of the highest
quality. In addition we have suggested that at least 200 carefully
selected persons should be sent for overseas training in order to

equip themselves for filling teaching posts in the country.

The Type of Doctor for the Future :
229. Having given scrious consideration to the suggestion

-that. in the conditions now prevailing in the country, it might be

desirable to provide both fully trained doctors and a less elaborate
type of medical man, the conclusion which the majority of us
arrived at is that, having regard to the limited resources available
for the training of doctors, it would be to the greater ultimate
benefit of the country if these resources were concentrated on the
production of only one and that the highly trained type of physi-
cian whom we have termed the “basic” doctor.

Admission to Medical_Colleges

230. We feel that, as far as possible, the applicants best
qualified to make use of the opportunities provided should be
admitted into the medical colleges. We realise that there are

*Six of our colleagues (Sir Frederick James, Dr. Vishwa Nath, * Messrs.
Szpru and Joshi, Pandit Maitra and Dr. Butt) agreed to the advantage of
having one single type of medical practitioner, but in view of the overall short-
age of doctors, felt that the early realisation of this ideal must be sacrificed to
the immediate nceds of the country. In their view the imperative and funda-
mental need in India was the large scale production of trained medical personnel
of all kinds and to that end were prepared to use every possible means. includ-
ing the adoption of a shorter licentiate course to increase, both rapidly and
substantally, such personnel. ~

The majority view, while recognising the need for.as rapid an expansion
of medical personnel as possible, has taken note of the fact that the “basic™
doctor will receive adequate training in the community and preventive aspects
of medicine and that he will, therefore, be much better equipped for fulfil-
ling the functions which have been proposed for a medical officer in our pro-
gramme than a licentiate with his more limited background of gereral educa-
tion and of professiona| training. Moreover, the “basic” docior, supported by
adequate and efficient technicians and other ancillary personnel, is capable of
extending his sphere of public utility to an extent which would be beyond
the capacity of a less efficiently trained. person. It seems.therefore likely that
the anticipated advantage from a larger out-turn of doctors by ths continuance’
of the licentiate courss will be largely counter balanced by the more efficient
and extended service which the ‘basic’ doctor will be able to provide. It is also

>d on.

considered that ‘the produztion of two types of doctors is to bs deprecated ©
general grounds, because the person. with-a .lower status naturally tends to
develop an inferiority complex and a chronic discontent which cannot but be
nnimical to good work. :

A separate note favouring the continuance of licantiate teaching by Drs.
Vishwa Nath and A. H. Butt is given in Chapter XVIII of Volume II of the
report. On the other hand, three other members (Drs. Amesur, Narayanrao and
Wadhwani) consider that admissions to medical schools must be stopped forth-
Wwith and that such medical schools as can be up-graded should be converted
Into colleges even before improvements to existing colleges ars carded out.
Their note will also bz found at the same place in Chapter XVIII.
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factors which miljtate against the application of this principle in
Its entirety and that communa] ‘considerations cannot perhaps be
ignored in the present state of the country. We suggest that one-
third of the admissions to every medical training institution should
be by pure merit and that the remaining seats may be divided
among all the communities,
each community are selécted.

231. In view of the importance of increasing to a large extent
the number of women doctors in the country we recommend that
about a quarter to a third of the admissions in the medical colleges

should be reserved for suitable women candidates, if they _are
available, -

Stipends to Medical and Nursing Students

232. In Russia medical education is free and in the United
Kingdom, the Goodenough Committee  has recommended that
- one-third of the admissions to_medical schools should he free. In
order to prevent economic barriers standing in the way of suitable
persons entering the medical profession we would like to see that
all those, who are willing to enter the public service after success-
fully completing their course, should be given an annual stipend
of Rs. 1,000, a part of its being recovered from them later in casy
instalments. In view, however, of the large financial outlay that
this proposal involves we have included, in our estimates, provi-
sion only for 50 per cent. of the entrants. ‘

The need for nurses is even greater than that for doctors.
there being probably no more than 7,000 registered nurses at
Ppresent in the country as a whole. On the other hand the imple-
mentation of our short-term programme will  require approxi-
matcly 80,000 nurses. We have suggested the provision of a sti-
pend of Rs. 6o per month for pupil nurses, a part of the amount

thus advanced being eventually recovered from them in casy instal-
‘ments. :

e ‘ Medical Education

Undergraduatc Education

233. Considerable thought has been given by us to the type
-of training necessary for the evolutien of the f‘basxc” doctor and
advice was sought from a strong and representative panel of experfs
in the field of medical education from different parts of the coun- -
try.* The main ideas underlying the changes recommended in
the undergraduate curriculum include a reorganisation of the teach-
ing both in the pre-clinical and clinical fields a reduction in th;
hours of didactic instruction in certain subjects and an emphasis
on the inclusion<of~principlcs -and methods which—Wi]l~cnab1§-‘ch<:”—
student to learn for himself, think, observe and draw conclusiorss;

*For detailed informatjon regarding our -proposals reference should be made
"to the rzlevant sections ip Chapter XVIII of Volume I of the réport.

provided - the best candidates from
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the establishment, in every medical college, of a Department of
Preventive and Social Medicine so as to give the student an insight
. into social health problems by contacts with home and community
- life and the inclusion of a year of “internship” after the qualifying
-examination, of which three months will be devoted to work in
a public health unit and the remaining period in- a hospital of
-approved standard. Throughout the whole course, the importance
-of research should be stressed and whole-time teachers  should
themselves engage in research and encourage any student showing
-an aptitude or learning towards this important aspect of his work
to participate in research. h

-+ 234. Our programme of expansion of educational facilities

‘includes the improvement of existing colleges, the conversion of
suitable medical schools into colleges and the establishment of pew
-colleges in different parts of the country.

Postgraduate Education

235. Postgraduate education should be devised to meet two
-different needs.  They are, (a) the training of consultants and
specialists.and (b) the training of practitioners desirous of practising
-a speciality without the definite status of a specialist.  Tn the case
--of (a) such training will naturally involve several years of work
in special departments and hospitals and lead to a higher quali-
hcation such as the M.D. or M.S. In the case of (b), the training
in the speciality concerned may range from 12 to 18 months under
“suitable guidance.  We recommend that courses should be avail-
-able in (1) Oto-Rhino-Laryngology, (ii) Dermatology, (iii) Radio-
logy, diagnostic and therapeutic, (iv) Ophthalmology, (v) Obste-
“trics and Gynacecology, (vi) Venereology, (vii) Anacsthesia, (viii)
Psychiatry (ix) Pediatrics (x) Tuberculosis, (x1) Malariology, (xii)
- Blood transfusion and resuscitation and (xii1) Orthopaedics.

236. We have suggested the establishment of a special orga-
[ -misation, the Central Committee - for Postgraduate Medical Educa-
tion, to be responsible for laying down standards in respect of
- Postgraduate training in particular subjects and for promoting the
¢ development of facilities for such education in different parts of
“the country on a co-ordinated basis. We have also made sugges-
“tions for the apportionment of cost of such institutions between
the Central and Provincial Governments.

- : '] . -
Refresher Courses for General Practitioners

™

237. One of the most serious handicaps in raising the general

standard of medical practice in India is the absence of any provi-

 sion for refresher courses. There are several lines along which

tefresher courses may be arranged.

" (1) Whole-time refresher courses which may extend from
©wo wecks to two months. It is desirable to encourage
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short-term courses of two to four weeks, as many medi-

cal men may not find it practicable to be away from
their duties for longer periods.

PR AR

_(1) Part-time courses which may be—
(@) weck-enc_l courses ) sprezd over weeksor— -
(b) whole-day courses > months orgznised on a
(¢) half-dav courses J systematic basis,

(i) One educational session once a weck or fortnight con-
ducted throughout the year.

(iv) Short-term posts in a recognised hospital  for periods:
ranging from one month to three months.

We recommend that facilities for refresher courses sh;)uld be:
~ developed in all hospitals attached to the secondary health centres,

district health centres, medical colleges and the headquarters” of
cach province.

238. We have also made recommendations  regarding  the

provision of training facilities in tuberculosis, mental hygiene and
dietetics. r

Special Provision for Licentiates

'239. There are two types of training that may be given, (1)
training which will enable’licentiates to obtain a university degree
and (2) advanced training in the specialities.

240. Courses lcading to degrec  qualification.—The All-
India Medical Council has suggested certain changes which some
universities have accepted, the result of which will be that the
licentiate can within 18 to 24 months obtain the degree of M.B.B.S.
Special concessions to those who were serving in the armed forces
so that they may, after demobilisation, proceed to a degree have
also been recommended. We suggest that it should be the edea—
vour of every university and -every medical college to reserve a
sufficient number of places for . licentiates so as to enlarge suh-
stantially their opportunities to obtain a medical degree.

241.  Advanced training for licentiates.—There are  at
present only a few centres where such training can be obtained
by licentiates, the School of Tropical Med:icine, Calcutta, and thf:'
All-India Institute of Hygiéne and Public Health being two insti-
tutions which afford opportunities for them to acquire their diplo-
mas. It is also understood that the Government of Madras have
introduced special courses in Ophthalmology. Obstetrics and Gynae-
cology, Tuberculosis and Clinical Laboratory Sciences for licen-
tiates. Such diplomas should be made more freely available to-
them by other authorities in different parts of the country.
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Dental Education ¢

242. We suggest that provision should be made for the train-- .
ing of three types of dental personnel;~(1)-the dental surgeon, (2)~—

the dental hygienist and (3) the dental mechanjc; The responsi-

bility for the training of the dental surgeon will have to be shared

between medical and dental colleges, while the training of the -

other two classes can be undertaken entirely by the dental colleges.
In view of the difficulty in obtaining well trained dental teachers
during our short-term programme, the number of dental colleges
that we propose should be opened in the country is limited. We
recommend that dental - colleges should be established at Calcutta, .
Bombay, Madras, Lucknow and Patna and that the dental college
at Lahore should be expanded. Each dental college for post-
graduate students should be associated with a medical college so
that the teachers of the latter can assume responsibility  for the
instruction of dental students in those subjects which form part-
of the normal studies of the undergraduate in medicine.

Postgraduatc Dental Education

243 App'ointmcnts as “house surgeons” should be instituted
in all dental hospitals run in conjunction with the medical colleges.
so that dental training on a salaried basis may be available for
graduates. In view of the present shortage of teachers, graduates
in dentistry should be encouraged to proceed to a higher degree
and provision for this should be made in all universities by the
establishment of the degree of Master of Dentl Surgery. As a
temporary measure dental graduates should be encouraged to pro-
ceec overseas to obtain higher qualifications as well as pursue:
traiming in special subjects.

Denta] Legislation - _ e
244. Dentistry as a science can make little progress in the

_country until it is upheld by suitable legislation directed to compul-

sory registration and prohibition of practice by unregistered persons.
Instead of each province having its own Dental Act, it is suggested
that comprehensive all-India dental legislation should b enacted.®:

Pharmacentical Education

245. We consider it necessary to provide educational facilities-
for three classes of personne!, (1) licentiate pharmacists, (2) gra-.
duate pharmacists and (3) pharmaceutical technologists. The frst -
class is intended to provide for the large number engaged in dis-
Pensing work in chemists’ shops, dispensaries and hospitals. The
cOurse for the graduate pharmacist will be designed to train the
Smaller number who will be engaged in manufacturing concerns,

*Mr. N. M. Joshi is, however, of the view that such legislation is prema-
ture and that, if it be passed. it should not be made applicable to those areas

Where the services of a registered dentist ate not available within a reasonable. -

diSlsnce,
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“them the period of training ‘will be from 3 to 5 years, the candi-

"Public Health Engiﬁecrs' and others

"a large number of qualified public. health engineers for the tackling_
~of the problems of environmental hygiene. A beginning in train-

“College and the Calcutta University. At a later stage it is pro-
~'posed that this subject should occupy a definite place in the course
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.an.alyticaf’ laboratories and educational medical institutions. The
third type of conrse is for those d

esiring to take up the manufac-
‘ture of pharmaceuticals and drugs on a commercial scale. For

As soon as pharmaceutical licentiates become available in suffi-

‘cent numbers the training of compounders should be dispensed
‘with. :

Education of Public Health Personnel
Medical Men 3 |

246. We have already referred to the setting up in medical
«colleges of adequately staffed and equipped- Departments of Preven-
uve and Social Medicine and the inclusion of a reasonably high
standard of training in this important branch of medicine in the
-curriculum of the undergraduate medical student. The postgra-
duate training now provided through the Diploma in Public
Health- will, we believe, largely be incorporated in the future in
the course of training for the undergraduate.  Postgraduate train-
ing in preventive and social ‘medicine will then have, as its objec-
tive, the provision of facilities for advanced training in such branch-
‘es of the subject as ‘malariology, maternity and - child welfare,
industrial hygiene, public health administration, ~ epidemiology,
public health laboratory practice and statistics, Such  specialised
training may be of two types.. The first will be of a limited
~character and  will have as jts purpose the equipment of health
‘workers with a reasonable measure of proficiency in the subject

~concerned, the course of instruction ranging ordinarily from 3
‘months to one year. The second will be for those.who desire to
-attain the_status of specialists in preventive health work. For

-dates being attached to the Preventive and Socia Medicine Depart-
ment of a medical college and being associated more and more
‘with the teaching, research and administrative activities of that
-department, including participation in the field training given to
students.

247. Our proposals for postwar health development require

Ing can be made at the All-India Institute of Hygiene and Plllgnlic
Health, Calcutta, in collaboration with the Bengal Engineeting
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he E instruction in public health engi
1c—F the qualification of al] engineers.

ir- } laboratory workers.
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about 7,

and other institutional
- Ppublic health nursin
the homes of thc'pc0plc. In
b We have suggested that, by
:§ available in the country should be

of studies provided at the different engineering colleges so that

neering should form 4 part of
We have also set out proposals. -

or | for the training of public health Inspectors and public health.

The Training of Nurses, Midwives and Dais

248. The conditions under which nurses have been ;cquirédi

000, while our short-
about 80,000 nurses.

to carry on their profession in the country are deplorable.. These-
include lack of professional statys
‘}. tions, gross under-
deplorable living
lack’ of recreation
provision for gene

» Insufficient pay for. senior posi-
stafhng in hospitals and consequent overwork, .
conditions accompanied by overcrowding and
al and cultural facilities a5 we]] as absence of
ral superannuation or pension schemes. -

249- The number of nurses available jp, the country is prebably-
term programme will jrself require
Without 2 considerable increase in their
to proceed with the development of hospital
facilities and with the organisation of the
g service for curative and preventive work in-

Chapter I of Volume I of our report

1971

* § Step towards the achievement of

-

"

so. there would remain

“F  private bodies including
i | Service, provision for old age
i} and disability will form part
i We would suggest that, for those who are employed by private

establishment of prel
el

Midwiyes, publ
s the establishment of succes
Durses.  In view of the extre

the cxisting unsatisfactory condit;
l’ * we have made proposals dcsignc_d
1

» the number of trained nurses
raised to 740,000. . Ap cssential
this objective is the removal of
ons of training and service and
to remove these conditions,

250. - The very large majority of nurses who pass out of nurs-

ing schools will be absorbed in the public health services. Even
a certain number outside this service.

‘e have in mind such nursing services as are maintained b

Missions.  For those who are in public

and insurance against illness, illhealth

of ¢

he conditions of their service.

odies, provision should be mndC'through a scheme corresponding

to the “Contributory Federate
and Hospital Officers” which vwa

oo
1928 and has been, it is und

251. As regards trainin

ave recommended that the

ic health nurse

d Superannuation Scheme for nurses

s introduced in Great Britain in

erstood, functioning satisfactorily.

S

iminary tra
CMentary instruction to students who wish to become nurses,
' and hospital social workers as welf
sive groups of training centres for

me s

first

g facilities our proposals include the

ining schools which il give

hortage of nursing personnel we
group of 100 training centres,
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-each taking 50 pupils, should be started two years before the health
- organisation begins to be established, that another set of 100 centres

should be created during the first two years of the scheme and
-that a third group of the same number of centres should be esta-
- blished- before the third vear of the second quinquennium.

251. (a) We have suggested that there should be two grades
-In the- nursing profession with corresponding types of training, a
junior grade and a senior grade. The entrance qualification for
the former should be, we have suggested, a completed course for
the middle school standard and for the latter a completed course
for the matriculation.

252. We have also recommended the establishment of nurs-

“ing colleges in order to provide a five-year degree course in nursing
~as well as advanced courses in hospital nursing administration,.in
the teaching of nurses and the training of public health supervisors.

Male Nurses

253. Owing to the existing social conditions and customs in
- certain parts of India, male nurses will have to play an important
part in the health programme. Male nurses and male staff nurses
should be trained and employed in large numbers in the male
wards and male outpatient departments of public hospitals, thus
releasing women workers for. other work.

Public Health Nurses

254. We have also made specific proposals in regard to the
training of public health nurses. They are fully qualified nurses
with training in midwifery also. In addition their educational
programme should stress, throughout, the preventive point of
view. The curriculum should integrate class room instruction in
the science and art of nursing and in social studies with well-plan-
ned experience in hospitals, community health services and in the

“home. " :

"Midwives _ _
255. The number of midwives actually available for mid-
wifery duties in the country is probably. 5,000. In order to provide

bne midwife for every 100 births, approximately 20 times that
number or 100,000 midwives will be required for British India.

256. Existing training schools for midwives require consi-
derable improvement. The most serious drawbacks are (1) lack
-of properly trained and well equipped supervisory staff, (2) lack
of facilities for antenatal and .postnatal work, (3) lack of domi-
ciliary practice and (g) lack of opportunities for witnessing compli-
cated cases of labour. We have laid down certain fundamental
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service through trained da;
where the scheme achieved a reasonable measure of success. We
also understand from another member  of our Committee (Dr.
Butt) that attempts to improve the normal practice of midwifery
by dais through suitable training have been cqually successful in
the Public. We have, in the circumstances, advocated the training
of dais as an interim measure until an adequate number of mid-
wives will become available and have made certain suggestions
for their training for urban and rural practice. ‘
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requirements which should be met befare an instituton is re-
cognised as a training centre for midwives and have also made
detailed recommendations for their training courses.

257. The contnued employment of these. ‘women will, for

a period, be inevitable. While recognising that attempts to train
the dai and make her reasonably satisfactory in the practice of
midwifery have in many cases failed, the discrepancy between the
existing number of midwives and that required to meet the nesds
of the country is so grear that, as an interim measure, the possi-
bility of elaborating a-system of training whereby the most effective
use might be secured out of this type of personnel cannot be
ignored.  We have described in some detail the experience that
one of us (General Hance) has had in developing a midwifery

s in the North-West Frontier Province,

Medical Research .

Existing Medical Rescarch Activities

258. Organised medical research at the present time depends

mainly on two organisations (1) the Central and Provincial Gov-
crnment Laboratories and the Medical Research Department and
(2) the Indian Research Fund Association. The more important
institutes and laboratories existing in the country for the promotion
of medical research are shown below T—

(1) The Central Research Institute, Kasauli, (2) The Haffkine
Institute, Bombay, (3) The King Institute, Guindy, Madras,
(4) The Pasteur Institute of South India, Coonoor, (5) The
Pasteur and Medical Research Institute, Shillong, (6) The
School of Tropical Medicine, Calcutta, (7) The All-India Insti-
tute of Hygiene and Public Health, Calcutta, (8) The Malaria
Institute of India, Delhi, and (9) The Nutrition Research

Laboratories, Coonoor.

259. Of these, the Central Research Institute, the All-India

Institute of Hygiene and Public Health and the Malaria Institute
of India are maintained by the Central Government, the Nutrition
Research Laboratories by the Indian Research Fund ‘Association
and the other institutions, with the exception of the Pasteur Insti-
tute of South India, by the Provincial Governments concerned.
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The last is the property of the Pasteur Institute Association, a body
registered under the Sociedes Registration Act of 1860, and its
management 1s vested in a Central Committee of which the Sur-
geon General with the Government of Madras 1s the Chairman
and the Director of the Institute is the Secretary.  For information
regarding the development of these research laboratories and the
work that has been accomplished by them, reference should be

__made to Chapter XIV of Volume I of our report. -

The Medical Research Department

260. The medical research department was established by
the Government of India for. the provision of a permanent cadre
of specially selected and trained officers for the furtherence of
research. With the creation of Central and Provincial Govern-
ment laboratories the officers of this department were appointed
as Directors and Assistant Directors of the various Government
laboratories. More recently, however, the extended activities of
the provincial laboratories have necessitated._the employment of
workers for special duties and they have been appointed, as required
without drawing upon the medical research department. Officers
the latter department have been placed on foreign service, from
tme to time, with other organisations such as the Indian Research
Fund Association and the Pasteur Institute Association.

The Indian Research Fund Association

261. The Indian Rescarch Fund Association is a registered
association in close touch with the Government of India, from
which its funds have been mainly derived. The chief objects of
the Association are (1) to initiate, aid, develop and co-ordinate
medical scientific research in India, to promote special enquiries
and to assist institutions for the study of diseases, their preventive,
causation and remedy; (2) to publish papers or periodicals in
furtherence of the objects of the Association and (3) to propogate
knowledge regarding the causation, made «f spread and prevention
of diseases. _The entire control and management of the affairs
of the Association are vested in a Governing Body, its President

- being the Hon’ble Member in charge of Health in the Governor

Genergl’s Executive Council and its Secretary the Public Health
Commissioner with the Government of India. The Governing
Body appoints a Scientific Advisory Board to advise on technical
matters and on allocation of funds, the Chairman of which is the

.Director General, Indian Medical Service, and the Secretary the

Public Health Commissioner. The Association approves an annual
programme of research, sanctions grants-in-aid of research and,
in certain cases, may constitute special enquiries. An annual confe-

rence of medical research workers s normally held, at which the—/] -

work of the past year is reviewed and proposal for the coming
year are put forward. 2 b
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tion consisting of :—

33
RECOMMENDATIONS

262. We recommend the constitution of a statutory organisa-

(1) a Scientific Board, which -will be the .cxcc.utivc machi-

nery of the organisation- and

(2) an Administrative Body which would form the link
between the Board and the Government of India and

exercise general supervision ‘over the working of the

© organisation. '

The Scientific Board ==~

263. The composition of the Board should include medical
rescarch workers of standing and experience, representatives of
unuversities and medical colleges, representatives of the principal
scientific bodies in India, prominent workers in the feld of public
health and clinical medicine, non-medical representatives of allied
and fundamental sciences and persons with experience of health
administraton.  The work of the Board should be aided by the
formation of an adequate number of expert.advisory bodies for

| special subjects.

264. The Administrative Body ‘should havs the following
type of membership:—

(a) the Minister of Health in the- Central Government; (b)
representatives of the Government Departments of Agriculture,
Industry, Labour and Finance; (c) one representative of the Coun-
cil of State and (d) two representatives of the Legislative Asscmbly.
The Director General of Health Services with the Government of
India should be in attendance at all meetings of this body.

The Board would make recommendations recarding the:
o o

allocation of funds for the furtherance of research to the Admi-

nistrative Body in which would be vested the power of giving;

sanction to such allocations.

265. The main functions of thz central medical research
organisation proposed above should be (1) the formulation of

- policy in regard to the future development of medical research in.
' India; (2) sumulation of research activities in the provinces. univer--

b

- sities and medical colleges and (3) co-ordination of such reseasch

<

- acuviues throughout the country.

266. Our recommendations deal also with future develop-
ments in respect of Government research institutes and teaching
Institutions. In addition we have suggested the provision of im-
Proved laboratory services in the different provinces through the:
983 CBHI/ND/S4
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creation of regional laboratories, to be linked locally with other
Organisations in connection with the health programme and, for
technical direction, with the central laboratory at the headquarters
of the province. We have also made suggestions regarding the
development -of-research in special subjects such as malaria and
nutrition. Investgation into the social and environmental factors
affecting health and disease has also been suggested. -For informa-
ton regarding these matters reference should be made to Chap-
ter XIX of Volume II of our report. ‘ .

The Recruitment and Training of Medical Research Workers

267. The number of suitable medical research workers and
facilities for training them are inadequate at present in India and,
before any expansion of medical research on 2 reasonable scale
can be undertaken, the primary requirement will be a great in-
crease in the number of properly trained workers. Responsibility
for recruiting medical rescarch ‘workers and for the creation of
training centres for them must be the primary function of the
central organisation for medical rescarch referred to above. and
we have made certain specific reccommendations in this behalf also.

The Manufacture of Biololgical Products

268. One of the activities of Government laboratories is the
manufacture of biological products such as vaccines and sera,
mainly for the use of Public Health Decpartments.  While recog-
nising :that the preparation of these products by commercial firms
in India is an industry which is now well established and has been
making rapid progress, the majority of us consider that the large
scale production of basic prophylactics such as cholera, plague,
TAB vaccines, vaccine lymph and anti-rabic vaccine is of para-
mount importance to the public health authorities in India in
Pprotecting the pédple against cpidemics and that their production
should therefore remain a Government responsibility. *

| . AllIndia Medical Institute

269. Our recommendations in the section dealing with pro-
fessional education are intended to promote the production of
health personnel under the different categories, in as large numbers
and as rapidly as possible. Side by side with these developments,
however, we consider it of the first importance that at least a few
institutions, which will concentrate on quality, should also be esta-

blished in suitable centres in different parts of the country. In

the first place we recommend the establishment of one such train-

*Drs. Vishwa Nath and Butt are of the opinion that the time has now

- arrived when the manufacture of such_ products should be a responsibility.of

-commercial firms under sufficiently strict Government inspection to ensure public
safety. Their views are expressed in a note on medical research, which has
been appended te Chapter XIX of Volume II of the report.

o

el

Mt el

(ORI RO !

ool 3 3,




-

biod

85

-ing centre for which we would suggest the chignation, All-India
 Medical Institute. The objects of the Institute should be (1) to

 order for the training of all the more important types of health

(3) to co-ordinate training and research; (4) to provide postgra-
duate training of an advanced character in an atmosphere which
will foster the true scientific outlook and a spirit of Initiative; (5)
to inspire all persons who undergo training, undergraduate or
postgraduate, with the high ideals of the profession to which they
belong and (6) to promote in them a community outlook and a
high degree of culture, in order that they may become active
‘apostles of the progressive spirit in whatever field they may be
called upon to serve, whether it be teaching, research, general
health work or administration. Though the alumni of such
an institute may not be numerous, we fecl confident that the
influence which they will exert in their respective spheres will be
out of all proportion to their numbers, :

We recommend that the Central Government  should be
responsible for its establishment and maintenance.

The Range of the Institute’s Activity

270. We suggest that, in the beginning, the Institute should
‘aim at providing only medical training in all jts branches and also
the training of nurses. The Institute must therefore have, as an
integral part of it, a medical college with its teaching hospitals
and laboratories as well as a college to provide the highest type
of nursing education. Later on provision should be made for the
training of all the higher types of health workers.

The Selection of Students

. 271. The students to be admitted to the medica] and nursing
colleges attached to the Institute should be selected very carefully,
e merit being the sole criterion for admission.  As the nesds of the
ycountry as a whole are to be served, applicants from all parts of
India should be eligible for admission.

EGrganisadon and . Control

i 2732, The organisation and control of the Instituts should
-Cover (1) the administrative field and () the technical and scientific
theld. ‘

3 The administartive field.—An institution of the type we
ienvisage should have freedom to develop its own activitics inde-
¢ Pendently and without the delaying and hampering effect that
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bring together in one Place educational facilities of the very highest
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strict governmental control may entail.  We therefore propose
that its administration should be vested, from the time of its nau-
guration, in a Governing Body of suitable composition.

. The technical and scientific field.—Although it may appear
somewhat novel in this country, we_ suggest that the technical
work of the Institute should be developed and directed not by-an
outside body, however eminent its members may be, which- will

impose its ideas on the Director and Professors of the Institute -

but the latter themselves acting as a medical faculty. In making
this recommendation we are not putting forward a procedurs
without precedent. We understand that, in the Johns Hopkins
Medical School, a similar arrangement hus worked successfully tor
many years and that it has contributed materially to the attainment,
by that institution, of the pre-eminent position it holds in.the world
of medical education. We also understand that this system gene-
rally prevails in the United States.

Recruitment of the Staff

273. Our recommendations in connection with the recruit-
ment of the health services, which have been set out earlicr, apply
generally to the recruitment of the staff of the Institute also.  As
regards procedure, however, a departure seems desirable from our
suggestion that recruitment to the different health services should
be made through the various Public Service Commissions. We
feel that the adoption of the procedure, which has been practised
in the Johns Hopkins University .and which we understand is
generally followed in other universities in the United States, may
with advantage be tried here. In the Johns Hopkins Medical
School recommendations for the appointment of professors are
made by the medical faculty of that institution, which consists of
its own professors. While the authority for' making the appoint-
ment Is vested in the university, it is understood that the recom-
mendation of the medical faculty is invariably accepted. We
desire to see this principle adopted for the recruitment of the staff
of the Institute, the Governing Body being the appointing autho-
rity and the Medical Faculty, the recommending body.

Finance

274. We consider that the Central Government- should fulfil
adequately the responsibility of financing-the- Institute on a suffi-
ciently generous scale to promote its development into, and main-
tenance as, an all-India training centre on the lines indicated by
us. An appeal should, however, be made to the public for coritri-

butions. The Institute is of such paramount importance for the

2 s

full development of the proposed national health progdamme that



1

= T s T

T3

i

i

Bt

T W eV T O T T S 2 N R YR TR X

87

its financial stébiliry should be ensured By the Government of India

endowing it with an amount sufficient to secure, through the ac-

cruing interest, at least half the estimated annual expenditure of
the institution in its fully developed form and by a statutory provi-
sion for any balance that private: benefactions may fail to provide.*

Health Organisation “for Delhi. Province

275. The Central Government should attempt to demonstrate
in Delhi Province the effects of implementing not only our proposals
but also those put forward by other committees, which have made

Tecommendations for postwar development in different fields of

community life. The purpose in view is to demonstrate. to the
country as a whole what can be achieved, through co-ordinated
cﬂory, to improve the health and. general prosperity ‘of the com-
munity. : -

Our Proposals

276. While our proposals for the health organisation in Delhi
Province follow the main outlines of the general plan suggested
for the counter as a whole, there are modifications in certain direc-

“tions.  These are designed to secure a higher level of efficiency

in the proposed health service, in view of Delhi being a demon-
stration centre for the country as a whole. For instance, a rural
primary unit in this province will have only a population of 20,000
as against double that number which has been suggested for the
test of the country. The proposed provision for medical relief
will 'be higher in Delhi Province than that suggested by us’in
other provinces. The dispensary at the headquarters of the pri-
mary unit will have five emergency beds as against two elsewhere,
while the 30-bed hospital will serve in Delhi a population of
60,000 as against 160,000 in the rest of the country. In view of
the limited number of women . doctors available in India, our
proposals for the appointment of a woman doctor to each primary
unit may not be possible of being carried out in the country as
a whole in the carly stages of the programme. It should, how-
ever, be possible for Delhi Province to secure women doctors for
the ‘relatively smaller number of such units which will be deve-
loped here.  In proportion to the population Delhi will. have
double- the number of mjdwives and trained dais in cach primary
unit as compared with the rest of the country. Thus health work
@mong women and children should be capable of development
here on a2 more effective basis in the other provinces.

*Mr. P. N. Sapru and Dr. Hamsed do not agree with the rest of the
Committee on a few points. Their. note is appended to Chapter XX of volume
IT of the report.
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DRUGS AND MEDICA.Lf\ REQUISITES
Supplics

- 277. Second in importance only to the provision of trained
health personnel must come the supply of the therapeutic sub-
stances and medical appliances without which doctors and public
health workers generally may be reduced to 2 stage of virtual
impotency in the practical exercise of their profession. We have
had evidence to show how grave has been the lack in this country
of these essentials. Even swhen they are “available, the cost in
Tespect of some is so high as to prohibit- or at least gravely restrict
their use. Quinine may be cited as an example. - We are told
that, in the year 1935-36, the actual cost of producing quinine in
Bengal from home grown bark was about Rs. 6/8/- a.pound,
while the Government selling price of this article was Rs. 13 and
the market rate Rs. 22 a2 pound. This market rate was largely

- decided by an international organisation, Kina bureau, which
controlled about g5 per cent. of world’s supply of quinine. Nor
can be indigenous profiteer be absolved from the charge of crimi-
nal exploitation. We feel that such a state of affairs should not

be permitted to continue and that it calls for immediate attention -
and remedy. :

278. We recommend that-a small committee, mainly but not
entirely technical in composition, should be appointed to examine
the question of the requirements of the country in respect of drugs
and other medical requisites. The following are some of the more

important matters which it should investigate :— ]

(2a) What are the drugs and other medical requisites essential
for general use. in the country?

(b) "What practical steps should be taken to ensure their
- manufacture in the country in sufficient- quantities and

their sale at a price which will make them available to
all who need them? "

() What are the circumstances  which would iustify the
conclusion that the manufacture of any of these in the

country is inadvisable?

(d) ‘What should be the rcSpcéii:vE fields of Government and

of private enterprise in the manufacture of these require-
ments?

(©) 'What aid and assistance should be given to private agen-

cies in such cases and~under what condition?
7R\

{£) What machinery should be established to develop research

~—Tegarding drugs and other medical .rcquisi,tcs_ aqd their
production in India and to ensure the continuity and
co-ordiation of such research? : -

—tee
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(g) What machinery should be set up to ensure a steady flow
of trained technical personnel?

279. We believe that it should be possible aacquatciy to pro-
vide for these essential needs_through a combination of - private
enterprise suitably assisted, where necessary, and production by the

-State where this is found to be in the public interest. The final

responsibility should rest with the Government for seeing that the
essential needs of the country in respect of all important medical
requisites are met and this responsibility should be interpreted as
covering the necessity for ensuring that these requirements are
met satisfactorily in regard to quantity, quality and price.

Control

280. The Drugs Act of 1940, which was passed by the Cen-
tral Legislature, now provides for the regulation of the import
into and the manufacture, distribution and sale in British India
of drugs. We understand that certain statutory rules under the
Act will be brought into force at an carly date by the Government

k. of India. The provisions of this Act and the rules made under

it should be brought into operation throughout the country and
rigidly enforced with the least practicable delay.

INDIGENOUS SYSTEMS OF MEDICIN E

. 281. We are unfortunately not in a position to assess the real
value of these systems of medical treatment as practised today as
we have been unable, with the time and opportunities at our dis-
posal, to conduct such an investigation into this problem as would
justify clear-cut recommendations.  We do, however, say quite
definitely that there are certain aspects of health protection ‘which,
in our opinion, can be secured wholly or at any ‘rate largely, only

“through the scientific system of ‘medicine.. Thus public  health

or preventive medicine, which must play an“eéssential ‘part in the

: future of medical organisation, is not within the purview of the

indigenous systems of medical treatment as they obtain at present.

+ The indigenous systems of medical treatment do not also at present

deal with such vital aspects of medicine as obstetrics, gynaecology,

- advanced surgery and some of the specialities.  Further, no system
. of medical treatment, which is static in conception and practice

and does not keep pace with the discoveries and researches of
scientific workers the world over, can hope to give the best avail-
able ministration to those who' seek its aid.

282, We feel that we need no justification in confining our
Proposals to the country-wide extension of a system of medicine
which, in our view, must be regarded neither as Eastern nor Wes-
tern but as a corpus of scientific knowledge and practice belong-
Ing to the whole world and to which every country has made its
centribution.
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286. We consider this position unsatisfactory.  We are re-
commending that, for the futurs, there should be only one basic
medical qualification for entry into the profession throughout
India and that the portal of entry should be a university degree.
The production of the licentiate type of doctor will cease after
some time if these recommendations of ours are accepted. In the
circumstances we recommend that the Medical Council of India
should be empowered to maintain an All-India Register when the
training of licentiates ceases throughout the country.*

287. The need for restricting the right to prescribe drugs in
the British Pharmacopoea and to practise scientific ~ medicine by
unqualified and unregistered personnel was emphasised in our
discussions. In this connection ‘we considered the desirability of
enacting lenislation providing (1) that -no medical practitioner
should be entitled to affix the designation. “doctor” before his
name unless he is a registered medical practitioner in modern
scientific medicine, (2) that no person should be entitled to pres-
cribe drugs in the British Pharmacopoea, especially injsctions and
poisonous preparations, unless he is a registered practitioner, an
(3) that those who practise Unani or Ayurvedic systems of medi-
cine should styie themselves as “Hakims” or “Vaids” as the casc
‘may be. : -

298: We consider that the public is entitled to know the
exact credentials of persons on whom they call for advice and
treatment and to protection against fraudulent imposition. We
suggest that legislation- should be made so as to- provide that no
person shall be entitled to use the style or appellation of “doctor”
other than those who (a) hold the Doctor’s degree of a Faculty
of a University recognised by the State or (b). are practitioners
qualified to practise modern scientific medicine. £,

289. Rule 65(g) of the Drugs Rules, 1945, under the Drugs
Act, 1940, provides that a number of poisons, which are included
in Schedule H of these Rules, shall not be sold in retail except
on and in accordance with a prescription of a registered medical
practitioner. But Schedule H does not contain all the poisons
enumerated in Schedule E of the same rules. We consider that,
if' Schedule E can also be included within the operation of °
Rule 65 (9), our colleague’s recommendation would be met ade-
quately and that any further restrictive legislation is of doubtful
advisability and. practicability.

i il

YRR

2g0. The terms “Hakim” and “Vaid” are honourable titles

of considerable antiquity and it is by no means clear to us why
¢ persons entitled to use these -honourab'e appellations should desire

T BT T AL S YT

_ *Drs. Vishwa Nath and Butt are not in acrezment with this recommenda-
tion and their note will be found appended to Chapter XXIV of Volume II of
the report. They suggest the maintenance cf ihe existing position in respect
cf all these Councils.
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to assume any other. We do not feel competent to make any
recommendations regarding the orgamsation and regulation of
indigenous systems of medicine. We therefore confine ourselves -
to the recommendation that Provincial Governments, if they desire
to recognise these systems, might with profit follow the example
of the Government of Bombay and enact legislation by which
all persons practising any form of the healing art are compelled
to secure registration .in a schedule or schedules appropriate to the
system in vogue and their qualifications in such system.

The Dental Profession

291. The profession of dentistry is, as yet, totally unorganised
in India and no legal provision exists for its regulation. We re-
commend that legislation should be undertaken in order to create
Central and  Provincial Dental Councils. The latter sould be
charged with the duty- of recognising training institutions and of
creating and maintaining Dental Registers as well as with the
disciplinary regulation of the profession, subject to appeal. The
Central Dental Council should be concerned with the direction
and co-ordination of the activities of the Provincial Councils, the
definition and maintenance of minimum cducational standards,
which implies the right of inspection and recognition of training

f an All-India Dental Register, the
disposal of appeals against disciplinary decisions by the Provincial
Councils subject, as may be necessary, to the directions of the
Federal Court and the regulation of reciprocity within and without

‘India.

Regulation of the Nursing Profession, includirig- those of Midwives
and Health Visitors

292. At present the regulation of the nursing profession,
which includes those of midwives and health visitors, is vested in
Provincial Nursing Councils which maintain ‘registers of persons
who have completed approved courses of training in 1institutions
recognised by them for the purpose and have passed the prescribed

-examinations.  Persons so registered are entitled to practise the

profession in their own province. Arrangements for reciprocity
with other provinces exist to a degree which varies with the Nurs- -
ing Council concerned. -

293. We recommend the creation of an All-India Nursing
Council to co-ordinate the activities of the Provincial Councils, to
lay down_minimum-educational standards and to safeguard their -
maintenance. Questions of reciprocity within and outside India
should be the concern of this Central Nursing Council: We re-
commend the maintenance of an' All-India Register by this Cotin-
ail, with separate schedules for the entry of approved qualifications
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‘health programme- for the country which we contempiate. -~ We
‘therefore consider it essential that the services of all such person-
‘nel should be utilised, except in cases of proved unsuitability.™

"THE ESTABLISHMENT OF A COMMITTEE OF STAN-
.DARDS FOR MEDICAL INSTITUTIONS AND EQUIPMENT

-will have to be formulated-to supply the new accommodation re-

-centres, hospitalsAct'c., it seems desirable that some systemi:of stan-

tion with our health development programme.
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298. In view of t_hc.hcavy. constructional programme which

quired under our proposals, to carry out the structural alterations :
necessary in_ respect of existing buildings and to provide-the vast |
number of fttings of all kinds required by laboratorics, health

dardization should be evolved which will introduce order into
what may otherwise well tend to become chaos. With the achieve-
ment of order there will be obtained the further advantage of
reduced cost that automatically accompanies effective standardiza-
tion. We urge the setting up of a Committee of standards for
Medical Institutions and Equipment and suggest that it should
be closely linked with the appropriate section 1n. the Central Mini-
stry of Health. Its composition should include :—

(1) . architects with experience of designing and construction
. of medical institutions under tropical conditions;

_(2) cngineers with similar experience;
(3) medical practitioners, not merely as doctors, but as having

an interest in, and experience of, design, construction and
administration of medical institutions;

(4) laboratory scicntists with an interest in the elaboration
of laboratory fittings on a transferable unit systcm and

(5) members of the nursing profession with a special
knowledge of the problems of internal hospital design.

299. We recommend that the Committee should, among other
things, give serious consideration to the feasibility of adapting some
of the many existing’ buildings of a temporary nature, which have
been set up for war purposes by the military and civil departments
of the Central and Provincial Governments, to purposes in connec-

RE-EMPLOYMENT OF PERSONS WHO HAVE REACHED
i THE AGE OF SUPERANNUATION :

300. Among the major difficulties which have to be overcome!
in the successful implementation of our recommendations probabIY“ S

—

*Drs. Vishwa Nath and-Butt, Sir Frederick James and Lieut.-General J. B
“Hance desite to lay further emphasis on the remobilisation, for civil “purposes
of demobilised medical and ancillary personnel and their separate note will be
-found at the end of Chapter XXV of Volume II of the report.
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the greatest is the general inadcquacy of cxisting health personnel

‘and, in some cascs, the entire absence of certain classes of profes--

sional and technical workers.. The need for trained personnel is so-

~clament as to make the rigid maintenance of the normal rule that

Government servants should be Superannuated  at the age of 55
inconsistent with the requirements of the situation, at any rate
throughout the short-term period and probably in the earlier years
of the succeeding period. Subject to physica] and menta] fitness per-
sons who have reached the age of superannuation should be per-
mitted to continue to work 0N a year to year basis, on the condition

order to ensure that the continuation In service of such persons does
not stand in the way of normal promotions in the health services,
they should be made to retire before they are re-employed.

These recommendations of ours should apply to all members
of the health services. -

THE POPULATION PROBLEM

391. The stecady growth of population, which has taken
place during the past few decades, has had its repercussion on all
such matters as the housing, clothing and feeding of the additional
numbers brought into existence from year to year, their education
and the provision of adequate measures for the protection of their
health. No programme of social reconstructions can, thercfore,
afford to ignore the implications of the population problem.

302. The three main factors which influence the growth of
population are (1) migration, (2) mortalj Y and (3) fectility.
Migration

303. Owing to the restritions which - the Governments of..
other countries have placed on the entry of Indians into their terri.

tories, the effect of migration on India’s population has been negli-

gibie for some time past and is likely to be so, at Jeast for somc
time longer.

Morta!ity

304. During the past two decades there has been a steady fall
in the mortality rate of the- country. A further fall is bound to
occur if the large scale programmes for improving the health-of -
the community advocated by the different postwar  planning
committees are effectively put into operation. There is every-reason
to believe that there will be a saving of at least three million lives
every year in British India, which wil] bring its rate of mortality
down to the level of whay has already been accomplished in 2
nuinber of other countries. In the decennium betweeq 1931 and
1941 the average .yearly additiorto the population of India a5 a
whole was 5 millions. "An annual saving of 3 millions in British
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“India as the result of improved health conditions will raise India’s
rate of growth to 8 millions a year, without taking into considera-
tion any fall in mortality that may be brought about in the Indian
States through similar health measures. Under such conditions the
~very large increase of 83 millions, which took place in the 20-year
‘period between 1921 and 1941, is likely to be reached within
half that time. A purposeful control of mortality, without a
corresponding fall in the fertility rate of the community, can thus
have gr—rcaching consequences.
“Fertility .
305. All available information seems to suggest that the fall in
‘the fertility rate in India during the past 60 years has been negli-
gible compared with the fall in mortality. In this connection
certain estimates of the rates of fertiliy and mortaliy for the country

are quoted from an interesting study of India’s population problem .

by Kan'Slf‘y Davis, under Lhc title of “Demographic Fact and
Policy in India,” pubhshcd in the Mx]bank Memorial Quarterly

(July 1944).

Year Estimated
Fertility Decath
ratc ratc
IB=1801 . . ~ o e om s 49 41
1891—1901 . . . . . . . 46 44
1901—1911 . . .. ... 49 43
1911—1921 . . . . . .. 48 47
1921—1931 . . . . . . .| a6 36
1931—1941 . . . . ... 45 31

306. It seems fairly clear that, at least in the immediate tuturo,

- there is little reason to believe that there would be a marked fall

in the fertility rate of the country.

- Our Recommendations

307. In the absence of certain natural checks such as famine
and disease whose operatlon will, speaking generally, become more
and more limited as our various programmes of social security and
improvement in living "conditions dcvclon thc growth of popula-

* tion in India will bccomc an increasingly serious prob]cm Growth

of population may be prevented from becoming a menace to the
standard of life of the community (a) by migration, (b) by
increasing the production of natural resources and (c) by a reduc-
tion in the rate of additions to the population. 'We have already

“pointed out that the prospects of emigration helping to lessen the
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pressure of population on the means of subsistence in the country
appear to be remote.

F ~Increased Production

308. The advance of science, careful planning and concen-
trated effort on the part of the community to develop the country’s
Tesources may make possible the support of a largely increased
population on even a better standard of living than that which

exists at present. Such measures, however, can constitute only a

- emporary expedient, because a limit to"economic productivity will

be reached, sooner or later, and uncontrolled growth of population
must, as far as we can see, outstrip the productive capacity of the
country. :

Rcduérion in the rate of Addition; to 'P0pulation

+ 309. Qur social instincts militate against a reduction in’ the
rate of growth of population being brought about by permitting
the death rate in the community to rise.  We have therefore to turn
to three other means for decreasing the rate of growth, namely,
(1) a raising of the age of marniage for girls. (2) an improvement
n the standard of life and (3) intentional limitation of families.

310. Raising of the age of marriage for girls.—Carcfully
collected statistics from several countries support the view that the
fertility of women is at its highest during the age period 15 to 19.
The raising of the age of marriage for girls by a few years from
the present minimum of 14 would probably effect a reduction in
the iirr_h rate. There are also strong physiological reasons for
raising the minimum age for the marriage of girls to 16, 17 or
even 18. We refrain, however, from making a specific recommen-
dation, partly because we are not unanimous on the point and
partly because the question is so intimately bound up with social
custom and tradition, that the Governments concerned  should
consider the state of public opinion before taking any decision.

311. Improvement in the standard of living.—An improve:
ment in the standard of living generally tends .to promote a
Jowcring of the birth rate by helping to create an incentive in
individuals to limit the size of their families in the interests of
maintaining for themselves and their children a reasonable level
of comfort and of cnabling the latter, through proper education
and through the opportunities for carning their living which such
education offers, to keep up the standard of lif&to which. they had
been accustomed. Such rise must however be a slow process and,
while this development goes on, it seems likely that the active
measures introduced by the proposed health services will result in
an appreciable reduction of the death rate and ‘thus preduce a
temporary acceleration of the rate of growth of population.
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312. Intentional limitation of families.—If we believe that
Iimitarion of families is advisable, we should first ask ourselves 'the
question whether it 1s possible that this could be secured through
self-control.  Our answer must be, we fear, not to any material
exteat. While a limited numbezr of indiv lduals mav be under-sexed
or may, by nature, be so constituted that they can sublimate most of
their sexual urge into intellectual, artistic or other creative channels,
the large majoritv of mankind, although able to convert a part of
their sexual impulse into actvities uscful to the community, may
still have to find satisfaction in the sexual act itself. In the circum-
stances we seem to be left with - birth control through positive

means as the only method which is like ly to be Pﬂcctw*‘

The Extent to which the Starte should help to promoh the erth
Control Movement .

313. All of us are agreed that, when childbearing is likely to
rcsu]t n 1n|ury to motl\cr or mfant, there 1s every ]usnﬁcmon for
the practice of contraceprion. In such cases it should be the
responsibility of Governments to provide instruction regarding
contraception in maternity and child-welfare centres, dispensaries,
hospitals and any other public institutions which administer medical
aid to women.  We also consider that the supply of contraceptive
requisite should be made, free of cost, by the State to necessitous
women when the practice is advocated for reasons of health.  There
is also unanimity among us in respect of State action in two other
dircctions, numly (1) “control over the manufacture and sale of
contraceptives as in the case of food and drugs and (2) assistanco
from puhhc funds towards rescarch for the productmn of a safc
and cflective contraceptive.

514. Some of us arc of the opinion that, on cconomic grounds
alsa, contr.lccpuon 1s-justificd in the interests of the mrhv.du il and
of the community and that the State should provide facilities for
impariing Lnow]cdwc regarding  birth-control  when * dzs'red for
such reasons. The otlnrs while they fully appreciate the impor-
tance of relating populatloq to the economic resources of the
country, feel t]nt the active promotion by the State of contraceptive
practices for economic reasons will be ;ugtlﬁcd. in view of ob)ectxonq
to it on religious grounds in cer:ain quarters, only if there is
substantial support from pubhc opinion.

The Extent to which the provoced Measures are likely to Restrict
the Growth of Population

315. For various reasons, which mcludc thc inadequacy of
medical women and of health visitors to impart birth~control— |
knowledge to the women of the country, the. enormous -cost of
making a safc and effective contraceptive available to the pcoplc
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the inability of the majority of women to Jearp and practice contra-
ception Sadsfactorily and the disfavour with Which certain commu-
nities look on birth control for religious reasons, we belieye that
a rapid extension of the practice of contraception among the people
is unlikely in the immediate future. It also appears to us that
there is little immediate Prospect of raising the: age of marriage
for girls by legal entorcement. QOp the other hand, as has alrcady
been pointed out, the immediate prospect is that, with the introduc-
tion of the proposed health services and of the measures designed
to advince the welfare of the community, the rate of growth of
pepulation may show an acceleration a5 compared with the past.
Whilc-rc:cognising tully the implications of this increase in popu-
lation, we fee] that the only practical steps that can be taken are
(1) a relentless pursuit of the measures thar are now being proposed
for the reconstruction of national life in order to rajse the standard
of living and (2) the spreading of the knowledge of birth control
as far as the limitations imposed by the peculiar circumstances of

the country will permit.

Genetics and Population Policy

316. The application of knowledge regarding heredity for the
development of a healthy and vigorous stock of different species of
animals and plants has. been made by man with remarkahle success
in respect of many forms of life, As regards m:m,'howcvcr, the
extent of our knowledge regarding the hereditary transmission o
discase and defect is at present very limited and, ‘with the existing
knowicdgc, it would be difficult “to formulate and exccute an
effective population policy dirccted to promote the creation of 4
healthy and well-endowed communitv.  We therefore consider it
desirable that, as . part of the study of the population “problem
in India, the part which heredity and environment play in the
transmaission of valuable human- traits and of defects should be:
investigated. - =

Study cf the Population Problem

317. Itis highly desirable tht the Population problem should
be the subject of continuous study.  Apart from the probable trend
of population growth, such matters 15 differentia] tertility and
mortality rates and surveys of morbidiry among the varjouys sections
of tie community are of interest and’ Imoortance from the point
of view of sound administration. . The problems of heredity and
environment in relation to population poljcy should also_receive
consideration.  We desire to"see such studjes organised and cop-
ductedd on as broad basis of collaboration 3s possible and sugoest
that the Registrar General and Provincial Registrars, with ?Ecir
respective stafts of trained statistics; the Health De

ot partments,
Central and Provincial. and Departments of Economj
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1 Statistics and Genetics in the Universides, wherever they exist,
should participate in such studies.

ALCOHOL IN RELATION TO HEALTH
318. Drinking has, as pointed out by Professor Sigerist in his

[ book “Civilisation and Disease”, two main causes. “One is social
and economic. Misery, poor living conditions, lack of education

. and ot recreational facilities drive a man into drinking. In Russia

r- ; in 1913, the annual consumption of vodka amounted to 8.1 litres
or more than 2 gallons per person, and the average worker spent

over a quarter of his wages on liquor. When conditions of the

r working population changed after the Revolution the per capita
: consumption of liquor-dropped steadily. It was 4.5 litres in. 1931,
= Z7 T TOZGeiss s e » Another cause of harmful drinking is to be

sought in folk customs and group habits. Since alcohol removes
: inhibitions and makes people talk more frecly, it became the
- . custom to drink alcoholic liquors whenever people gathered for
' social intercourse. This alcoholisme mondian, as the French call
it, affects the most highly educated classes. It is not so spectacular,

3

Il

i but -has nevertheless very deleterious results.” A campaign for
; reducing alcoholism in the community must therefore take into
s account both these factors. A rise in the standard of living

accompanied by the provision of educational and recreational
facilitics on as wide a scale as possible seems to be essential to ensure
the success of the campaign. The harmful effects of convivial

1

. oo i .

+ drinking can be brought home to the pcople and their co-operation

* & sccured for its effective control only through education.

T Education regarding the Fundamental Facts in relation to Alcohol

I " 319. In the United States, all but two States (Arizona and

" g o Wyoming) have laws requiring that all schools supported partly

A or wholly from public funds should include, in their curricula for

L » . children, courses of instruation dealing with the effects of alcohol
i ' and other narcotics on the human system. We desire to see such

2 provision made in this country also. Proper text-books on the

subject should be prepared by some central agency and they should
i , be translated into all the languages of individua] provinces by the
14 respective Provincial Governments. In doing so it should be
;possible to include material, diagrammatic and narrative, which will
.give a local colour to the different subjects that are discussed.

| &l

«Certain Other Suggestions for Combating Alcoholism and for
Restricting Alcohol Consumption to the Minimum

~ow . 320. We recommend the strict contro]l of existing liquor
-shops and the severe restriction or even prohibition of opening new
shops, particularly in the areas occupied by the poorer sections of
‘the community, including industrial workers. There should be a
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reduction in the sour- ©f sale of alcohol. The alcoholic content
b of this beverag= sol 1n such places for public consumption should
= be within eerr=n limits to be prescribed by the Provincial Govern-
- meac.  Tae aim- should be-to make the places, where alcoholic
: beverages are permitted to be sold, decent establishments where a
shigh standard of cleanliness is maintained and suitable alternative
refieshments are provided, so that a man can take his family and
order fuod along with drinks. The experience in the West is
that, under such conditions, the excessive consumption. of alcohol
s gencrally checked. There should also be provision for the supply
of nor-alcoholic beverages.” Milk bars, tea and coffee shops, if
run on cheap lines, can help to divert the craving for intoxicating
drinks into less harmful channels. The desire fgor alcohol at the
close of the day is perhaps partly-stimulated by the Jack of oppor-
 tunities for other forms of useful activity, including recreation and
social “intercourse. '

321. Provincial Government obtain today a substantial part
of their revenues from alcohol. “Little economic merie can be
claimed for a system of taxation which raises any considerable part .
of the public revenue from the sale of alcohol, unless, as a part of /’\7—:§
the plan of government, this tax money is used to reduce the 7€
extent of facilities for the. sale of alcoholic beverages; to promote /<7 \

obscrvance of restrictive laws; to mect the cost of prevention, cari{?,/; IR\

and treatment of alcoholism among the considerable number ',;r‘ Sefw)i]

i . . . % N i { > T a R

persons whose health will be injured and whose carning capaciff. @ < 3 & )2
e N o3

R
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will be reduced by the use of alcohol”. It secms important to 4s= o4 )(\/j
that a substantial past of the moncy so derived should be devoted) - 2 /

by Governments in this country to measurcs designed to preventy . \\j/

the spread of alcoholism and to rehabilitate those whose health and \\,“7’/, 5 ¥

working capacity have been-injured by the excessive usc of alcohol. sz

Treatment and Rchabilitation of Alcoholics

322. The treatment of acute and chronic alcoholism is
cssentially a medical problem and adequate provision should be
made for it as a part of the general health programme. The rehabili-
tation of the chronic alcoholic is, however, a much wider problem. .
Here, apart from any medical measures that may be adopted,
there is the question of re-educating him to a saner outlook on life
there is the question of re-educating him to a saner outlook on
life and his responsibility towards those who are dependent on
him. The rescuing  of the growing children in the home of
Such an individual from the degrading effects of brutish
behaviour resulting from drunkenness is an equally important
matter. The establishment of houses of detention for those alco-
holics who require.segregation and treatment, medical and social,

‘ . . 0 : : Coe
should receive serious consideration. Legal sanction for such P~ 0
;dctcntion will, no doubt, be required and the question of acquiring NS
- 1“;.1'-.;1‘:.3;-,‘."‘*"_'1“
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the Accessary powers should also be Conslereq, 11 this sphere
of activity voluntary effort can render valuable Bdn  The rescuing
of the individual back to normality can be helpu mormoﬁsl';-
by properly directed efforts in which social workers and religiows
leaders should take an active part. 7

323. The consumption of alcohol, during working houss, by
persons engaged in certain .occupations is dangerous to themselves
and to others. For instance, pilots in ‘charge of acroplanes and
motor-drivers should be forbidden alcohol during working hours.
It should be an offence punishable under the law for such persons
to be found in a drunken state when engaged 1n their respective
occupauons. We have given these only as typical instances and
there are many others in which-the use of alcohol should be cqually
forbidden in the interests of the community. There is abundant
evidence to show that the efficiency and output of the industrial
worker are lowered by a alcohol and that the accident rate is raised.
The enforcement of total abstinence during working hours appears
therefore to be of advantage from the point of industry and of
workers alike.

THE INSTITUTION OF A MEDICAL LIBRARY SERVICE

324. One of the prime nceds of an intellectual community is
an cffective library service and this is more especially the case where
a highly technical subject such as medicine is concerned. India
Is at a great distance from other centres of scientific thought .and
she must incvitably draw her knowledge of advances and discoveries
from books and journals published in other countries. She must’
be largely self<contained and the need for a full and well-selected
Centra] Library is even greater than that of Europe and America,
where facilities for the dissemination of knowledge are more highly

dcvcloPcd.

325. India has not the funds to enable her at present to
institute a library comparable with the more important librarics
of the world. such as Washington" with its 420,000 volumes,
Leningrad with 600,000, Paris with 500,000 or even with that of
the Royal Society of Medicine in London with 160,000 volumes.
It seems to us, however, to be not unreasonable that we should"
recommend the establishmen: in India of a Central Library,
providing, in the first instance, for the housing of 60,000 to
100,000 volumes. '

326 In order to put_‘t}.x—c‘ proposed libré}y' service on a sure
foundation, an exploratory survey of the facilities existing in the
United Kingdom, the United States and elsewhere should be under-

- —
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_taken b / ' i '
y one or two officers (of whom at le gpe should be an

Indian) deputed for the purpose; -

327 There should be, in London, a correspondent to the
library who will watah. its interests in the West and act a the
channel both of information and of supply iz matiers conceraed
with the library service. 3

328. The Central Library we envisage is one chieAly devoted
to research and should be established in association with the All-
India Medical Institute. When similar medical institutes are esta-
blishcd clsewhere they will have to be provided with their own
Libraries. A case can be made out for an entirely separate library
in the dircctorate of the future civil health service. We prefer,
however, to leave that question, together with the proposals_for
the establishment of regional libraries, to the consideration of the
Governments concerned after the survey, which we have suggested
has been completed. when fuller and more exact information will
be available.

LEGISLATION

329. Our proposals for legislation  fall mainly under four
heads :(—
(1) thosc which arc_intended to assist in the formulation and
" exccution of a national health policy based on- the hrgest
possible agreement between the Central and Provincial
Governments and to promote the co-ordination of entral
~and provincial health activities;

) those which are designed to improve health adminismation
in the provinces, particularly the standard of such admini-
tration in local areas;

(3) those which are required for conferring special powers on
health authorities to enable them to carry out their dutics
more effectively than they are able to do at present and

(4) those which are intended to give statutory sanction to
certain proposals of ours, ¢.g. the establishment of the All-
India Medical Institute, the Central Committee for Post-
graduate Medical Education and Central and Provincial
Water and Drainage Boards. -

9

(

Consolidated Public Health Acts, Central and Provincial

330. In addition we recommend the enactment of consalidated
public health Acts by the-Cenzral and Provincial Legislatures. Such
Acts can serve at least three-purposes, namely, (1) to bring together
existing legal provisions relating to health, which are sattered

over various enactments, (2) to modify those sections of the law
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which require chaa,~ 10 the interests of promoting cﬁicignt admini-
Stration and (2" to incorporate the new provisions which will be
necessary for sie dcvelopmcnt of th‘chcalth,programmc we have
reccommended. At the Centre provisions relating to health are
fourd in about 40 different Acts while, in the provinces also, “a
varying number of legal enactments contain such provisions.

take some time to materiafise. In the meantime 1t is recommended

that the Centcal Government should  undertake to bring together, -

In a single publication, all the existing laws relating to health, both
Central and Provincial. '

331. Such legislation at the Centre and in the Provinces may -

THE FINANCIAL IMPLICATIONS OF THE PROGRAMME

22

332. In drawing up our proposals for the short-term

8r
which were embodided in the terms of reference defining the scope
and nature of the enquiry entrusted to us. The Government of
India said that it was desirable “to plan boldly, avoiding on the one
hand extravagant programmes which are obviously incapable -of
fulfiiment and on the other halting and' inadequate schemes which
could have no effect on general health standards and which would
bring little return for the expenditure involved”, We decided that
our guiding principle should be that the short-term plan must
produce an appreciable improvement in the health of the people
within the period of completion of the plan. This s 1 matter of
¢ven greater importance thap questions  of cost. -We were
strengthened in this view by two considerations. Onc is that plan-
ning would defeat jts purpos: if no satisfactory results could be
emonstrated. The conscquences of such failure might even be

a sct-back, for many years to come, in the development of health
administration in the country.

333- Theother consideration js that, if the rates of cxpenditure:
incurred by Provincial Governments on their medical and public
health departments were to be taken ‘even as an approximate guide
to determine the financia] Jimitsof our proposals, any attempt to
build a satisfactory scheme of health services for the people would
be foredoomed. In 1939-40 the per capita” expenditure on these
two departments together was Re. o-1-7 in Bihar, Re. 0-1-9 in the
United Provinces, Re.. 0-2-7 in Bengal. The highest figure for
such expenditure was Re, 0-5-9: in ‘the” province of Bombay. In
order to ascertain what an improved health service js likely to cost —
1t may not be out of place to examine the corresponding expenditure
for certain other countries, where ' the provision for affording
health protection to the people exists on a much larger scale thap

i
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in India. In Great Britain, the per crpita expenditure on medical
and public health acdvities was, 1n 1934-35, about Rs. 54-8-11 ai
in the United ~States the corrésponding _hgure for - 1938 was

Rs. 51-6-0. The expenditure incurred by a country on its health

ly depend on’ its national income and Ir‘.dia
favourably with the two countrics
tes of national income for these

services must necessari
compares, in this respect, very un
mentioned above. Certain estima

. . T |
three countries from sources to which we may reasonably atica
value are quoted below — '
Country Income per Source of information
: capita
3 Rs. A. P.

British India . 62 13 3 | The National income of British India

: i , 1931-32, by Dr. V. K. R. V. Rao.

Great Britain {1,049 6 5 |Journal of "the Royal Statistical
Socicty, Vol. 103, 1940, page 517.

United States . | 1,371 7 3 " Monthly Labour  Review, Vel.s3.
1941, page 114.

334. The per capita income of the United States is about
> times that of India and that of Great Britain about 17 tines.
Even after making due allowance for the much” higher nationa
incomes in those countries, India should spend annually about
Rs. 3-3-0 per head of the population if her expenditure on health
services were to bear the same relation to national income as the
amount spent in Great Britain in 1934-35 on health measures
bore to her own national income. On the basis of a similar compa-
rison with the United States India’s per capita expenditure on
health should be Rs. 2-5-0. From our survey of modern trends
in the organisation of health services in Chapter II of Volume II
of our report it will be seen that the authorities in' those countries

are dissatisfied ‘with the provsion for the health protection of their

people and that expenditure on 2 generous scale to augment the
existing services is under active consideration.  In these circum-
stances, if India desired. to develop a modern health organisafion,
a scale of expenditure much in advance of what the provinces have
been incurring, was inevitable. We therefore decided to plan our
short-term programme underterred by the cramping limitations of
existing provincial expenditure and with our main consideration
directed to the development of a plan which would ensure, through
its execution, a demonstrable 1mprovement of the public health.
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The Estimates. of Cost
335- We give
Our estimates of
second five years of

below, in the tabular form, the main items of

¢ years and the

Ot separately for the firq fiv
the short-

term programmc.

First five years Second five

years
S

-

- - ~ 3 \
1. Personaj health Services ip-
cluding the gjre

l Ctional organi- . 80,88,00,000
satons assgcia .

First ten years

o

: 118,64,00,000 - 199,52,00,000
led with the
Ministeries of  Health at

the Centre ang i the Pro-

vinces. . i

2. Professional education " 22,45,00,000- 19,86,00,000 42,31,00,0C0 . .

3. Exp2nditure onotheritems 50,42,00,000 50,20,00,000 100,62,00,000
e cingingl) W i L
133:75:00,000 188,76 00,000 342,45,00,¢00

4. Centre . . 3 9,2 2,00,000 11,32,00,000 20,54,00,000

5. British Indi, asa whole . 162,

TSN gl o i
97,00,000 202,00,00,000 | 362,99,00, 00
G ol 0%:090 | 362.99,00,Cox
, RECURRINQEXPENDHURE

1. Pirsonal i 116,10,00,000 250,02,00+000

366,12,¢0,6C0

81nisations associated with
the Ministerics of Hzalth ap
the Centre and in the pro-
vinzes,
Professional education

- Expznditure op otheritems

35,24,00,000 67,24,00, 000
- Lave reserye

12,32,00,000, 16,86,00,c00
15,08,00,000 22,91,00,000

T
312,66,00,000 473.13.00.000
S. CCn“'C . 3 18.76,00,000 28p39700v000
.. 4 WA —— e e ——
6. British Indiy # a whole | 170,10,00,000 331,42,00,000 501,52,00,000
ayment towards amortisation | 25,07 00,000 74,54,00,000
of nan-recurring ¢xpznditure.

100,30,00,000
Totalrccurring expenditure

Averagéannua]exanditurc .
Average estimated Population of
British India,

81,19,00,000 60,18,00, 000
337.5 millions 326.25 million

-
Anoual per Capita expenditure

336. After making allowanc
Our country as compared with th
States, the rate of ex 1

public services in
India should be about Rs. 3-3-0 per head of the Population in
> el of similar expenditure in Great Britain in
1934-35, and-about Rs. 2-5-0 t

©© reach that of the Upiteq States in
r938. Our proposals involve, :

execution, an anticipated expenditure of Rs.

the population. Ve therefore claim that the.p

- -tee
rogramme of health -

"
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development we have put forward cannot be considered extravagant
from the financial point of visw. When it is remembered that,
in Great Britain and the United States, a further rise in public
expenditure on health services has been considered essential 1n the
interests of the people, we hold that there is still greater justification
for considering that the demands which our scheme will make on
the public purse are in no way unreasonable. -

The Financing of the Health Programme

: '337. We realise, at the same time, that even the proposed per

capita annual expediture of about Rs. 1-4-0 during the first five

years of the programme will require that Provincial Governments
should make provision; for speriding on -health measures, Amounts
many times in excess of what they are budgeting now. The latest
available figures for the combined expenditure on provindal medical
and public health departments relate to 1944-45 and they are given
below. - i

Combined expediture on medical realief and public health activities in the provinces-
during 1944—45

Expenditure on medical relief and
Province expenditure public h:alth expressed as a
per capita percentage of total provincia l
In annas expenditure
Madras 2 T 6.2 4.7
Bombay ..l L1009 4.5
Bengal 7.1 R X
U.P. 3.9 4.9
Punjab 6.1 5.1
Bihar 3.2 7.3
C.P.and Berar 2.8 3.1
Assam . 5.4 6.2
N.W.F.P. 7.7 5.0
Orissa . ‘ 3.4 5.9
Sind 8.2 2.5

338. While a small number of items of existing expenditurc
in the provinces on health administration will fall within the cost

-of the scheme, the vast majority ‘of them will not aad, broadly

speaking, the expenditure involved in the execution of our proposals
‘will be in addition what the Governments, Central and Provincial,

.are now inccurring on their medical and public health departments,
‘which as shown above is generally on a meagre scale.
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339. A reference to the last column of the above table will
show that the expenditure incurred by Provincia] Governments on
health measures, curative and preventive, constitute but a very
small rraction of their total annual expenditure, the percentage
ranging from 2.5 to 7.3. On the other hand, the corresponding”
percentage in Great Britain during 1934-35 was 20.4 and in the
United States 13.8 during 1938. It is abvious that Governments
in India have, in the past, devoted an unduly small proportion of
their incomes to health administration and there is therefore every
justification for demanding that the ratio of expenditure under
this head must be raised considerably.  Governments should be
prepared to increase the money spent on health to at least 15 per
cent. of the total expenditure. If this is done a considerable advance
will have been made in providing the required funds for the
proposed health programme. At least in one province (Madras)
the local legislature has laid down- (Section 127 of the Public

~ Health Act) that every municipality “shall earmark not less than

30 per cent. of its income from all sources other than Government
grants, for expenditure on the advancement of public health in
its local area, including expenditure on medical relief and every
district board or panchayat shall similarly earmark not less than
124 per cent. of its incoome from such sources”. We recommend

- that it should be a statutory obligation on Governments to spend

a minimum of 15 per cent. of their revenues on health activities.

340. We consider it highly desirable that a searching enquiry
should be instituted into building costs and the data on which
Public Works Departments base their estimates. Instances have
been brought to our notice in which private agencies have been
able to carry out new building work at less than 50 per cent. of
the estimates prepared by the Publia Works Departments. We
do not venture to base any criticism on such information, but

there is undobutedly a widespread and persistent belief that the -

Public Works Departments are unduly expensive agencies for the
construction of Public buildings. This calls for careful investi--
gation, as considerations having far-reaching: consequences for
development in many spheres are involved. In this connection we-
wish to draw attention to the report of a Mission which was sent
to the United States of America by the Ministry of Works in the
Unied Kingdom in 1944. The object of the Mission, which was
an expert body, was to study American practice with a view to
securing in Great Britain in the postwar period (a) increased speed

and output, (b) reduced building costs, (c) improved standard of

equipment and finish and (d) improved conditions for operatives.

34I. An enquiry into building methods and costs, with special
reference to the Central and Provincial Public Works Departments
in India would now be helpful, particularly if, with the enquiry, .
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one or two of the representatives of His Majesty’s Government’s - -

Mission to the United States were associated as well as some non-
technical persons.

342. We desire to stress the organic unity of the component
parts of the programme we have put forward. Large scale provision
for the training of health personnel forms as essential part of the
scheme, because the organisation of a trained army of fighters is
the first requisite for the successful prosecution of the campaign
against disease. Side by side with such training of personnel, we
have provided for the establishment of a health organisation which
will bring remedial and preventive services within the reach of the

- people, particularly of that vast section of the community which:

lies scattered over the rural areas and which has, in the past, been
largely neglected from the point of view of health protection on:
modern lines. We have drawn attention to these aspects of the
health programme beaause we feel that it is highly desirable that
the plan should be accepted and executed in its entirety. We
would strongly deprecate any attempt, on the plea of lack of funds,
to isolate specific parts of the scheme and to give cffect to them
without taking into consideration the inter-relationships of the
component parts of the programme. Our conception of the process
of devclopment of the national health services is that it will be
a co-operative effort in which the Centre, acting with imagination
and sympathy, will assist and guide a co-ordinated advance in the
Provinces. We therefore look forward to a pooling of resources
and of personnel, as far as circumstances permit, in the joint task.
that lies before the Governments.
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SUMMARY OF RECOMMENDATIONS

CONSTITUTIONAL PROVISIONS

Aldiough under the provisions of the Constitution of India
“Health’ is primarily a.State subject, -and although more effective
<entral action and a larger measure of Centre-State and inter-State
co-ordination is necessary, any amendment of the constitutional
provisions, to secure this. does not appear to be called for.

LW
EE L

P O A

g On the other hand, in keeping with the democratic traditions .
4 being built up in this country, the objective can be better achieved
+§ by the growth of healthy conventions, greater goodwill and better
. education; by a system of grants-in-aid by the Central Government
- in support of public health programmes of a national character
E like those of water supply and sanitation, eradication /contro] of

i} communicable diseases, family planning and schemes of training of

¢f  health personnel, by the setting up of an All-India Health Service,

by the creation of regional organisations of the Central Healih

2§ " Directorate, by the Ccn_t_r_ql_»Qquncil_of_,ﬂqaj_Q__bﬁc_ing made a more

- %  effective organ for policy-making and implementation in the matter

§  of national health programmes, by the promotion of zonal Councils,

on the lines of the Southern Regional Health Ministers’ Coundil.

and by the utilization of the University Grants Commission, or a

comparable agency that may be set up for the purpose of advance-
ment of medical education and research. :

" Al
St

B ARG R

INTERNATIONAL COLLABORATION

The assistance and support received from internationa] bilateral
and other agencies has been most valuable and it is to be ho
that it will continue @ be forthcoming to supplement the national
<ffort towards the attainment of a higher standard of health.

Pre At st il e b . o kW

GENERAL
1. Having given due credit for the implementation by States
of many health meastres, it must be confessed that the general

picture presented bv aealth statistics of different States does not
enable us to take too cotimistic a view of the present state of health
and of the future health protection of the citizens.

113
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ples «f sound hygiene ae
aealth education and other efforts, and wiss:
strengthened in taking positive measures = orom
be ditficult for health authorities al ST
conternplated are acwally impleinented.  There are at present wide
variations as between States, not only in rroviding necessarv faci-
Hues for health care but in the measure of control exercised by
authorities in preventing the spread of eidemic diseasss. This
aspect should be attended to carefully.
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3. While appreciating the efforts mate by Governments to
give relief and provide satisfactory methods of rehabilition o
displaced persons, the absence of a measur= of willingness o the
part of the displaced persons ‘themselves has created difficuldes not
only for the displaced persons but also the populations of the States
concerned and those of adjacent areas,

4. The increase in the number of hositals, dispensarics, and
beds has not created the impression that mizirt have otherwise been
made because of large increase in the popukition. -

5. The arrangements for medical care for the peopis have to be
examined carefully. Overcrowding in hoswitals, inaficqual:c siaff,

men-availability of essential drugs and medsdnes, mixing of serious

with minor cases. lack of co-ordination of hospital services and the
dose proximity of the out-patient department with the hospital
proper, are some of the organisational defxcts which have to be
remedied at an early date.

6. There is a maladjustment in the &stribution of trained
personnel who congregate in urban areas owing to lack of amenities
and gainful employment in rural areas. Morcover highly trained
doctors of the medical profession are being utilised to carrv out
routine duties which can as well be done by lesser qualified people.
The need is to conserve such highly trained personnel to jobs that
they ought to be doing and to make greater use of auxiliary health
oersonnel. '

7- The attempt Yo start mass campaigns against certain diseases
£ke tuberculosis, smallpox, cholera, leprosv and filariasis is com-
mendable, but the method of dealing with these diseases individually
will not be conducive to the organisation of unified efforts needed
for the promotion of total health care. The health personnel

gaged in such mass campaigns must be trained to tackle all -

health problems in any area. While the overall supervision for
artcular diseases may require special attention through specialists,
iz rural areas it is neither possible nor desirable to have separate
2z=ndes to deal with separate diseases.
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8. The intensive’ steps taken at the time of the out-break of
pidemics or at the time of sudden catastrophes have led to waste
.of effort and finance. Instead of sporadic efforts at the time of
epidemics, large amounts can be conserved and more lasting resu's
“achieved if permanent measures for _eradication of diseases ars
undertaken. . :

_ 9-. While it is noted with satisfaction that the positoa
| regarding plague is now more satisfactory than before and thar
- -there has been no ep:demic of plague for several years, there are
- certain factors which do not tend to give us the confidence that
. recrudescence of plague may not occur.

1o. In attempting to provide school hygiene it should be ensur-
~ed that apart from providing minimum standards of sanitation in
- schools and colleges, conditions are made available to inculcate in
- children proper health habits from the earliest stage.

MEDICAL CARE

1. It does not appear feasible for the State to provide tree
! medical service on the scale visualised by the Bhore Committee in
f - ‘the near future. It should be considered fairly satisfactory if the
ratio of one bed per 1,000 population, is achieved during the fourth

' or fifth Plan periods.

2. The question of anancing of medical care, needs a careful
study. The introduction”of ‘4 systeri ‘of graded charges for all
hospita] services, except in the case of e genuinely indigent
patients, is called for. The possibility of the levy of a health cess

1s also worth cxp!oring.

3. Steps need also = be taken for the extension of medicaf
care through the prometon of health insurance schemes. The
" initial steps taken in this direction in the form of the Emplovees
State Insurance and Contrzutory Health Service Schemes, should be
followed up by extending their scope by giving coverage to other
sectors of the pooulation = the case of the former and by bringihg
all Government servants within the purview of the latter, as earlv
“as possible. ’

4. The Government should also encourage the development
of medical care facilities -2 co-operative lines, on an €xperimental

measure, through suitahi= subsidies.
5. The district hoszm] should occupy the key position in
regard to o are anZ should be expanded and strengthened

with speci !

11 H = &
10U:d De mobiie teams of
speci to cover all arexs trict and to provide necessary
supervisory ang consultan: & at the peripherv.  On the other
= - "< = o

hand the salai apitale thonid be dewve Ioned ta tab
1ana, the taluin hospitale zhouid be acveloped {0 take over the
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- Tequining hospitalisation or intensive medical care can be brought

profmamme as it has developed
od b die Bhore Comnmittes, It £ o
T nealth centre is an excellent ;‘E

posz if centres are established
and personnel.  The
Frogramme needs to be radically reviesd and it is suggested that
o further opening of primsary healts centies on the existing
zttern should be discostinued and any pamary health centres that
as> opened hereafter should be on the mattern suggested to serve
= population of upto 40,000 and should have full complement of
si2ff recommended by that Committee. Further the primary health
czntres already in existence should be upgraded by stages to reach
tie full-fledged pattern of the Bhore Committee.

7- It will be preferable to provide medical coverage to the
zest of the.rural population through mobile health units jn mobile
vans visiting them from district and taluk headquarters than -
tbrough poorly equipped and staffed primary health centres. Those

-1: ambulances to the taluk or district hospitals, for necessary treat.
ment. When facilities in regard to personnel, financo and other :
requirements are sufficiently enlarged, the Bhore Committee formula :
of the Primary Health Centres can adope=d. j :

8. The primary Health Centre should provide residential -
accemmodation to all the personnel of the Centre and should have §
a bed strength of 10 including two beds for emergency cases.

9- There should be suitable convevance including an ambu- |
lance and a jeep at every Centre.  Whersver possible the Centre
should be at a place where other activities such as education, "
agriculture, animal husbandry, etc. are concentrated. 4

10. Itis suggested that before this new programme of Primary
Health Centres is implemented on a large scale, each State should
establish some model centres so that necessary adjustments can be
carried out in the light of experience at a later stage. The model
centres will be supported by hospital services at taluk and district
level, by telephonic, ambulance and “mobile service facilities.,
‘Facilities of the police wireless communication now available 1
the greater part of the country should be fully utilized.

2

I1. Apart from improving the conditions of service of the;
g_zt_:dic_algnd,auxiliary personnel serving in primary health centres, i
is imperative that training should be given to prepare the largs
hulk of students, going through the medical colleges, for publi¢

heaith duties in rural areas and for improving the equipment &
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:staffing of the primary health centres so as to allow a better standard
.of work to be undertaken.

12. The Primary Health Centre medical officers should not be
.allowed private practice, but should be given non-practising plus
,public health allowances together with residential accommodation.
There should be one umified cadre of Assistant_Suregons in the
State to man rural health centres as also hospitals at higher levels.
All medical officers in that cadre should be given rural assignments
‘by rotation and posting to a primary health centre should normally
“be after one or two years of service in a hospital under the super-
vision of a senior medical officer. Service in rural areas should be
.an essential condition for confirmation in Government service and
for crossing the efficiency bar.  Preference for post-graduate training

should be given to those who have served in rura] areas.

13. Taluk hospitals should have a minimum bed strength of
50 and should have three Medical Officers dealing with medicine,
surgery, obstetrics and gynaecology. Such a hospital should serve

as a referral centre for routine type of cases from two or three

Primary Health Centres in that area. Of the three medical officers
‘one should preferably be a woman medical officer for maternity
and child health and family planning work. “Good clinical side-
room facilities should be available. One of the three medical
-officers should have had training in laboratory work.

14. Each District Headquarters Hospital should be expanded

~'to 300 to 500 beds, of which 75 may be set apart for maternity

and-so-for pacdiatrics.  Specialist services in medicine, surgery,

obstetrics and gynaecology, eye, ear, nose and throat, paediatrics,
“tuberculosis, dentistry and veneral diseases should be provided.

15. The specialit in medicine, surgery and obstetrics ard
*gynaecology should have the status of a Civil Surgeon. -

16. There should be an isolation unit of 50 beds attached to

‘the District Hospital. The Tuberculosis Clinic and Public Health

“laboratories at the district headquarters should work in close asso-

ciation with the district hospital. There should also be a chronic

and convalescent hospital, in order to relieve the congestion in ‘the
Thospital and the consequences strain on the staff.

17. A number of.district hospitals should be ‘linked with the
teaching hospital on 2 regional basis i ofder to™ gét expert advice
and assistance in the matter of inv<stigation, diagnosis and
treatment. '

18. Every district and teaching institution should have a blood
‘bark service.  The headgrarters of each State should develop 2

specia: department fo blooa transfusion se:vice,
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19- I planning hospital facilitie of 2= bad fo

every 1.0oC . apulation should ba taken £
at the aluk level will provide 600 to 8§00 seds = Z¢ primary
health centres will provide 10 beds eack:, In additicz, the beds
available in privae or voluntary hospitals sh.-ild aiso = taken inta
consideration. The important thing is to zasure thi- from the

smallest to the biggest hospital they function 25 an integmal whole,

ok SR,
miospitass

" 20. The planning and organisation of the Qut-patin: Depart-
ment deserves special care. It should be ouside the czmpound of
the in-patient department with a scparate enwance. Tae Casualty
Department for emergency cases, and the Orthopaedic Department
for accident cases should be attached to the Out-patient Department,
Certain other departments, such as Eye and EN.T. could also
safely be situated in the out-patient department buldizz. There
should be full facilities in the out-patient department zor X-Ray
and laboratory services, immunization and anti-rabic treatment.
Special clinics like diabetic clinic, border-lins menta! Zin‘c, chest
clinic, could also be located in the out-patient departm=rr.

21. Thereis a grcaf need for special hospitals for cxldren. -

21(a). Apart from the provision made in district 2nd taluk
hospitals and primary health centres for maternity beds. wherever
passible independent maternity hospitals should ‘be “braaght into
existence so as to increase within the shortest possible tize hospital
facilities for maternity cases. Maternity wards or materrty hospi-
tals should be available in all large towns and cities a=d should
be so spread over that facilities are afforded for women i different
localities to get admission casily. It is desirable to encerage the
habit of pregnant women attending the ante-natal clini=  As far
as possible only booked cases should be ultimately adm==d into
matemity hospitals. Domiciliary visits should be paid ¥ trained
health visitors or midwives. ‘Maternity hospitals shoulc z'so have
facilities for post-natal care.

The larger maternity hospitals should serve as trainny centres
for nurses, midwives, nurse-midwives, medical students z2d other
parz-medical personnel who serve in the field of maternal znd child
care. A plannéd method of development of maternity hames and
maternity hospitals which attached ante-natal clinics an¢ facilities
for the system of promoting booked cases, is recommended.

22. Each taluk hdspital should have 10 to 15 beds for solation :
of T.B. cases. Similarly, at the district level where there is no-

separate T.B. hospital, 30 to 40 beds should be reserved for T.B.
five to )t::n beds may be earmarked for psychiatric cases.

Each district hospital should have a Psychiatric Cinic and

(Y ERC
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", . 24. Mental hospitals should be developed on a regional basis,
the optimum bed strength being about 750. AL

25; Each'tcacbing hospital should have a separate cancer
clinic and each State should have a full-fledged hospital equipped
with modern facilities for the surgery and radio-therapy of cancer.

26. It is also necessarv to have leprosy hospitals for treatment
of cases requiring isolation, surgery and rehabilitation.

~ 27. In regard to blindness those concerned with preventive
and social medicine should be properly instructed about the aetiology
and incidence of eye diseases and the measures necessary for preven-
ting them. Special surveys and provision of adequate number of
beds are necessary. . At the under-graduate level the students should
be adequately trained in Ophthalmology. This wiil encourage
them to take up Ophthalmology as a career.

28. Mass campaign against diseases like trachoma, and other
diseases causing blindness like smallpox, etc., should be conducted.

29. There should be one Ophthalmic Hospital for each State
with 300 to 350 beds, besides the provision made in the district
hospitals. :

30. Centres for the rehabilitation of the adult blind should be
established. a :

31. Eighty to ninety per cent of deafness is preventible. This
requires education of mothers and children on the simple causes of
deafness. :

32. Incidence of deafness is likely to increase with the rapid
o i industrialisation of the country and with the frequent exposure of
§  the human ear to loud noises. Steps should be taken to remedy
the situation.

33- Training of ear surgeons is necessary.
34. Mechanical hearing aids should be'manufactured in India.

35. The deaf schools in the country should be supervised and
uniform standards of teaching prescribed by a National Committee,

36. Every State should have an orthopacdic hospital with
wings for accident cases. Hospitals for handicapped chiidren with
physiotherapy, occurational therapy and other facilities should be
organised in cach State.

37. The existing institution for training workers in Physio-

v sdould be fully developed so as to enabla it to
ing actvities which are at present being done
¥ Limb-Fitting Centre at Poona.
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el a fullequipped and staffed dental
- TorEl part of tae headquariers hospital.  Besides the
il duigesa there should be a dental hygienist and a dental
Loacnantc. oy
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40. In each district there should in addition be a dental mcbile
vai, which should visit the taluks and other cantres on a carefully:
drawn schedule. Cases referred from primary health centres for
dental examination of school children can be examined in this
manner.

41. It is suggested that some orientation in dental care may
be given to the auxiliary health worker in each primary health
centre, so that he may assist the dental hygienist. - . mE

42. The Armed Forces Medical Services can co-operate with
their civilian counterparts in order to improve the health of ‘the
country and to train medical auxiliary personnel of which there is
an extreme shortage in the civil side.” A short period of service in
the Armed Forces may usefully be rendered by every avilian
medical officer. Interchange of specialists for periods, between the
Armed Forces and Civilian institutes is also highly desirable. :

Medical Care in Railways:

43- In an organised service like the railways it should be
feasible to subject all employees to periodical physical examination.

44. It is necessary to provide checks against patients suffering
from infectious diseases freely using the railway trains and.
platforms,

45. Stringent control is required in the matter of cleaning of
railway carriages, the inspection of food and the manner of its
vending or platforms and refreshment rooms.

-

46. The public health staff of railways required to be trained
at all levels. There appears to be no reason why the Railway
Health Service should continue to remain in a water-tight compart-
ment. A common cadre with the Central Health Service is
suggested. While retaining the administrative structure of the
Ratlway Health service in gereral, it is time that railways drew
upon the pool of the generai F:alth Services for their medical
personnel.
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47. It should be possible to make suitable arrangements for
advice and assistance from specialists in Government hospitais in

‘bigger cities being made available to the railway hospitals as and
“when rcquircd and vice versa. : .

“._Factories :

48. Special provision should be made available for hospital,
domicillary and clinical care of workers. There should be separate
hospitals for the insured patients except when specialist treatment

¢ 15 rcquir_ed. _ '

49. There should be no discrimination whatsoever in the

_existing Government institutions between the Government servant.

the insured patient or the civilian patient.

. Plantations : 4

50. By and large the health care facilities provided in planta-
tions are poor and inadequate. Emphasis has largely been placed
on providing expensive medical care facilities without adequate
regard to the need of preventive health services. In a majority of
plantations, sanitary facilities for- health education, immunization
programmes, ctc. have not been carried out on the required scale.

51. The provisions of the cxiSting law in regard to health in
plantations should be enforced by the State health departments.

Tribal and Backward Areas:

52. The major public health problems are .those of water
supply and sanitation, malaria, tuberculosis, V.D., leprosy and
nutritional disorders. The problem is made difficult because of
the sparseness of the population, lack of communications and
‘primitive voodooistic ontlook of the majority of the tribes to discase.
Over-zealousness in providing scientific medicine should net lose

sight of the attitudes of the tribes and the village dotor should.

be treated as an ally by the health worker rather than a rival. The

so-called ciyilising inflnences.should be extended to the tribal people

with judgement and discrimination so as nof to do violence to
certain cultural patterns peculiar to the tribes. "

53. One of the most urgent needs of tribal areas is expansion

of training facilities so that healil: assistants, health visitors, sanitary
inspectors and other technicians are trained out of local tribal cand:-
dates. The standards of basic education applicable to the rest of
the country should not be insisted upon for some time to come i
such cases. The training centre at Passighat in NEFA shauld serve
as a modsl and similar centres should be set up in ail triba! arecas
to ineet the needs of the tribal ropulation.
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Privatz Medical Praciitioners :

56. Closer Lizison should be established between tha private
practitoners and the hospital authorities,

57. Government hospitals and dispensaries should profitably
ntilisz the services of private practitioners o» part-time or honorary

basis.

)

uch practitioners shouid also be crlised in State schemes
czrz like the Em_pioyccs’ State Insurance Scheme..

(W]}

<
of medical

5¢. Privare practitioners can co-operat: with Government in
problems of mass Immunization, schoo) health, family planning and
health education.

5. To s=cure the co-operation of private practitioners and
to enzbis th=m to play a vital role in the matter of medical care
to the public. thev must be given refresher courses from time to
tme. Laboratery services at nominal cos: and other facilities
should b2 made avzilabls to them in the pudlic institutions.

PUBLIC HEALTH

Water Supply and Sanitation

I. Most Smtes are not completely equipped with men and
materials to cary out water supply and sanitation programmes.
The organisational set up for handling ths rural phase of the
water suoplv and sanitation programme is lacking and there is a
multiplicty of agencies entrusted with this programme, with the

result that progress has been ‘halting and results achieved doubtful,”

A re-orieatation of the existing policy and procedures is necessary.

2. Full-fledged State Public Health Engineering Organisations
shozic be brought into existence and all public health engineering
Werks carried out in consultation with such departments in regard
to Cesigne. estimares, etc. where the execution s through recognised

3. Tas magaitude of the urban and rural weter supply and

Mmate of which is of the order of Rs. 1,500 crores. The aim should

amme will involve a large outlay the lowest esti- -
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be to accomplish this entire work within about 25 years, if any
tangible improvements are to be expected. A much-need=d change

in outlook in the management of water supply projects is called
for.

- 4 The practice of Corporations and other local authorities
undertaking water supply projects independently has proved un-
satisfactory and the recommendation of the Public Health Fngineers
Conference for the formation of Water and Sewage Boards to serve
a number of municipaiities and other local authorities in an area
"Js commandad. :

4(a). Another dirsction in which reorientation is necessary, is
legisiation for conserving water sources and - for regulating the
exploitation of ground water.

5- It is suggested that the possibility of tapping persnnial
Tivers throwing large gquantities of unutilised water into the sea
should be explored before their entry into the sea without affecting
the riparian rights of any other States.  Such water may be collected
in reservoirs and carried through conduits to many villages through
storage tanks. .

6. In areas whers there are a large number of rainfed tanks
they may be interlinked with pne another wherever possible.

7- Another possibity of providi ng water in coastal areas may
be by disalination of w1 water.

8. A scheme for the provision of water supply to every village
‘with a population of 5,900 before the end of the Fourth Plan is
Tot too ambitious to put through.

9. It is of the utmest importance that drainage and sewerage
- schemes should run paraller to water supply. schemes in urban
areas. . :

10. Part of the money advanced by Government to local autho-
Tities for water supply schemes ‘should be treated as grants. A
condition should be made that the schemes undertaken with the
help of loans from Government are integrated with drainage and
sewerage schemes.

11. Another line of action will be research in the treatment of
¢fuents in such a manoer as to bring as high a return as possible

with the least investme-:,

" 12. Methods of diszosal of human excreta most suited to each
area will have to be evoived, It i suggested that in every Sute
2 protproject should be st up to study various methods of disposal

of sewacs and human exeeta 1n rural areas,
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23t not only health cducation but also punitive
C 0 instituted i1 order o prevent the use of open

5. A satisfactory solution of the ruzz! latrine programme will
deped more upon an appeal to the civic consciousness of the com-
muzity rather than on motivation of the individual villager. The-
Block Development Organisati-n in each area should take the
responsibility to fabricate approy iate rura! latrines and to supervise-

peradical the servicing of such latrines,

16. Competitions at the Block and Zila Parishad levels may
be crganised where some token of recognition of creditable effort:
on the part of individuals and communites for the improvement
of roral hygiene, may be awarded. Efforts in this direction should
be co-ordinated by “the various agencies like the Community

P

Devzlopment Blocks, Local Bodies, State Departments of Health

17. The sources of air pollution are many and the effects” of

such pollution on human health are multifarious, It is suggested
that the programme for control of air poliution in the bigger cities
of India should be given due attention by research, establishment:
of a monitoring machinery and legislation.

Maternal and Child Health

18. Greatest attention should rationally be given to the care of
the bealth of the children. There is no agency to ensure that a
systematic fo‘dow-up of ante-natal, midwifery, post-natal, infant-

and child welfars services takes place. This work must be-

organised properly. _
19. Every effort should be made to develop and expand the-

network of maternity health centres so that within a period of

ten yzars one midwife is in position for 5,000 to 6,000 population-
in ruzal areas, supported by a public health nurse and an auxiliary
health worker for twice that number,

20. The Departments of Social and Preventive Medicine- -

shouid give due impo-tance to maternity and child health. Under- - § i,

graduates should have more czperience and practical training in-

ante-ratal and post-natal care and in midwifery.

1. Enough maternity beds must be provided in teaching:
Is to aliow each under-graduate to do the normal queta of:

hospizs 1l
20 casss. ‘Training in mid-wifery should also be domiciliary.
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22. Mid-wifery, pacdiatrics and health education’ should
& receive emphasis in the orientation and refresher courses for medical
: officers, public health nurses and auxiliary health workers.

E 23. The output of public health nurses, lady health visitors
§ and auxiliary nurse-midwives should be increased considerably.

i 24. The maternity and child health services in hospitals should
& be coordinated properly with those of the' M.C.H. Centres. The
§ centres should register all expectant mothers and induce them to
4 avail of all the services. The . servioss rendered by maternity

i centres should include Immunization and nutrition education,
g 2part from routine mother and child care, Maternity. and child
@ health centres, staff should give talks, demonstrations, film shows,
& family planning cducation. home visits and health education in
& the homes of the people.  These centres should establish close-

liaison with agencies like Balvadis for the care of pre-school
children. '

= 25. Creches should be set up in commercial and industrial
W cstablishments.

26. For children play grounds. should be provided.

P 27. Until there is an adequate number of trained mid-wives,
¥ the village dai should be trzined for use in certain areas.

F | 28. The Lady Health Visitor and Mid-wife posted to health
& centres should be responsible for health education, personal hygiene:
$ and nutrition.

‘ 29- Health centres ané referral and district hospitals should
form part of an integrated whole with telephone connections and

$ ambulance services in order o attend to abnormal deliveries, surgi-
@ cal cases and blood transfusions.

£ 30. The primary heakh centres and maternity and child
2 health centres in rural areas should take a greater part in ic
4§ Programmes of immunisatica of children and in the notification
#* and chccking of births and deaths. They should also attend to
4 the distribution of food supplements like skimmed milk.

Sckool Health’

31. The Advisory Boards to be set up at the headquarters and
& district levels in States on which the Departments of Education,
g Health, Housing, Agricultar: and Social Weifare, a. - represented,
nould play an important pe= in developing policies :nd prograrm--
s connected with the heard services for school children.

2Lt
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32. Each Directorate of Health Services should have a Rareau
=% of School Health Services to van and initiate School Health Service
L ; ; e Lo
. Programmes, to co-ordinat e activities of the Government, the
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vodies and volaprars orgamsavicns ind te establish cloge
~ Wi the bducauen Departments iz “he Statec, 2
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33. General hygiene and sanite ‘a1 = sclial premises and
L surroundings should be improved. Every school must have -
< source of wholesome water supply, sanitzrv facilities and regular |

Z2c proper cleaning up of the class rooms zad the school campus

34 Offcers of the Primary Health Centres should consider it
eir duty to see that sanitary facilities in schools are adequately

35. The production of birth and vaccination certificate should
o= made compulsory for admission to schecls.

36. Teachers should see to it that lists of students are prepared
for re-vaccination after three years and such Lsts are made available
= the medical officers of the Primary Health Centres for necessary ;

- —
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37- The school staff should activelr assist in inoculation of |
turils at the time of any epidemic. 3

38 The school feeding programmes being carried out in-
e=='n States should be watched carefully and steps taken in the -§ actio
Lzh of experience to improve and extend them.

38(a). Kitchen gardens should be cultvated in a large majo-
=7 of village schools for supplementing the menu for school
s’y ,

3. The Primary Health Centre staff may not be able to cater §!
tc e medical coverage of the schoo] population except in 20 to -
=3 viilages. Therefore, for the remaining portion of the Block ]
&=z the services of private medical pracuticners in the nearest
tewrs may be made use of either through a system of per capita
fe= or by payment of an honorarium. These private practitioners
2y do periodical examinations and inoculaticn, while minor |5
2 ments may be attended to by the Primary Health Centre staff |

=2 the more detailed investigations may be done by the district §
bosoiaals, the mobile specialists and the ambulance services, being ¥ -

rezommended elsewhere..
Nutrition ; ;

0. In spite of the priority given to agriculture in the two.
F==t Year Plans, major emphasis was laid on the ‘ncrease of fqod
crzducton oaly, and adequate attention was not pzid to increasing
put of protective foods, for the vulnerable groups of the

ToTT ation.

A sound nutrition policy involves collaborative effort on the
- of the Ministries of Food and Agriculture, Community Deve-
ieccz=nt, Education and Health.
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‘41. The sixty million acres of cultivable land still to be deve-

jcpcd and the 70 million acres of fallow land in the country should
& be fully utilised for production of more food.

42. To cover deficiency in protective foods, milk production

8 hould bc.considcrably increased.  Production of more fodder,
$ improving the breed of cattle, poultry farming and fish production
8 arc other ways for increasing protective foods, Special attention
W should be paid to the development of vegetables and fruits, exploi-

g tation of neglected sources of vegetable protein foods, development
& of kitchen and community gardens, fish culture and production

3 of processed and synthetic foods.

- 43- More Nutrition Sections in the State Health Departments

i ﬂxould be opened, and the existing ones should be considerably
g strengthened. -

. 44 Qualified Nutritionists and Diceticians should be employed
$in public institutions. :

45. Iron supplements, protein rich foods, vitamins, etc.,

-?;hould be supplied to the yulnerable groups in"rural areas through
® Rural Health Centres, M. C. H. Centres, Schools, etc. Similar

action should be taken in urban areas,

B

= 46. Clinical Research Units should be established in teaching
3 hospitals for investigation of discases associated with faulty diets,
$ for analysis of food stuffs, for study. of the effects of storage, proces-
& sing and cooking and for the study of normal. physical and physio-
& logical standards, - ,

48. A large number of institutions for the training of djeti-

cians and nutritionists and nutrition workers should be set up,

48. () The recommendation of the Bhore Committee for the

; establishment of Chairs for- Nutrition is reiterated.

49. Considerable precautior should be taken while storing

and transporting foodgrzizs to - - that such goods are not conta.
"4 minated with other poisonous su.stances like follidol.

Mental Health

50. There is a geneal sense of complacence ip regard to
mental diseases. There i an urgent ried for the scting up of
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51. Early steps should be taken to ses that as far as possidle,
housing accommod 2 tios £

VAR

fon } t all employess of State
and Central Governinents, 2il industial weekers emploved in large
factories and all those who are asscciated with  public  utility
concerns. '

52. Any new industrial area should be sufficiently large and
well planned to meet the requirements of industrial labour for
housing and other amenities.

53. The creation of large towns will no doubt, invoive con
struction of multi-storied buildings but safe-guards regarding perfla-
tion of air, easy transport facilities, ancillary necessaries like schools,
hospitals, play-grounds and parks should all be provided.

54. The removal of slums and provision of alternative accom-
modation to slum dwellers is another important point to remember,

55. Co-operative housing schemes should be encouraged.

56. The proposal of the Life Insurance Corporation to sub-
sidise housing schemes should go a long way to solve the housing
problem. ‘ - :
57. The type of houses in urban and rural areas should ba"
considered carefully from the point of view of public health and .
sanitation. '

58. The policies for Town and Country Planning laid down .
by the Central Government should be taken full advantage of by
the States. There should be a proper town and country planning.
before hoasing schemes are sanctioned. All schemes of housing
should be regulated by special Boards on which the Health Engi-
neering and Administrative authorities should be represented along
with experienced non-officials. E

Vital Statistics

59. Health Statistic should not be confined to disease alone:
but must include, in future, information on the socio-economic and |
cultural pattern of the community.

60. More and more longitudinal studies should be made in | 3
fucare for purposes of problem measurement and concurrent-§
evaluation, '

61. State Burcaux of Health Inte!ﬁgcnse should be established-
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62. There must be co-ordination bérwcen the Vital and Health

Statistical units in States and the chistrar—G‘enc_ral and interna-
tonal agencies.

63. Centres should be established for the training of officers
and other persons engaged in Health Statistics work.

64. A Central Health Statistics Act should be enacted to

- bring about uniformity in the collection and reporting of health

statistics throughcut the country.
_ N\
Health Education

. 65. In view of the great importance of the subject, all States
should ¢stablish Health Education Bureaux which must work in

<o-operation with the Central Health Education Bureau to promots

E . health education of the people and make them health<onscious.

Model Public Health Act

66. In the interest of public health all oyer the country, the
time is come when every State should have a Public. Health Act

of its own. Such an Act should include all the subjects mentioned - -

in the Model Public Health Act framed by the Ministry of Health.

Physical Education - o

67. Physical education has yet to receive its due emphasis in

this country. The general public should be made aware of the |
contribution that phvsical education and sports can make to the.

balanced development of personality. There is nced for a more
wide-spread realisation on the part of all concerned that hysical
education including gamee and sports is an essential part of cduca-
tion and that no educational system can be called complete if

 physical education is not allowed to play its full role.

COMMUNICABLE DISEASES
General :

1. Control of communicable diseases cannot be dealt with ‘

exclusively as a State subject. It should be simultaneously a Central
responsibility. It will be 100 late and not very effective for the
Centre to intervene only in the event of an inter-State spread of
infection.

2. There should be an organisational set-up representing the
Central Government and the States in each zone to deal with
communicable diseases on the lines of the Regicnal Organisations
set up for the Malana Eradication Programme. Two or three

N
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3. Some compensatinn {¢ither under the Workmen's Compen-

seize At or under anv oner | on e e= passed) should |
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given w the health persomuel, modical and non-medical, who are
{ } tant

expased to unusual risks through contact with patiznts suffering
frorm communicable diseases.

+. The development of a national outlook through the proc.:-

ses of co-operation and discussion is prefereble to the entorcemeiit

of aztion for the contro! of Communicable Diseases by statutory

5. Necessary measures to enforce the legal obligations in

; regard to the notification of Communicable Diseases should be
" promoted. ) '

s ] P

5. The network of Police Wireless Stations mav be used for

the mansmission of intelligence about communicable diseases from
rura! areas to the nearest District Health Organisation. -

N S e e - =

Infectious Diseases Hospital :

-. There is prime need to improve the conditions of Infec-
tious Diseases Hospitals so as to make them fit for the treatmept
of th sick. A modern isolation hospital with facilities for treat-
men: of Smallpox, Cholera, Diphtheria, Plague and other epidemic
diseasss should be established by every municipality with a popu-
lagor of 50,000. In municipalities of smaller size, isolation wards
shouil be attach=d to general hospitals for the purpose. In bigger
Ciies like Bombay, Caicutta, Madras, Delhi and Kanpur, there
should be as many as three to six separate isolation hospitals distri-
buzzd in the different parts of the Corporation areas.

$. Apart from Infectious Discases Hospitals, every General
Hospal (including maternity hospitals) should have a small isola-
tion bock for the purpose of observation and treatment of cases
suspeczad of communicable diseases.

Public Health Laboratories :

c. Public Health Laboratories equipped to undertake labora-

‘tov 2nd field investications must be coasidered as the essential
pre-recisites in any Communiicable Diseases Programme.  There
shoald be a chain of such Laboratories in each State. Besides other
facliti=, they should have a mohile unit for field investigations.
~re hould be a Blood Bank in such laboratories. These labora-
tories should cater also to the peeds of privatc medical practitioncrs
for +he =xamination of clinical material in connection with the

diagmoss of infectious discases.

P
!
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Epidemiological Units : _
10. Each State should have a fully equipped mobile epidemio-
logical unit capable of proceeding at short notice to any part of the

State for field and laboratory invcstigation on the outhreak of 2n
epidemic. '

11. In addition to the small epidemiological units in States.
there should be a nucleus organisation at the Centre, the servicas
of which can be called upon by any State in an emergency. The
- co-operation of the Armed Forces Medical Services may also e
i taken in this regard.

12. While it is hoped that the Malaria Eradication Programme
of the Government of India will achieve the targets in the course
- of the Fourth Plan period if not in the Third, attention may be
.. drawn to the following problems which are likely to crop up as 2
" result of the mass campaign of this size :

(2) The question of the possible developriients of resistance
in the mosquito to the insecticides and the nezd for the

completion of the programme before this becomes mani.
fest on a wide scale.

e | (b) The possibilities of insects other than malaria vectors
2 becoming resistant to the insecticide in use, e.g. the rat
. flea and sand-flies which transmit plague and kala-azar

respectively, and ~

% . (© Careful consideration of the routine use of insecticide to
k] insect-borne diseases of man and animals and aiso againg
B 4 agricultural pests, in present circumstances.

Filariasis :
13. In view of the evidence of spread of filariasis it is essential

to concentrate control measures in the urban centres.

14. The structure and functions of the existing 'éontrol units

should be so modified 2s._to permit them to undertake effective
anti larval measures continuously. :

15. Filariasis clinics should be established in suitable hospitals
In areas where the diseass is endemic,

16. There should e separate section for filariasis in the
epidemiological bureaux o Ls created in each State. This section
should work in close coo cration with the Public Health Engi-
Deering Section of the Stare, )
5 12— 88 CBIL/ ND/S4
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19 Control of filariasis is not amenable 1o 2 crash eradication
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ame as in the case of malaria. The effort will have to be
ved for an appreciable time with adequate financial support
before any tangible results can be obtained.

2. While anti-larval measures may b= expected to stem the
tide :-mporarily, only adequate drainage falities can provide the
long-tzrm solution of the problem.

Tuberculosis :

21. The emphasis on anti-tuberculosis work must continue
t be on the public health aspects including protection of the
vulnerable population, early detection of casss, control of the spread
of infection and attempts at converting an infective case into a
non-inective one within the shortest possibie time. : +

-1 _Emghasis 1s also required on early detection of the disease - £
.1n persons who come into contact with children as well as contacts
of acuve cases. : : :

23. While mass BCG vaccination should continue during the
Third Plan, active steps should be taken to mtegrate BCG vaccina-
tion programme and other tuberculosis schemes,

24. Highest priority should be given to the establishment of
T.B. clinics so that fully equipped and stafied clinics coms into
existence in each district with the least possble delay.

25. Since modern chemo-therapy has proved to be verv effec-
tive ard is likely to be the basis of any mass anti-tuberculosis pro-
gramme, it is essential to ensure that adequate stocks of such drugs
are made available at a reasonable cost.

25. The provision of a mobile van equipped with X-ray is
essential at each of the T.B. clinics. The mobile vans should visit
the waluk hospitals and primary health centres at stated inervals.
The disrict clinic would become the base from which the B.C.G.
vaccination teams operate. ‘

27. The setting up of demonstration and training centres in
T.E. ane for each State, must be considered as a sine qua non for °
the development of an efficient anti-tuberculosis service.

=%, Owing to limited hospital “beds and extremely poor
housing conditions in the coun try, facilities for isolation of advanced
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» provided on 5 much larger ccale-than
ds contemplated at resent, and at a much ‘Breater .. At least
- P p 4

50,000 beds should be available -in ‘the country for purposes of
_jsolation. . ’ ‘

2Y. In grder. thal at lease o part of the total need for hospitali-

-sation can be met, it is suggested that the immediate aim should
be for a bed strength of not less than 1,00,000. :

: 30. Rehabilitation and after-care facilities need also to be pro-
. vided simultaneously. :

 seryic: Fhere should be an offcial in the Directorate of Health
" Services of cach State uclpsivcl i

3 32. T. B. workers, as also others working for control of com-
. -municable diseases, should be given attractive remuneration and
 treated as part of the State Health Cadres, so that norma! avenues

- of promotions are open to them. Private practice should not be
permitted to doctors deing such work, :

33. Government should - give all possible cnéouragcmcnf’ to
- non-official and voluntary organisations working in the field of
tuberculosis. : T

chrosy

; 34. In the light of present circumstances, segregation cannot
¥ be considered as 2 practical approach for the eradication of leprosy.
‘¥ Emphasis has got to be laid on-the carly detection and treatment

35- A determined attempt should be made to train leprosy
personnel both medical and para-medical at as many centres as
possible. The para-medical workers should be used in as large a
: Teasure as possible, thus relieving medical officers from those

duties which can adequately be performed by the former.

: 36. For some time to come, steps will have to be taken to
- Provide facilities for rehsbilitation of leprosy patients. Wherever
- possible simple physiotherapeutic measures should be introduc:d
at © :atment centres and attempts should be made to educate

4 1oonts to take care of their hands and fect. Centres for reconstruc-

tve surgery should be established at suitable places

37- The work of v treatment and study centres in the Third
Year Plan should b 5o organised as to permit an assessment
of the leprosy problem 3a the near future,

" Five
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Smalipox

40. On the termination of the Smalipox Eradication Pro.
gamme planned by Government, there should be 2 follow-up by
2 sustained programme of re-vaccinatioz and primary vaccinatiog
of new born babies.

41. An improvement in the methad of reperting of vitaf

satstics and adequate supervision of the saccination wogk is called
for.

The present tendency towards mmtplicatior . agencies for -
the conduct of immunisation and othe prevents: programmes,
5 wasteful and should be avoided.

42. Normal health agencies shoulé take up the work now -
beng done by independent units for tubcrculosis, leprosy etc., by

making 2 larger use of para-medical personnel under a qualified
medical officer’s supervision. A T

43. In addition to official health services, the services of
prvate practitioners should be utilised on an increasingly large
scaie.

44- In order to develop immunisation programmes properly, °
States should carry out pilot studies in selected areas. - :

_ 45. Up to now, no concerted and properly controlled vaccina-
tion drive has been organised. Haphazard measures can never

achieve eradication of this disease. The experience gained recently *
m the pilot projects should be fully utilised when the Smallpox -
Eradication - Programme is launched. :

46. In spite of our knowledge of the efficacy of vaccine lymph *
as 2 prophylactic against smallpox and the continuing vaccinaton .
CTt over a century, expected results have not been achieved in
Incia, although limited local experience and experience in other
cocatries show that an organised effort does yield results. There- &
fors. steps should be taken to deal with it more effectively making
&l preliminary arrangements such as recruitment and training -
of personnel, procurement of equipment, manufacture of adequate :
quantities of lymph etc. before the actuz! mass vaccination pre-
gramme starts. 'The progarmme must be carried out within 2 7



- short period of years taking care to see that new-borns are vacc-

surveillancs
services sht_)uld be cst.abh'_shcd to take care of children who have

47. The urgency of the eradication programme is strongly
¢ - emphasised. The programme should be pushed through on 2a
* co-ordinated basis under the direction of a central authority.

48. Attention is particularly drawn to the need for dcvcloping.
the manufacture of freeze dried vaccine on 2 large scale.

Cholera

49- The recommendations made by the Expert Committee
appointed by the Government of India in 1958, to review the
tion of Cholera and to recommend ways and means to deal with
it, are fully endorsed. Extensive measures are nceded in West
~ Bengal area for the control of the disease because that area is the
most important focus of infection in the country.

o

Trachoma

50. Taking into account the results of the country-wide
studies conducted during the last five years and the efforts already
initiated for the control of this disease, it is considered that instead
of tackling the problem piece-meal, a comprehensive approaca to
extend the control activities, especially in  those ‘States where

Trachoma is known to be a serious public health problem, shouid
be made. .

Venereal Diseases

51. Compulsory notification of Venereal Diseases cannot be
an effective step so far as India is concerned. Indirect methods

will have to be adopted. For this, proper monthly returns mav
be obtained from all the State on the different types of vener=al
diseases treated in all institutions, Serological surveys in selected
groups of population, random sampling in highly endemic areas,
scrological testing of all pregnant women are some of the other
sources of getting sach information. '

52. The measares to discourage prostitution and ﬁromiscuitv
should be taken up by social welfare agencies and healt

education
sections of the health services.

53. The Naticnal Venereal Diseases Control Progrimme
should be instituted with the long-term objective of reducing the
mncidence of these diseases to a negligible proportion and =v

VY Tm
tually eradicating them.  Sustained efiorts wrould therefore hzve

& ra ~ - - —e
to be made for at least the next 20 or 235 vears. Greater use wild
have to be made of epidemiological methods,
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with p«mmi:gl assessment of the mesults  achieved. The pro-
é;**zm: sh_omd therefore be integrated with the existing public
Caith servicsg,

5. Free supply of penijcillin (PAM) ang antigen, to aj] units,

Stiingthening of Maternity and Child V'elfaze ypis for testing of
Pregnant Women and treatrncz:;_ of positive ases, continuation of

at Madras ang regional reference laboratories at Bombay, Calcutta
and Delhj, reseatch, improvemeny of facilities at major  sea-ports
for V.D, treatment, incorporation of training in V.D. in the training
Programmes of medical officers for Primary Health Centres and
adequate remuneratiop, to people working in the V.. programmes,
are steps that should be taken to achieve the objectives of g V.D.

57- Yaws is a controllable communicabls disease, Resarvey
‘and constant vigilance should be maintained by existing health
. units. Raising the socia level of the population concerned will
be another fccessary measure,  The control of vaws should be
vested in State V.D, control Officers,

58. Sporadic cases of plague are reported in certain areas of
¢ country.  Fleas concerned i the transmission of plague, are
gradually developing resistance to D.D.T. There s evidence of
changesin the ra population. B, Bengalensis, which is highly
sensitive to Plague infection, js replacing R. Norvegieus. This
shift in rat population may create favourable conditions for tig-
gering off the cpidemic ir: human beings. The Public Health
cpartments of States should, therefore, be alert to the possibility
of outbreaks of plague. In thc‘potentially dangerous areas rat
elimination measures should be undertaken op a priorty bass,
The epidemiological upjits provosed for the State Health Dirac.
torates should take over these functions at an early date,

Virus Diseases

59- In view of the practical difficulties in Instituting quaran-
toe measures against influenza, these need not be adopted in
S s
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future.  Facilities may be created at different centres for the
& production of influenza vaccines at short notice on the lines of the
g tcchniques developed by the Pasteur Institute, Coonoor. In the
#¢ furst instance vaccine should be made available for the protection
& of the special groups of the population such as the medical

= ‘personnel, transport workers, etc. _
" 6o. Entero-virus infections should be studied in more detail.

61. There is a wide prevalence of polimyelitis in the country
in the younger age groups.  Steps should be taken in time to
prevent development of such infection in the later age groups.
Salk vaccine has been used extensively in many countries with
encouraging results, although there is evidence to show that the
Immunity produced by this is comparatively of a short duration.
A mass immunisation programme with Salk Vaccine is therefore
Dot practical. It would appear that Sabin’s oral vaccin: is the
vaccine of choice in organising mass immunisation programmes
in this country against Poliomyelitis,

62. It is necessary to take steps for the production of oral
polio vaccine in centres where facilities are available, ‘

63. There is no specific treatment for infections hepatitis, but
special steps must be taken to investigate outbreaks of this disease
in greater detail in future. It i possible to prevent its occurrence
or spread by use of gamma globulin.  Steps should therefore be
taken to produce gamma globulin in the country.

64. Facilities should be created for a thorough epidemiologi-
cal invcstigation of epidemic encephalitis in children. :

65. Studies on the orthropod-borne virus diseases now being
carried on in the Virus Research Centre, Poona, should be extended,
because they will help in the elucidation of the etiology of many
of these infections, the precise nature of which is yet unknown.

ul

th

66. Unless there is overall improvement in environmental
sanitation, no material impact will be made on the prevalence of
such infections in the community. A serious attempt should be
made to train as many scientists as possible to undertake work in
the diverse aspects of the problem at as many centres as possible.
As and when such trained personnel become available attempts
should be made to develop diagnostic service units for viral infec-
tions at suitable regional centres. '

j%=

ISRl

67. Knowledge concerning the purification of water supplies
is necessary to study the entero-virus infections. = Special facilities
should therefore be created to develop measures of water purifica-
tion. ‘
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‘ndergraduate

he State Government or by
ponsibility for recognition of collzges rests
ith e Universigies concerned and no medical college should be
staried unless the conditions laid down by Universities have been
fullv sandied. L

T T 1T

7. Whether colleo-
-

t

PIIVAIS agzencies the responsi
3

S
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2 While appreciating the urgency of ste
tacilities and opening new medical colleges, it is necessary to sce
that full informarion i in possession of the State Government or
the authority concerned before the universi

ues are approached for
Tecegnmion. -

pping up training

3. Before 2 new medica] college is started by a State Govern-
ment or other agencv it should conform to a standard plan laid
down for this purpose.  The University should appoint a Commis-
sion comsisting of cxpertenced teachers and experts to decide
whether al! the conditions are satisfred or not. i

4 State Government should not” start new colleges without
the concurrence of the Planning Commission and of the Ministry = |

of Health if grants are to be given,. ‘

It would perhaps be a safe target to aim to.have 1 doctor for
CVeIY 3.000 or 3.500 population’ at the end of the Fourth Plan
period.

There should be one medical college for at least 5 million
population, which would mean, taking into consideration the -
rapid increase in population, that there should be 9o medical
colleges for the existing population and for the anticipated popula-
tion in 1971 the number of medical colleges will have to be nearer
100.  Smilar targets must be fixed for dental, nursing, pharma-
ceutical and other para-medical training institutions.

In order to give as much personal attention to individual
students 2s possible, the number of admissions to medical. colleges
should not ordinarily exceed 100,

- 5. More than one teaching hospital, properly cquichq and
staffed, may be utilised for under-graduate training; and it is not .
Decessary to concentrate all students at one teaching hospital during -
the period of their clinical training. ;

6. In view of the shortage of medical and public health
personnel. the age of retirement should be increased from 55 to 60,
subject to phrsical and mental fitness,

7- Toe Centrai Government should give grants for under
T : & = . 3
graduate z5d posi-graduate medical education, on the analogy of
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the grants being made by the U:G.C. for post-graduate techno-
logical education.

8. In dcciding the location of medical colleges and while plan-

ning and constructing them the following considerations may be
kept in view : -

(2) closer contact with Arts and Scence Celleges ;

(b) - the site chosen should be sufficient for frrure expansion
for construction of quarters etc. ;

() it is not necessary to construct a medical college within
city limits—in fact it may be desirable to build it in
rural surroundings provided facilities like clectricity,

water and roads are available ;

“(d) -the campus for a medical college and hospital should be
between 60 to 100 acres ;

{c) for casy communication between department and depart-
ment and between departments and the hospital, it will
be necessary to have three to four storied buildings with
lifts ; -

(f) clinical theatres and ‘demonstration rooms should be
made available in the hospital or in the out-patient poly-
clinics ; and :

{g) the buildings for medical colleges may either be perma-’

- nent using standard materials or thev mav be pre-

fabricated structures which will cost much less, accord-
ing to the discretion of State Governments ;

(h) provision should be made for libraries in ‘the college
buildings on the ground floor;

(1)  hostel accommodation should be provided to at least
75% of the students ; and

() a high powered Committee with full authority to vet
all plans should be set up to prepare a master plan.

9. English should ‘continue to be the medium’ of instruction
in medical colleges.

10. Graduates in mathematics ‘and physical sciences and
natural sciences shouid be encouraged to get admission to medical
-colleges, provided thev possess First or Second Class Degrees and
their pre-professional record is of t! » minimum standard prescribed
for admission to medical colleges and provided also that in the
pre-clinical course they take up study of the subjects which may
ot have been cover 4 in the pre-university course. '

czm
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Graduates mav be selected in 2

ik

] fizen to those who have
pre-professional examination. First and Second class gra-
uate: Zan pe admitted to the first year of the medical course, if
v Dave the basic pre-professienal requirements for admission.
At laast 10 percent of the total admissions should be rescived for
such graduates.

I2. A scparate entrance examination for candidates seeking
admission to medical colleges is not recommended. The best course
would be to select candidates on the basis of the result of the pre-
University or equivalent examination.

13- Where interviews are considered desirable for selecting
candidates, not more than 10 per cent of the total marks of the

“University examination in the subjects concerned should be assign-

ed fqr the interview and the following factors should be taken into
considerations at the interview, among others,

(1) Extracurricular activities,

(1) Membership of N.C.C, Boy-Scouts, and Girl Guides,
(i) Sports, and
(iv) Personality.

The assessment for sports should be on the basis of the candi-
date having reached university, inter-university or national
r L A

14. The Selection Committee for admission of candidates to
medical colleges should consist of Principals of medical colleges
along with a senior educationist of standing nominated by the-Vice-
Chancelior of the University concerned. There should be a

common Selection Committee for all the medical colleges in 2
State.

15. Merit should be the or‘_.iy consideration in the selection
of students.

18. In regard to reservation of seats for scheduled castes,
scheduled tribes and backward communities, it is felt that in selec-
ting from these groups only the best among the candidates are
selected for medical colleges.

17. A minimum of 5 per cent of the total number of seats

shouid be reserved for special cases like sons and daughters of

parents migrating from one State to another, either for official
duties or in connection with trade and business. This reservation

will not include cases of students coming from outside India and’

nominatzd by the Government of India.

18 Twenty per cent of the seats may be reserved for women
in certain States where there is a dearth of women students. The

%
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-reserved quota of seats wil] include those admitted on merit. In:
the event of more than 209, of girl candidates qualifying on merit,

I9. The minimum age of admission to a medical college
17 plus on 1st October, for candidates joining the inte--

20. The pre-clinical course of instruction should extend to 18
months and the main subjects of study and examination will be
hysiology including Biophysics, Organic Chemistry, Bio-chemistry
and Anatomy including Histology. ~ Stress should be laid on the

ractical applications of the above subjects that will follow during
- the candidates clinjcal years. - '

- 21 The period of clinjcal training should extend to three and
a half years, the first six months being devoted to subjects like-

Elementary Statistics, Introduction to Psychology and Sociology
and Introduction to Medicine. :

22. Emphasis during clinica] training should be on an inte-
grated method of teaching, the professor of pre<clinical subjects
also taking a part and responsibility in the matter. -

23.. Didactic lectures should be reduced to the minimum and-
> there should be more of clinical lccturc-dcmonstrations with audio-
- ¥isual aids wherever - possible.

: 24. A proper method of instruction will be to limit it to
. small groups not exceeding 30 students.  Besides clinico-patho-
i Iogical conferences should be held regularly every week both on
* medicine and surgery and such conferences should be attended by
senior students of the 4th and sth year classes,

.+ . 25, Teo much emphasis on specialities should not be given.
in the under-graduate coarse, this being reserved for the post-
graduate stage and the housemanship stage. :

26. Students should not spend too much time:in witnessing:
mplicated operatjpns in theatres. Such operations - need be -
witnessed only by post-gréduate students and House . Surgeons.

27. The last year of the medica course should be cdmpletcly-
-~ devoted t6 the study of Medicine, Surgery, Obstetrics and Gynaeco- -
~logy and applied aspects of preventive medicine.

; 28. The existing department of preventive and social medi-
. Cine should be strengthensd and  facilities for the training of -
“teachers in this subject should be developed. :

N
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30. Examinations in 21} subjects, other than Medicine, Surgery,
-Obstetrics and Gynaecology togettur with zoplied aspects of preven-
-tive medicine and pathciogy should be campleted by the end of

the 4th year of the study.

31. The teaching of pacdiatrics and mental discases should
form part of the under-graduate training. At least a period of
three months should be devoted to the mediat and surgical aspects
.of paediatrics and a question or two on pacdiatrics should form
part of the medicine and surgers papers. ) ' .

32. So far as ophthalmology and ceorhinolaryngology are
.concerned, a separate examination paper may continue to be pres-
cribed where this practice has been o vogue. C 3

33. Examinations by themselves will ot serve the purpose of
producing a wellqualified basic ‘doctor. Greater- importance
should therefore be given to the training methods adopted to make 5
-the medical students more and more sdf-reliant. - The intefest :
which a student takes in a subject depends upon the particular
Professor. b

34. While the day-to-day evaluation of the student’s work
.during the training period may be a commendable idea, in actual =§
practice it is doubtful whether such an assessment, to the exclusion’
.of an examination, will be possible, realistic or fair in colleges -4
-where a large number of students are admitted and where personal
contacts between students and head of the department is not likely:
o be as intimate as it ought to be. This method of cv;}luatlo b
.can be adopted only to this extent, viz. that along with thes
standard attained by the student in his University examination, he 5

may be given a certificate by the college concerned giving his
general attainment during the college career.

35. In regard to orientation 1n rural health, the system ©
"having certain days of the week when students are taken to village
along with the teachers will be of some benefit. Visits to slums,
in urban areas should also be included. The Professor of Preveds
ive and Social Medicins 2nd his associates, as also clinical teacher$s
should take a prominerit part in such study tours.

36. Teachers in medical colleges have generally too many S
dents to teach and too littic assistance Teachng facilities are unsé®

factory. Well-quaiified and -xperienced nersons are not alw:
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available for teaching posts because of unattractive terms of service. .
{ - Considerable difficulty is felt in getting qualified teachers for pre-
linical subjects. It is suggested that trained personnel in these-
subjects. from the ranks of non-medical men may be utilized as

37- In addition to the regular pfofcssional staff, teaching

ing is done when lectures and demonstration classes are not held.

38. Attention should be given to the ‘number of teachers
- employed in medical colleges in relation to the number of students
~ admitted, the qualifications of these teachers at different levels and
their teaching experience. The time has come when some uniform

A simple classification will be -

(1) Professor, including Associate or Additiona!l Professor ;
(1) Reader or Asgstant Professor ; and ) .
(1) Lecturer and Registrar. '

Lower down in the category will be- Dcmonsﬁatos and
Tutors. '

- - There should e sor= full-time patd units in all breoches
of stggy in medical colleges -articularly in the preclinial, labo-
ratory sciences and cermin of the clinical subjects. -

40. Full-time unis should be available.in mediciie, surgery,
obstetrics and gynaecolegy. * All these full-time units aould dcvqtc
their time. entirely to waching =« should not enage cither in_
active or consulting pracuce. In view of difficrlics in mecting
the entire requirements of tc_achmg and medicalclief by fuﬂ—?zmc
staff, part-time teachinr units are necessarr Fuﬂy: qualified
persons should be appamted to work as hopfary ‘medical officers
and assistant medical afcrs for teaching ~d for care of paticnts.
The honorarium paid = them should be ommcnsuratc. wxd} their -
responsibilities and ther should be givf-‘th,C same dcsrgnamg .
Professors, Readers or lecturers, proyied they have the required
qualifications and expsience.

41. There should ze a c#¢ of full-time teachers ip, the cate.
i . B and e ™
gories of Professors, Exaders®2a Assistant. Professos 5, liable 1o,
i e ] ,:'..:i"r. .
transfer to other teachmg 15 i ;

© work should also be undertaken by other members of the staff’
. who have post-graduate qualifications. A  small number of"
% students should be allotted to these people, so that intensive coach-.

nomenclature should be given to the different types of teachers..

h
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42. Lecturers should have an ocession.’ cxperience of work.
ing 10 nen-teaching hospitals a5 well ;

e

may bé selected later for the mos:s

a9
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42. No tutor, demonstrator or regictras hauld be attached to
.2 teacning hospital for more than five veare

44. Teachers of clinical subjects shouid have a minimum
basic qualification of M.D., M.S. cr an equivalent qualification.
Teachers of non-clinical and pre<clinical subgects should have a
minimum qualification of M.S¢: or Ph.D. Along with these
qualifications ‘they -should have the requisite number of years of
teaching experience, :

45. The duties of Registrars should be specified where they
function as Lecturers besides collecting records. They should then
be equated to the grade of lecturers. Where they work only as
Tutors and Demonstrators, they should be equated to such posts.

46. Lecturers should all have post-graduate qualifications in
‘the particular subjects or specialities (A post-graduate diploma or
degree in the clinical subjects or a M.Sc. or Ph.D. or equivalent
in non-<linical subjects).

47. Taking the basis number of admissons to the medical

college to be 100, the teacher-student ratio inciusive of tutors and’
demonstrators in each department should be 1 : 5.

48. Considerable improvements of out-patient department of
teaching hospitals are necessary if the student is to have the full
Lafit of the varisty of cases available in such departments.

49- The following minimum scales of pay are suggested for
teaching staff : ’

Professos. . | | Rs. 1,500-2,500
Associatebofessors . . . | | Rs. 1.250-2,000
Readers (Asst, Professors) . . TRs. 1,000-1,500
Lecturers & Rqistrars . . . Rs. ©00-1.000
Tutors & DeMagtrators . - . . - XKs.  350-600

50. Class I svles of pay for those recruited to the Medical
and Public Health kts should be the same as the 1.A.S. scales of
pay, where it is @ rulfqg scale dependng on the length of service
and not on the positionheld by an indvidual. The scale of pay
of Class II posts should b the ‘same as “or other Class II posts in
Central Government. .

51. Internship has beex. foud to be unsatisfactory and it

should be replaced by one year: smpulsyry housemanship, with
provisional registration as & part Ol * traizing course prior to final
tegistration in the medical register. Three months of his house-
‘manship period should be spent 18 Llic heaith work and one of
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these three months should necessarily be spent in a Primary Health
Centre as an Assistant to the Medical Officer in charge of the
Centre. Such housemen should work under the svpervision of
the Medical Officer-incharge and should undertaks complete
tesponsibility for all types of work pertaining to the Primary Health
Centre. They should be provided with free accommodation and
a subsistence allowance of not less than Rs, 150/- per month. In
general all housemen should be provided with fres furnished
accommodation within the hospital or as near the hospital as

possible, together with a subsistence allowance of nct less than
Rs. 150/- per mensem. . ' ' '

Licentiate Course -

52. It will be unfortunate if at the present stage the proposal
for the revival of a short-term medical course is accepted by Govern-
ment.  The licentiates and students trained in ‘short-term courses
arc not at all likely to settle down in rural areas as is popularly
believed. Moreover, rural areas cannot be treated on a differential
basis from urban areas. On the other hand, the training of several
catcgories of paramedical personnel suggested elsewhere, would
meet the problem of filling up the gap in medical man-power

- Tequirements. 4

Post-graduate Education

~ 53 The training of post-graduates and specialists is very
important and urgent because they have to take a prominent place
in all teaching institutions, in district and taluk hospitals and in
industries. - - '

54- The great paucity of candidates for post-graduate train-
ing in prelinical subjects should be remedied by grant of
stipends.

55- It is felt that every medical college is not immediately fit
to be a post-graduate centre for training in the several branches
of medicine. The recognition given at present to some of these
institutions should depend upon their satisfying the conditions in
regard to equipment and personnel.

56. It is felt that the upgraded departments’ which were
started as a temporary measure and which have already served their
purpose, should be merged with post-graduate centres wherever
established and no more upgraded departments should be created.

-57. There should be at least one well-developed post-graduate
centre of training in exh State where all the specizlittes  will
gradually develop.

58. The maintenance of such post-graduate centres should be
the entire responsibilitr of the Central Government for at keast the




Government of India.

ne o v2ars if uniformity of standards i to be maintained. ; 3
Al ton 15 drawn in this conncction to the position of higher &
tec: g2l institutions in (e field of engineering set up by the %

58-A. It is suggested that the Ministry of Health may follow
the practice of the Ministries of Education and Scientific Research
& Cultural Affairs, by giving through the U.G.C. lumpsum grants:
to post-graduate medical education centres.

59- During the Third Plan a beginning should be made to
develop at least six such Regional Post-graduate Centres with the
assistance of the Government of India, besides the All India Insti-
tute of Medizal Sciences, New Delhi. The post-graduate centre
at Calama should be taken over by the Government of India as
a Regional Gentrc and strengthened for all disciplines. The
remaining five Regional Centres should be located at Bombay,
Madras, Hyderabad, Lucknow and Chandigarh.

60. The regional post-graduate centres referred to above should
serve the surrounding State till such time as post-graduate centres
arc cstablished in cach State. )

61. Admission to the post-graduate centres ‘should  be on, a i

62. Under-graduate teaching may also be imparted at the
proposed post-graduate training centres till such time as it is pos-
sible to have scparate under-graduate colleges at these places, the
number of under-graduates to be trained being limited to 50 in
cach case.

63. The methods of selection of candidates for post-graduate
studv need ccroful examination.  The numbers to be trained in a
particuiar speciality must be strictly limited if proper training is
to be given. :

65. A National Council for Post-graduate Education should
take charge of the functions of inspection, recognition and approval
of institutions giving post-graduate instrucion. The manner in
which post-graduate institutions have developed round outstanding
individuals in many countries, is far more conducive to effective
growth of cenires of post-graduate education than a recognition . -
given and continued on the strength of an assessment of the facili-
ties available at the start. It is, therefore, necessary to lay down |
that recognition once given should not automatically continue.
The teaching personnel should be of a high grade and should
command the confidence of the medical profession. It would be
essential to see that the candidates admitted to post-graduate studies
come up o the standards required.



T S T — s e

147

65. It would be a mistake to consider post-graduats medical
education ‘without considering also the necessity to provide post-
graduate instruction in allied -fields, such as, nursing, social medi-
cine, anatomy, physiology, pharmacology, bacteriology, pathology,
biochemistry and dentistry. The training given in post-graduaze
centres should be of a comprehensive nature including not oniv
the basic medical sciences but some of the fundamental physical
and biological sciences. N

66. It is suggested that 80%, of the seats in these post-graduate
centres should be filled by candidates from the States in the region
and 209, should be made available to candidates from other pars
of India, until such time as each State has got its own post-graduate
Centre. Even then there should be available some seats for
gragluates from other regions.

67. In selecting the subjects for post-graduate training at any
centre, emphasis should be on the qualifications of the teaching
staff available there, besides equipment and other facilities.

. 68. Candidates for post-graduate training should have as a
basic qualification ecither a Master. of Surgery or a Doctor of Medi-
cine or some basic post-graduate qualification before spedialising i
any subject. In sclecting candidates for post-graduate studies,

preference should be given to those who have obtained prizes and -
medals in university examinations, those who have assed the

M.B.B.S. examination in the minimum period of time, those: who

have shown special aptitude in any branch of medicine and those.

others found suitable on their academic records:

69. There should be a Selection Committee for each post-
graduate centre consisting of the Vice-Chancellor of the university
where the Centre is situated, 3 to 5 Principals of medical colleges
of the region and the Director or Deputy Director of Medical Edu-
cation of the State concerned.

70. A large number of stipends should be ﬁvailablc to candi-
dates taking up postgraduate studies in these regional centres.

. 71. Opportunities should be given to post-graduate students
and research workers to participate in teaching, so that ‘they get

. Practice in the method 6f teaching, such teaching being recognised

for appointments to higher teaching posts.

72. For the posts of professors additional and associate profes-
sors in the post-graduate training centre the scales of pay shculd
be higher than those cbtaining for similar posts in under-graduare
Institutions. -

73. Graniag of post-graduate diplomas is recommended, so
that such dipioma heide  will be available "o service in differ=nt
positions orher than those for teaching, Po 'urs who are unznie

13—388 CBHI/ND/8&4
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~ 74. It will be advantageous to have liaison between Indian

 niversities and some of the foreign universities so that teams of

¢=perts from other countrics mey be exchanged, seminars held
znad various. problems concerning miedizal education discussed to

riutual advantage. For this purposs State and Central Govern-

raents should provide adequate financial assistance.

75- Refresher courses for service doctors and private practi-
tioners should be provided in greater degree. The courses should
not merely consist of theoretical lectures but should be accompanied
by practical demonstrations and seminars.

76. The training of the general practitioner should be the
special responsibility of the pmg:ssion, of post-graduate teachers and
of specialists ; and every training instimtion in the Faculty of
Medicine should therefore, make a special effort to see that refre- -
sher courses are given as frequently as possible and in a practical - §
manner to the general practitioners.

77 Suitable units should be developed in districts and tehsils

for giving opportunities for training of practitioners and for -
research in community organisation.

78. A Committee on Public Health Practice should be set up
under the Indian Council of Medical Ressarch and an Institute for
Research in Public Health Practice should also be established in

due course. ;

. 79. It is considered essential that a large number of techni-
cians should be trained for multi-purpose dutes in the field of
medicine.  All district headquarters hospitals and the larger
hospitals with 200 beds can train such multi-purpose technicians.

80. Lay administrators for hospitals are not satisfactory.
Hospital administrators should be specially trained so that they
can work in close co-operation with medical personnel without
unduly trenching on their professional duties or responsibilities.

81. The health and welfare of the student population in . ;
medical colleges and other training institutions should be paid. -
creater attention. For this purpose, apart from proper hostel
zccommodation, facilities should be provided for periodical check-
:v, free treatment and accommedation in the hospitals, for keeping

#

)

of all records of illness of each student and for running of canteens §

~
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0N 3 Co-operative basis under the charge of qualified dieticians in
all medical and other institutions, '

- Public Health Training :

82. For community welfare higher standards of training in
2§ the field of public health are Decessary, and a large number of
of o medical officers with 1 minimum period of one €ar’s training in
1d = public health, after the basic qualification,, shoulcr be employed to
%§ <arry out public health and sanitation measuyres,

84. The Professor of Public Health in the School of Public
Health should have 2 post-graduate degree in public health with
_ 5-8 years’ experience in public health ‘work. Similarly teachers
i 2 in maternity and child welfare should have 2 Diploma with suff-
¥ dent training and experience in- the subject. One of the sepjor
. professors may be appointed as the Director of the School of Public
2% Health, while the administrative duties can be carried on by an
-§ Assistant Director,

: 85. Higher training in the School of Public Health should
- be in the nature of M.D. or Ph.D.

- Health being instituted in a University for non-medical personnel,
- the course of studies covering general public health, communicable
diseases and their prevention including immunization, bioad as.
of environmental sanitation public health statistics and school
;gt;ltsth. Such persons-.can be o}) assistance to the trained public
health worker of the Faculty of Medicine and can relieve the

health field.

87. Public health principles and hygiene should be inculcated
in the minds of pupils even at the primary school stage, along with
practical demonstrations.

Dental Education

~eum b— b

3 88. The outtum of existing dental colleges should be
" doubled. :
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90. Fadlities should b: provided for the training of denists
registered in Part B of the ental Register.

91. -There should be increased facilities for post-graduate train-

ing of dentists, so that the requisite numbér of teachers for dentat
coileges may become available.

92. The training of dental hygicm'sﬁ and mechanics should
be undertaken at all dental colleges. Dental hygienists may be ussd
for elementary dental services in rural aress unti fully qualified
dentists become available.

Nursing :
93. There should be three grades of narses, viz. the basic

nurse with 4 years of training, the auxiliarv nurse midwife with

2.years of training and the nurse with a degree qualification.

94. Candidates admitted to the general ﬁursing course should
have the minimum qualification of matriculation or equivalent ;

and the candidates for the Degree courss should have passed the |

higher secondary or pre-university examination.

95- In view of the need for securing a larger number of
recruits for the nursing profession the age of admission can be relax-
ed to 16 in suitable cases as a transitional measure particularly in
States where there are difficulties in recruiting candidates at’ the
age of 17.

96. The medium of instruction should preferably be English
for the general nursing course, while the Degree course should be
taught only in English. ‘

97. Nurse pupils should not be over-burdened with the routine

duties in hospitals, but more attention should be given to training

and practical experience. They should not be subjected to too
many spells of night duty in hospitals.

98. A larger number of hospitals in the country can be utilised

for Nursing Schools. District headquarters hospitals with a bed
strength of 75 to 100 should also be utilised for this purpose.

99. The minimum number of admissions to the course should

be 1-.

100. Student nurses should be provided free Furnished

accommodation iz hostels, free board, free supply of uniforms,
B : g

laundry arrangements, free books, free n=dical services, medical
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: check-up twice a year and suitable recreational - facilities.: The
. stipend during training should be a minimum of Rs. 35/- increas-
_ing by Rs. 10/- every year. Sl ;

‘ 101. The recommendations of the Committee st up by the
. Central Council of Health (Shetty Committee) in regard to scales
of pay and ratio of nurses to hospital beds etc. are endorsed.

: 102. There should be a Nursing Advisory Committee in each
~ school for advising on admissions and welfare of the trainecs.

103. Each nursing school should have its own-scparate budget.

104. The training of auxiliary nurse-midwives should be con-
‘7tinued and extended, because it will be necessary for a long time to

+* come to have a second line of trained personnel to meet the needs of
- the country.

.~ 105. The number of auxiliary. nurse-midwives to be trained
 should be phased in such a way that there will be one auxiliary
- nurse-midwife for 5,000 population by the end of 15 years.

; 106. The training of midwives should also be continued and
- they should replace the dais who are now being utilised at certain
- places. -

107. The time is come when fresh thinking on the type of
+# training at present given to health visitors should be done. There
-4 should, instead, be a Public Health Nurse with a basic nursing
* qualification and one year’s further training particularly in domi-
ciliary care and other public health aspects of community work.

k. 108. The continuance of the training of dais in certain States
“F as a temporary measure is recommended, till such time as a suffi-
.§ cient number of midwives are trained to replace them.

109. Any pcx:son trained in one category of nursing should get
an opportunity of being trained in the next higher grade, under
- conditions to be specified by the Indian Nursing. Council.

110. There should also be ?jlighcr trammg for the general sick

nurse, public health nurse, pediatric nurse, mental nurse, theatre
sister, sister tutor and mufsing admyinistrator. '

111. Promotion of Degree course nurses or basic - nurses to
posts of higher responsiility should be considered only after a
minimum of 3 to 5 years of practical experience after qualification,
has been put 1n.

112. Male nurses should be trained only for certain types of
work e.g. mental hospizls, army hospitals, V.D. clinics and
rehabilitation centres. . =3

A2 COMMUNITY HEALTHCILL
. “47)1, (Fisst Floor) St. Marks Road,
Bangalore - 560 (
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114. There is an urgent need for &Serent types

*% public health ausiliaries to hein e
kers in various fields. A separate cass of persons
wxiliary Health Workers’ should be trained mainly in
- health to assist public health officers. Such auxiliary health
persennel may also be used ar Primary Hzalth Ceatres.

115. Para-medical personnel recruited at present for individuat -
diseases such as B.C.G., leprosy, malaria and filariasis should be
given further necessary training in other diseases in order to make
them multi-purpose personnel and to attach them to the urban or
rural centres. Otherwise there is likely to be an immense loss of
man-power.

116. Hospital architects should be specially trained. There
should be a cell for hospital architects in each Public Health
Enginccring Department. : :

117. Medical and public health technicians, pharmacists, sani- -
tary mspectors, etc., discharged from the Armed Forces every year - g €€
should be employed in State Health Services cither by relaxing an
where necessary the standards normally required or by giving them -
an additional short course of training to make up for any dificien-
cies.

Medical Research

118. If the medical profession of this country is to occupy the
place it should in the international world, contributions in the field
of medical research are as important as contributions in other felds.
India cannot for all times be a debtor country in this respect. .
Research should form a prominent part in the nations’ activitigs
in the field of medicine, greater importance should be given to it :
and necessary facilities made available.

119. Manufacture of sera and vaccine in the existing research
institutes in India may have to continue for some time, but it should
not be a permanent feature. The main function of these institutes _
must be research. The manufacturing side may be separate wings
of the institutes manned suitably by trained staff but under the
overall supervision of the Director.

120.  Apart from operational aspects of research, the institutes
should be the main source for two types of research activity, viz.,
(2) fundamental research and research in rSgard to certain aspects

-0V
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& of discases which may be referred to the institutes and (b) Eeld
research to make available to the State concerned valuable data on
certain epidemiological conditions or on certain rare discases which
may spring up from time to time or on probiems which arise in the
very process of giving effect to remedial measures suggested for

I'# certain diseases.

121. The research sections of such insatutes  should kave

:d | ] responsibility only in regard to quality testing, standardisation and

further research.

122. It is hoped that ultimately the production sidz will be
*§ taken over by the private or public sector, subject to quality testing
§  being done by an independent organisation responsible to the State,

123. Rescarch centres must keep in close touch with the inter-

§  national organisations and it should be their ¢éndeavour not merely
:§ 1o ccoperate with schemes of research as may be undertaken by

international centres but also to serve the very necessary purpose of
disseminating the latest information in regard to causation of
§  discases, methods of treatment and measures for the eradication of
§ - discases.

124. The Indian Council of Medical Research sheuld be a
central.organisation to collect information from international centres
and make it available to the profession through the research centres

‘% - referred to above.

125. For this purposc the trained personnel at the variocs
research centres willphavc to be strcngthc%ccd. .

126. Educational institutions cannot divert themselves of the
responsibility for research and the best teaching is imparted in those
colleges where there is an academic atmosphere of research. Ewvery
¢ncouragement should, therefore, be given to rescarch in medical
colleges in the country.

127. Any teacher in a medical college. who is genuinely
interested in research can always find it possible to devote a portion

% of his time for this purpose.

- 128. The assistance of various disciplines, both in the faculty

of medicine and in allied faculties, is essential for research and the
£ co-operation of the Departments of Bacteriology, Pathoiogy, Bio-
chemistry, Public Health, Radiology, etc. should be obtained by
considerably reducing the routine work that is being done in these
departments and by augmenting the staff.

129. A research unit should be set up in every medical college
with a Pathological, Bactmologlcal and Biochemical sectina besides
such other sections as may be necessary for the investigations that

have to be carried out.
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30. There should be an an'mal home in each medical coliegs
i« should not merely be a shed for aznal but should approxi-
to conditions where hospizal treatment can be given 1w
nimals. The animal house may suitziv be situated in the top
2" the college building, with separate provision for an opera-

tion theatre and post-operative ward for zmimals.

- 131. Every post-graduate medical ceatre must have rescarch
facilities and there should be a scparate ward of 10 to 15 beds
available for the purpose with special nursss for looking after the
patients and for periodical observations and maintenance of relevant
records.

132. Research on indigenous drugs which is now being done
in some of the medical institutions should be extended,

133. As in the case of medical coliege research units the
budget of the various research centres i the country should be
scparate and specific sums for research mus: be earmarked.

- 134 In institutions where a large amount of research work
is being done there should be an attached statistical section,

135. Wherever possible there should be close co-ordinatiun
between the university departments of science and the departments
of medicine in the matter of research. ‘

136. While teachers in medical colleges are expected to
interest themselves in research, it is necessary to give them the help &
of trained research workers or persons with aptitude for research, so £

that 2 good deal of routine experimentation and maintenance of
records can be done by them.

137 The proposal of the Indian Council of Medical Research . B A
to award a number of fellowships to help colleges to extend their °
research activities is commended. E

138. While the responsibility for medical research has been
mainly that of the I.C.M.R. so far, it is suggested that Govern- -
ment at the Centre and State levels should realise their responsibility -
to a large extent and should contribute financially and otherwise to
foster research. The responsibility for stimulating research work
ing the country will, however, largely rest with the I.C.M.R.

139. The reconstitution of the LCMR. is also called for in
the light of past experience.

140. In each State a Committee should be constituted to
consider research programmes and recommend adequate grants for
the sams. A permanent allotment shouid be made for this purpose
to different institutions teaching or otherwisé, which are expected
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carry on research. | The expenditure on equipment, drugs, or
8% appliances should be met by Government.

_141. The time is come when in the larger interests of the —

?_'.:‘;;ountry there should be established an all-India cadre of rescarch
B workers, with persons chosen from amongst trained rescarch

& workers or workers with an aptitude for research who should devote

& their whole time to research problems. Itis noted that a proposal

8 for an all-India cadre of researth. workers has recently been

approved by the L.C.M.R.

3 142. Whatever may be the method for eradication or control _
& of diseases, it is necessary to have from the start an evaluation unit
- which will at the commencement draw up the manner in which
B results of these operations can be recorded and interpreted. Other-
£ wise at the end of a long period of research work no definite con--
B clusions can be arrived at regarding the success or otherwise of the
- scheme. This Evaluation Organisation should have an all-India
- pattern. -

- 143. The working of these evaluation teams and the expense
- therefore should be part and parcel of the particular programme
§ for which the Evaluation unit is appointed, although advice and

& guidance in regard to methods to be adopted by the teams may be
- forthcoming from the I.C.M.R. S

-~

144. Such evaluation teams wﬂl be useful not only'ih the field

& of medicine but also in the case of many other projects.

4 145. So far as industries are concerned two types of research ]
@ work are urgently needed, viz., one for the industry itseif in or_dcr

‘to improve methods of production and the other and more im-
portant being connected with the health, welfare and safety of
industrial workers.

‘146. In all big industries there must be one or more units for
carrying on research in regard to industrial health and the expen-
diture for research must come largely from the industry itself.
‘Technical advice and assistance for such research should be forth-
coming from the Coundl of Scientific and Industrial' Research and
the Indian Council of Medical Research. The industrial research
. units should work in clode co-operation with the Employees’ State
Insurance Corporation. '

147. The health and welfare of the people and of the emplo-__,
‘'yees of various departments are at present being looked after by !
different' Ministries of Government, namely, Railways, Labecur,
‘Health, Industry, etc. It is recommended that the resources of all *

‘these Ministries should be pooled together and co-ordinated at a
‘high level to ensure the best utilisation of funds for schemes relat-
ing to industrial health and research.
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I. Volentary and social Jrganisations
play in impr=ssing on the pudlic the n . 3
2ad wrgeacy of tne problem 5V provagansa education and mass
contacts.  Financial aid should be given br the Government in an

sZaquats messure to such organisations rtar this purpuse. Al

vossible steps should, therefore, be taken for ths increasing associa-
ton and participation by volunfary and socii organisations, parti-
cularly in regard to measures of mass confaz and education of the
public in family planning. The creation of autonomous family
planning boards is not, however, considered t be in the best interest-
of the movement.

2. The dimensions and the urgency of the problem are such %=
that the appointment of a State Minister in the Health Mime
who could give all his time and attention to this work, would be- j
ostified. , >

T ke s~

% Mach more intensive demographic, sociological and anthro-
pological study is necessary for deciding the methods of family -
planning best suited to cach area. :

4- The National Council on Population which has already E 3
been set up under the Chairmanship of the Home Minister has a. .. =
Demographic Advisory Committes. It is fek: that this Demogra- -§3
phic Advisors Committee should continue to function under the-
Ministry of Heaith. '

5- The educative part of the familv pianning programme-
should be adjusted to the availability of services. Indigenous
production of contraceptive should have been taker in hand
simultanecasly with the launching of the family  planning pro-
gramme or 2 natoaal scale.  Therefore, a priosity no less high than
that of anv other major project should new be given to the project -
of setting up of plants for the production of conzraceptive appliances:
in the country. ~ Priority should also be given in the meantime for -
foreign: exchange for the import of certain coatraceptives..

6. The Al India Radio should be increasingly utifised for
Prodagandz on family olanning. In addtion, educativé material . -
all regional languages through fims, posters, pamphlets, charts,.
graphs, plavs, shows and other me=ans should be utilised for family-
| planning educational parpeses. i

7 Family Planning activity should be included within the-
'scope of primary health centres, community development blocks,
the Central Social Welizre Board and other stmilar organisations.
The workers in tha community development and Paanchaya: Raj: -
organisations should be oriented in family planning and utilised’

NN B
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= to bring home to the people in rural areas the necessity for control
&8 of population. . -
. 8. The help of political parties should also be enlisted for-
8 propaganda purposes.
e 9. With the existing social patterns and cultural background
88 of the teachers and taught in the large majority of schools and’
- colleges, the inclusion of sex education. may not be desirable.
' Education on the biological lines of life may, however, be imparted
~in colleges.
. 10. The demand for sterilisation operations is gaining momen-
i tum and it is noted that some States have undertaken Tzrgc-scak'
: sterilisation according to certain established procedures. This is
- one of the many sided attacks on the family planning problem.
. The after<effects of sterilisation should, however, be studied:
 carefully.

5B 11. Laboratory and field research in regard to oral contra-
3 - ccptives should be intensified. o .

EARS S Ry

DRUGS AND MEDICAL SUPPLIES

& 1. There is a case for going into the cost structure of manu-
- factured drugs and bringing the cost down. This can be done:
3 under the provision of the Industries (Development and Regula-
# tions) Act. -
o - 2. It is recognised that while in recent years the final stages
@ of manufacture of drugs have developed fairly fast and a large
& number of sizeable factories have come up, the extent of depen-
f  dence on imported raw-materials and intermediaries has only been
@ slightly reduced. The indigenous pharmaceutical industry has
& therefore to contend with competent know-how, big capital, world-
& wide sales, unfair competition from mushroom units, and a long
§& and tortuous licensing procedure under the Industries (Develop-
§ ment and Regulations) Act. ' :

: 3. The industry as a whole has not promoted any significant
§  rescarch activity, either on a_collective or on an individual basis.

A}

¥ This situation needs to be remedied.

4. The universal complaint with regard to excise restrictions
on the use of alcohol appears to call for finding ways and means
of the regulations not coming in the way of legitimate manu-
facture. '

5. There should be close co-ordination between the Drugs
Control Organisation and the Development Wing of the Ministry
of Commerce and Industry and the policy in respect of setting up
of pharmaceutical industries should be based on the need of the
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unterpart in the
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6. If the pharmaceutical industry is to prosper and ¥ the
b=:th of the nation is to be safeguarded,  no guarter shouid pe
£ 10 aay manufacturer merzly on the ground of his neing
sciliscale manufacturer,
7- The Drugs Control Organisation by and large mav be s2id
I =xwemely inadequate in comparison with the growing nesds.
= recommended that in States where an substannal drug manu-
i27ure s going on, a fully equipped ana yucal laborators szould
= established with the financial support from manufacturers,
=earch Wings should be attached to selected laborateriss. Strizt
mzzsures should be taken to enforce the cond:tions of licensng.
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8. In the training of drug control inspectors it woslc bs use-
fu’ w0 have at least one or two inspectors adequately trained ia
“Law”, so that the number of acquittals now resu:ang from
teczaical Aaws may be avoided : ' il

¢. An Expert Committee consisting of the top men in various
spezalines should be set up to examine the question cf reducing”
e st of medicinal items permitted to be stocked and sold in
the country and to work out a list of the essential drugs and
fer=iations. Normally the import, manufacture, distribution and
saiz of drugs and formulations should be confined to the ks prepared
¥y e Expert Committee. The list vwill of course, have w be re-
viewed znd revised periodically.  In the meantime, Centrai and
Sz Governments should give a lead by restricting the use, pre-
parziion 2ad supply to State hospitals of those drugs and formuw
anzos included in ‘the National Formulary. The use of proorie-
27T preparations in Government institutions should be discouraged.

10. "The responsibility for the manufacture and sale of sera - B
anc vaccines should be that of Government. Such sale should be
on : no-profit-no-loss basis.

£

tI. The manufacture of drugs coming under the indig=nous
syst=ms of medicine should be controlicd to ensure sandard
qua=7 and satisfactory conditions of manufacture. For wis pur-
poss. drugs used in indigenous medicine should be brough: under
the zrovisions of the Drugs Act.

2. Regarding Patent Law, as applied to the

incsty, it 1s recommended tha: 2 patent should be for the procsss
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and not for the product, the specifications of the process clearly des-
cribed to leave no room for doubt or for blocking the efforts of
others in revising the process. The gesiod covered by the patent

should be reduced to between 5 and 10 years, extensions not being

granted as a’ matter of course.” There should be automatic revo-
cation of patents in the event of manufacture not being under-
taken within four years of the grant of such patent. There should
be compulsory provisions for the gran: of manufacturing licenses
under the patent within the period of one year after the date of
such an application. '

13. The efforts made so far for the manufacturs of instru-
ments, hospital appliances, laboratory equipment, etc., have besne
sporadic and unorganised. There are no standards, little technica!
know-how and imported raw materials are not readily available.
The country should become self-sufficient as early as possible in the
manufacture of these instruments and equipment. A panel should .
be set up to study the position with regard to, the estimated require-
ments of such instruments and appliances, particularly optical and
electronic, and to work out detailed specifications.  After the re-
commendations of the panel are reccived one of -the corporations
in the public sector mav be entrusted with the manufacture; or z
new factory in the public sector may be established; .or private
sector may be allowed to undertake the manufacture. The Tech-
nical Organisation in the Ministry of Defence for laying “dowr -
standards for inspection and testing of instruments and appliances,
should be taken advantge of and made to include civilian needs
within their scope and functions.

14. Based on the existing Defence Services institutions.
similar organisations should gradually be built up in collaboration
with the Ministries of Defence and Commerce and Industry.

15. In order to encourage private entrepreneurs in this field
a strong technical advisory organisation should be set up in the
Ministry of Commerce and Industry to provide guidance and
help. '

16. Medical stores depots should be modernised, expanded
and made to work as public corperations for the manufacture
and supply of drugs o meet the nesds not only of civil depart-
ments, but also of the Defence services. The Civil and Defence
Medical Stores Organimitions should be merged.” They should
cover the needs of railways too. For a more effective and expedi-
tious programme of procurement and distribution, the number of
depots will have to b= incr '
closer regional coverage. the

stores depot for each 3amte,

DrooT

progressively, so as to provide a
te target being one medical
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of their pronts for research.” This may be in the form of a cess,

-as 1s being done in the case of cotton 2nd textile 1dustries.

8. The drug research programrae outlined oy the Council
of Scientific and Industrial Research is endorsed.

19. There is a large scope for the expansion of the activities

¢ 0of the CIMPO under the Ministry of Scientific Research and Cul-

‘tural Affairs, in regard to cultivation of medicinal plants,

LEGISLATION

. While it is realised that a grear deal has been done to
coordinate the standards of training in the different medical colle-
ges under the provisions of the Indian Medical Council Act. a
number of difficulties have been felt in this matter by the Unis=r-
sities and the medical colleges. It would not be in the interest of

medical education to divest Universities of their responsibilities or
to make them feel that they are merely to carry out the recommen-

dadons of the Indian Medical Council.

2. The Universities should no doubt accept the standards
laid down by the Indian Medical Council and also their advice in
regard to major matters relating to professional education, while
they should be free to implement details at their discretion.

3- The main responsibility for recognition of medical quali-
frcations should no doubt be that of the Indian Medical Council,
subject to the provisions of the Act and also subject to the final
aporoval of the Government of India which acts in this case like
the Privy Council of Great Britain. '

4- There is no necessity for the Indian Medical Council to
seek the approval of the Medical Councils of other countries in
regard to recognition of degrees awarded in India. This requires
serious consideration.

5. Recognidon of degrees should be with reference to a Uni-
versity and not with reference to individual colleges. The sug-
gestion that individual colleges should be recognised by the Coun-
cil is not one which is consistent with the position of the Univer-
siti=s nor will it improve the standard. A certain amount of time
should be allowed for improvement and it is here that the Council's
dvice would be most vziuable. Howerar, some temporary mea-

sures may have to be tzken to bring the new madical colleges
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coming rapidly-into existence to the required standard. In such

cases as a temporary expedient, individual colleges may be ins-

pCCtC d and rcporth upon for purposes of rccognition.

6. While the Universities should get all the advice of the

Indian Medical Council they should also see that such advice is
¢ implemented with the co-operation of the State Government or

§ other management.

7. The agency which carries out inspection of medicai col-

'l'i Jeges should be much more broadbased and should inspire confi-
& dence. Such an inspecting body should consist of an educationist,

a representative of the University concerned and three experts

nominated by the Council. who should be serving or have served

as professors of medical colleges for not less than 10 years. There
g should be two or three permanent inspectors of the Council, cne
8 of whom will be a member of this inspecting body. A represen-

tative of the State Government in the case of Government colleges

| and a representative of the management in the case: of other insi-
. tutions may be co-opted as an observer.

8. The Indian Medical Council as at present constituted may

§ not be in a position to review the recommendations of the post-
¢ graduate Committee. In order, therefore, to safeguard and

Fro-

mote the interests of Pos-graduate Medical Education, it is sug-

3 gested that the Pdst-gradzatc Committee of the Indian Medical

Council should be reconstzuted and designated as the Post-graduate
Medical Council with 20 members, 10 of whom will be elected by
the Indian Medical Councl, five elected on a zonal basis by the
Universites and five nom:nated by the Central Government. All
the 20 members should cossess the prescribed qualification +iz.
10-years of post-graduate waching experience. The recommen-
dations of the Post-graduzze Council should be forwarded directly
to the Government of India, the Indian Medical Coundil bc::mg
simultaneously apprised of those recommendations.

9. The qualifications granted by the Dental, Nursing and
other Council in the form of University degrees should be regu-

- lated on the same lines == is now being done in thecase of the

Indian Medical Council.

1. With regard to ©¢ Diploma and other qualifications in

Nursing, Dentstry, Pharmzcy, etc. standards must be laid down
with the approval of the Government of India.

11. It is not desirzxz to allow disparities between the previ

rovi-
sions of the different Acx o continue and it is suggested thar the

Dental, Nursing and Phzmacy Acts should be amended so as to

bring them in line with e Indian Medical Council Act.

R
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Pharmacy Council in consu? 5
the interests of uniformirs. The Szate Madical Council shouid bz
the agency to see that the gememal cods ot ethics is observed by
m=dical practitioners, a reference aeing msde to the Indian Medical
Council before the removal of 2 name Zom the State Register.
Unqualified persons now in practice showi be placed in a separate
section of the medical register. Persozs possessing qualifications
included in the Medical Councii Sched=e shall alone be placed
in the main section of the Stats Regist=. and have the right :o
clect a representative to the Mzgical Cozmal.

13. It is imperative that steps shouic be taken to ensure that
registration is made an essenzda: pre-recsite before anyone sets
up practice. After initial regisration subsequent registration
should be open only to those whe posses: recognised qualifications
in one or another system of medizne through recognised institu-
tions. The practice of medical professioz by persons other than
those mentioned above should be ‘made a penal offence.

14. Legislative action is.called for iz regard to.radiological
clinics, use of isotopes and other pracgzs involving radiation

hazards.

15. In the interests of public a=alth a” over the country, the
time is come when every State should havs a Public Health Act
of its own on the basis of the Made! Pudiic Health Act framed

by the Ministry of Health. '

16. In regard to the Drugz Act. an adequate and honest
enforcement machinery should be orovidec. The inspecting and
prosecuting agency should be indenenden: of local authorities and
should be directly under the Stat= Gover—ments. Facilities for
analysis should be provided a: Pudlic Health Laboratories on 2

larger scale than at present. Ths punitive provisions of the Drugs
Act should be made more strinzezs

17. Legislative sanction for autopsy examination of dead:

RGO N o~

bodies to enable donation of evas I3 cornmeal grafting, etc. is not
likely to have any effect. Methods of persuation and education are
likely to lead to better results.
18. The Indian Lunacv Act is outdated and completely out
of context in the present day outicok on mental diseases. NO i
further dme should be lost in amending the Act to bring it in b

line with the present day requiremects. : 14
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INDIGENOUS SYSTEMS OF MEDICINE

I. Training in Ayurveda and other indigenous  systers
should be in the Shudha in place of the integrated system.

2. The Central Government should establish in collaboraticz
with State Governments a Central Institute of Medicine for fin-
ing authentic and original manuscript and books in  Ayurvecz
scattered in different parts of the country and for publishing them
for the benefit of students and teachers.

3. Chairs of Indian system of medicine should be establishes
in all Medical Collegss.

4. The student of Ayurveda should have a gooci knowledg=
of Sanskrit: similarly the student of Siddha system should be
well-versed in Tamil and the student of the Unani of Medicine i=
Arabic.

5- They should have the minimum basic qualification cf
school leaving certificats or matriculation.

6. The preparation of syllabus and courses of study should be
left to experts in Ayurveda, Siddha and Unani.

7- The period of study should be about 3 to 4 years, so that
students will be able o concentrate their attention solely on
Ayurveda, Siddha or Unani. '

8. The need for giving a Degree qualification in modera
medicine is recognised provided the students are trained upto ths
standard. The studens who ualify in Ayurveda should be given
opportunities to be trained in tth modern system of medicine aftes
completing the Ayurveda course and after they pass the prescribed
examination.  The curation of training for the modern sysiem
should be 3 to 4 years in such cases.

9- For the majority of those qualifying in Ayurveda, subse-
quent training in modemn medicine should be for period of 2
to 3 years and should cover preventive medicine, obstetrics ang
Zynaecology and principies of surgery, so that after such training
their services can. be utilised in the health services.  Such traini
will not, however, entite them to a Degree in modern medicine.

10. The development of post-graduate centres in Ayurveda,
eventually one for each =2gion, is desirable and such a dcvclopmcnt
should be guided by ths xperience gained at Jamnagar. To en-
courage graduates in e modern medicine to join such post
graduate centres, the eszblishment of Chairs of Indian Medicine
lready recommended w11 prove helpful.

I1. Rescarch in indigenous systems should be done in the
Central Institute of Medicine and in modern medical colleges.
1488 CBHI/ND/84
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Avurvedic men who have taken a

13. The growth of a body of trzined personnel on the Enes
indicated above is essential in the interssss of Arvarveda and modern
medicine and the integration of two svsiems of medicine will ewen-
tually come about as a result of the labours of such sciemznc
workers.

14. The Central and State Governments should provide so-
cient financial support to trainees in ind:genous systems of med:=a=.

15. Selection for post-graduate education in indigenous sv=
tems of medidne should be on meri: and candidates so sez=zzad

should be given stipends.

16. The establishment of a separate cound! of Avurved: oa
the lines of the Medical Council of India is advocated, to sez the
required standards of training and to ensure uniformity throogh-
out the country. Similar councils for Siddha and Unani will ziso
be of advantage and there should be a co-ordinating comm:zes
for the three systems.

17. The newly constituted Coucdl! of Avurvedic Resee—ch
should work in close ‘collaboration“wizx the 1.C.M.R.

18. The task of developing approcriate standards for mazzzl
preparations in Ayurveda throughout e county would appez- t
be verv necessary although it may pr=sent formidable dificti==.
In this task a Central Institute of Incan Medicine, the Pos-zr=
duate Regional Institutes, the Researck Wings attached to Mazea
Medical Colleges should all collaborat=.  State pharmacies shzaid
be established and should become the source of all drugs urizzed
in Avurvedic hospitals and in dispensz-ies, mainuined by Gorez-
m=zt and local bodies.

ADMINISTRATIVE ORGANISATION

1. The abolition of the post of Public Health Commissiansr
arc the merger of the organisation with the Directorats -Gaz=ral
ol Hzalth Services, while good in itssif, has indirectly resuiz=C n
the weakening of the epidemiologica’. statistcal and other z=-o=s
* public health activity, due to ic:dequancy of staff anc
c uo of the sources from whizh the Directorate recr—r=d

S

exrerienced health administrators. On the other hand, ¢z
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INDIGENOUS SYSTEMS OF MEDICINE

1. Training in Ayurveda and other indigenous svstems
should be in the Shudha in place of the integrated system.

2. The Central Government should establish in" collabcration
with State Governments a Central Institute of Medicine for find-
ing authentic and original manuscript and books in Ayurveda 5
scattered in different parts of the country and for publishing them !
for the benefit of students and teachers.

3. Chairs of Indian system of medicine should be established
in 2ll Medical Colleges.

4. The student of Ayurveda shbuld have a good knowledge
of Sanskrit: similarly the student of Siddha system should be
well-versed in Tamil and the student of the Unani of Medicine in
Arabic.

5- They should have the minimum basic qualification of
school leaving certificate or matriculation.

oo

6. The preparation of syllabus and cour;cs of study should be
left to experts in Ayurveda, Siddha and Unani.

7- The period of study should be about 3 to 4 years, so that
students will be able to concentrate their ~attention solely on
Ayurveda, Siddha or Unani.

8. The need for giving a Degree qualification in modern
medicine is recognised provided the students are trained upto the
standard.  The studeass who qualify in Ayurveda should be given
opportunities to be trained in g'xc modern system of medicine after
completing the Avurveda course and after they pass the prescribed
examination.  The duration of training for the modern system
should be 3 to 4 vears in such cases.

9. For the majority of those qualifying in Ayurveda. subse-
quent training in modern medicine should be for a period of 2
to 3 years and should cover preventive medicine, obstetrics and

gynaecology and principles of surgery, so that after such training
their services can be utilised in the health services. Such training

will not, however, entitle them to a Degree in modern medicine.

s AN AN LT AT

10. The development of post-graduate centres in Avurveda,

eventually one for cach region, is desirable and such a development
should be guided by the experience gained at Jamnagar. To en-
courage graduates in the modern medicine to join such post-
graduate centres, the ssiablishment of Chairs of Indian Medicige

1

already recommended will prove helpful.

11. Research in indigenous systems should be done in the
B p

Central Insttute of Medicine and in modern medical colleges.
14838 CBE! ND/84
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12. Post-graduate training sheuld also -2 available to bas
:cdicel men trained in modern medicine w2 have had an -
tensive training in Ayurveda after their MEES. and to Shudha
Avurvedic men who have taken a degree in modern medicine.

13. The growth of a body of trained psrsonnel on the lines
incsated above is essential in the interssts of Avurveda and modern
eaicine and the integration of two systems of medicine will even-
tually come about as a result of the labours of such scientinc
workers,

14. The Central and State Governments should provide suff-

cient financial support to trainees in indigenous svstems of med:cin=.

15. Selection for post-graduate educatior in indigenous svs-
tems of medicine should be on merit and caadidates so seiected

should be given stipends.

. 16. The establishment of a separate council of Ayurveda on
the lines of the Medical Council of India is advocated, to se= the
required standards of training and to ensure vniformity through-
out ths country. Similar councils for Siddha and Unani will also -
be of advantage and there should be a co-ordinating committes
for the three systems. a

17. The newly constituted Council of Avurvedic Reseac
should work in close ‘collaboration *with the 1.C.M.R.

18. The task of developing appropriate standards for medical
recarations in Ayurveda throughout the county would appear 1o
De very necessary although it may present formidable difficultes.
In this task a Central Institute of Indian Medicine, the Post-gra-
Guate Regional Institutes, the Research Wings attached to Modera
Mecical Colleges should all collaborate. State pharmacies shouid
oz established and should become the source of all drugs utilized
in Avurvedic hospitals and in dispensaries, maintained by Govern-
mert and local bodies.

ADMINISTRATIVE ORGANISATION

1. The abolition of the post of Public Health Commissioner
anc the merger of the organisation with the Directorate- General
of Health Services, while good in itself, has indirectly resulted in
the weakening of the epidemiological, statistical and other aspects
of oublic health actvity, due to inadequancy of staff and the
crving up of the sources from which the Directorate recruired
<xpenienced health administrators. On the other hand, due 1o
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Plans the need of leadership and co-ordination at the Central level

4 has become more pronounced. =

2. It is felt that the Director-General of Health Services

i should for all purposes, enjoy the status of an Additional Secre-
& tary to the Government.

3. While in matters of administration and financial nature

f{ the normal channel of communication should be through the
& Secretary to the Ministry of Health, in purely technical matters
% the Director-General’s views and recommendations should be dealt

with at the highest level without the intervention of the Secre-

& tariat. v

4. Technical advice givcn‘ by the Heads of Health Services

should be directly available to the Minister for Health at the Centre
§ or in the States, subject of course, to comments on financial and
‘3 administrative angles by the Secretary of the Ministry/Department.

5. A wellstaffed and wellequipped Health _Intelligence

‘4 Bureau in the Directorate-General of Health Services is called for.
-4 This bureau’s task will be to keep itself up-to-date in heaith intel-
¥ ligence, serve as a mode for State and be capable or organising
:§ programmes for the training of health statisticians and epidemio-
4 logists.

medical education, it is essential that a separate division on Medical

3 Education should be formed in the  Directorate-Genzral-

of Health Services. This will be more imperative if the regional
organisations which are being recommended elsewhere come into
existence.

7. Similar divisions for Medical Education should be set up
in the States, with a Deputy Director of Health Services being in
independent charge, as Director of Medical Education.

8. A division of Planning should also be a distinct unit of

- the Directorate-General of Health Services under a Senior Deputy
.4 Director-General. '

9. Yet another aspect of administrative organisation which
deserves serious consideration is that of a permanent machinery

4 in the Directorate for evaluation which would become a normal

feature of all major heaith plans. This machinery for evaluation
will be independent of . administrative agency concerned with
particular schemes.

10. Strong Health Education Bureaux should be set up in
the Central and State Health Directorates. There should be close

sncreased activities in the health field as a result of the Five Year )

; 6. If the Central Government is to play the role which it )
+§ should in the matter of fostering and developing all aspects of

)
|
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fizlson between the © .= and the Central Health Education Bu. 5
reaux 5o as o evolve common methods of approach in matters
connected with the health educstion of the public. Audio-visusl
21ds and other methods now adopted in Western countries shouid 3
be studied and suitably miodified to mest the requirernents of Indiz. ¥

11. The State Government shooid also, as in the Centr

Government, establish- separate public hzalth engineering divisions ;_
as an integral part of the Directorate of Health Services. The &
Chisf Public Health Engincer in the State should have the status. 3

of an Additional Director of Health Services.

12. There sﬂould be a separate” section dealing with- inter-
national health matters in the Directorate-General of Health Ser- &
vices. It'is essential that a distinct and well-defined cell should

come into existence to deal with international and bilateral agen-

cies and to keep itsclf posted with policy decisions on administta. ¥

tive and financal matters of all United Nations agencies, so that

it will be able to bricf the Indian_delegation to the World Healip i

Asscmblg_fgﬂy. The Head of this cell in the Directorate shoald
invariably be the Secretary to the Delegation to the World Health
Assembly -

13. The assodiation of non-official experts and leaders in the £

various_professional fields with the health administrations in the

country in an advisory capacity should result in- not only placing ]

mmfﬁ;»}{calth Services but also in’giving a
broader base and a more popular stance to the health policies of

Government.  Consultative bodies representing the Medical, Den- E
tal, Nursing, ceutical and Public Health Engineering pro- &
fessions should thcrcforf: be set up at the Central and State evels. &

to advise the Health Ministers op programmes and policies. The

tenure of members of such advisory committees should be 3 vears 4%

with provision for gradual replacement of sitting members by fresh
ones.

14. In the interests of better co-ordination and more effective &

Centre-State participation in the large number of schemes in which
ths State is ¢ cxecutive agency but in which the Centre has a

financial and ional_stake, an administrative tier at a regional

level covering three or four States should be brought into esistence - _
on the analogy of such organisations in the Ministry of Scientific ‘41
Rescarch and Caltural A ffairs, Such regional offices should be-

under the charge of officers of the status of a D.D.G. and would

SCIve 25 a two-way channel for intelligence purposes and also as-. I

a kaising agency for schemes of professional education, commu--
nicable disceases control, eradication programmes. and cther mat- #&

. ters of common interest. A regional committee, consisting of the ~ 2

Directors of Health Services of the States, Secretaries to Govern- -~ ¥
ments of States, some non-official members and representatives of s
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. :?rofcssional organizations i.e. Medical, Nursing,, Dental and Phar-
3:} ‘macist bodies concerned, may be set up which may meet twice a
year or oftener to discuss matters of common interest.

#  15. The technical set-up in States should be headed by the
:Director of Health Services assisted by a suitable number of Deputy
:Directors including one for Public Health, one for Medical Relief,
:2 Deputy Director for Professional Education, a Drugs Controller,
-an Officer-in-charge of Maternity and Child Health, School Health
.and Family Planning, a Deputy or Assistant Director of Nursing
Services and a Deputy Director or Assistant Director for Planning.
~There should in addition be a Public Health Engineer with the
status of an Additional Director of Health Services.

“State should be attached to the Health Departments and not to the
‘Public Works Departments. -

-~ 17. The Public Health Engineers of Muhicipaiitics and local
bodies should be members of the Public Health Engineering Ser-
-vice under the over-all control of the Public Health Engineer of
‘the State. 5

~ 18, Statistical and epidemiological units should be developed
| as part of the public health section of each State Directorate.

- 19. There should be State Health Advisory Boards consisting
of Ministers dealing with Health, Housing, Education, Industry,

P
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*§ thc Zila Parishads and a few members of Legislatures should also
28§ be on this body, along with the President of the State Branch of
oF the Indian Medical Association. The State Health Advisory Board
4 should survey the health programmes initiated in_ the State so that
2§ these programmes are fully co-ordinated and implemented and
£§ should advise Government in regard to measures necessary for im-
provement of health conditions of all sections of the population.

* 20. For placing emphasis on preventive aspects of medical
«are at the peripheral level it is necessary to bring into existence in
‘tach State regional organisations between the headquarters and
the districts. These regional organisations should be in charge of
a2 Deputy or Assistant Director of Health Services with two or
three District Health and Medical Officers, Superintendents for
M.C.H.,, Family Planning znd Communicable Diseases and Assis-
3 tant Public Health Engineers.  All hospitals with 300 beds and
-§ more should be under the drect control of the Regional Director,

all other rural institutions being left to the District Medical and
Health Officer. 5

* 21. The designation of the officer-incharge of health at‘ the
district level should be Qig:i;t__\}\(?digal_‘and '__Health Officer. He

-,

16. The Public Health Er;ginecring Organisatﬁdn in every .

*Labour and Local Self-Government, The Chairman of some of

e,
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will be responsible for medical care, puzc heaith and environmen- 2. -
ta! sanction and will co-erdinate the work of all hospitals with 2 ¢°

bed strength of less than 300.

22. In order to coordinate the acsvities of the District Medi.
czi and Health Officer and the Regional Director, there should be 3 g
( sordination Committee under the Chzrmanship of the Regional,
Diirector, the Superintendents of Hospitzls and the District Medical,
and Health Officer being members. '

*23. The Medical Officers, Health Visitors, Auxiliary Nurse:
Midwives and Sanitary Inspectors attached to Primary Health Cen-,
tres should belong to the State cadre and should be under the Di-:
rector of Health Services through the District Medical and Health
Officer in regard to technical and disaplinary control. The re-;
maining staff, other than class IV, shouid be from a district cadr
Disciplinary action against this staff sheald only be taken in con-.

_sultation with the medical officer-in-charge of primary health cen-]
tres with a right of appeal to the Zila Parishad. g :

. 24. The problem of integration of medical and public_health
services should not be postponed, becawse of certain initial diffi-
culiies.” "In"a long-term programme, periodical shifting of person-
nel from medical to public health and vice versa will be desirable
if the problems of medical relief and public health are to be dealt§

with properly.

25. An All-India Health Cadre should be brought into exis-
tence. This service will man posts in Central Ministries other than’$
Defence and provide a quota for State posts, to which officers ma
be seconded, thus enabling qualified and experienced persons being#
made available in various fields of work in different regions of
the country. The structure of the All-India Health Services should g
be on the lines of the I.A.S. The Central Health Service nowi
under the consideration of the Health Ministry should be enlarged &
to provide_a_deputation_quota, so that the requirements of Statcs#
may be met from time to time. The posts of medical officer
under the Employzes State Insurance Schemes in the various Statcs®
should be made a part of the All-India cadre. The time has comé
when consideration should be given to the pooling of medical off¥
cers for all Central institutions through the Health Ministry.

26. A separate cadre of medical jurists should be cstablishé
to whom all important and complicated cases will be referred:
These medical jurists should be specially trained.

27. The question of seconding officers of the Armed Force:
Medical Services of the Civil Department, which proved a grd
success before Independence, should be revived. Similarly it Wi

A
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be desirable that people recruited for the Civil Medical Service
should have experience of work in the Defence Forces.

28. There should be a permanent organisation for morbidity
survey in the countrv. This organisation should function in co-
operation with special surveys for other communicable diseases and
with epidemiological units. '




o I
MU BARRER CoMMITTEE =Ep, R 7
5,’-’72¢ ('(_‘;, }3-(?(,7&\ [’- /"2/7‘)/[«./ /T)ZC'\I’)I'IUT 5'— LCI[J é‘:

SOMPENDIUH  °
LRECDMMEN DATIONS

;_Fthus COMMITTEES

ﬁLTH DEVELOPMENT‘j
19431975 |

i

NTRAL BUREAU OF HEALTH NTELLIGENCE
§*DIRECTORATE GENERAL OF, HESLTH SERVICES

fow ISTRY OF HEALTH AND FAMILY PLANNING
: / GOVERNMENT OF INDIA

@ NIRMAN BHAVAN
N ¥ DELHI-110 011



COMMUNITY HEALTH CELL

Society for Community Health Awarness, Résearch & Action
(SOCHARA) Bangalore
Library and information Centre

oano L0100 Hag=  eno RSL e

author .CB R '

TITLE . Com Joicnaldfiand - 'YQ_ Recom mondalios
o Veswin Commitber. o H st

Borrowed Borrower's Name Returned

On
cadel Np N7

Community Health Cell

Library and Documentation Unit

367, ““Srinivasa Nilaya“*
Jakkasandra 1st Main,
1st Block, Koramangala,
BANGALORE-560 034,
Phone : 5531518

NI



ACCN.NO

o A R S

COMMUNITY HEALTH CELL
Library and Information Centre
No. 367, Srinivasa Nilaya, Jakkasandra,
I Main, I Block, Koramangala, Bangalore - 560 034.

THIS BOOK MUST BE RETURNED BY
THE DATE LAST STAMPED

Y CHS VAN

APl - - -....'.l.u" wionar-

FING PATTERN AND FINANCI
A
PROVISION UNDER FAMILY -
PLANNING-1966

(MUDALIAR COMMITEE)

Q]UKH&QJEE)?

171



a

SPECIAL COMMITTEE APPOINTED TO REVIEW
STAFFING PATTERN AND FINANCIAL
PROVISION UNDER FAMILY PLANNING

PROGRAMME-1966

SECTION I

INTRODUCTION

1.1 In the first meeting of the Central Family Plancing
Council held at Madras on the 31st December, 1965, it was re-
solved that a Committee be formed of the following offcers: —

1. Secretary, Ministry of Health & Family Planning, Gov-
ernment of India. :
. Sccretary, Department of Health, West Bengal-Calcumta.

2
3. Sccretary, Department of Health,. Maharashtra.
4. Sccretary, Department of Health, Mysore.

5. Commissioner, Family Planning as Member-Secretarv.

“to review what additions and changes are necessary as a result
of the greatly altered situation due to the [.U.C.D. having come

r

in the forefront of the programme, in the staffing pattern. finan-

cial provisions etc.” The need for such a review had become quite
apparent. The 1963 reorganised scheme, while it did rghty
emphasize the need to make the programme to the masses. had
been approved before the L.U.C.D. programme was adopted  for
large scale implementation. It provided principally for the free
flow of supplies and community education and was based maizly
on the use of condoms and on male sterilization. In fact however,
because a vast network of distribution centres needed for product-
ing a real impact oa the problem through the use of condoms wus
not organised and because on account of foreign exchangs dim-
culties condoms have been in short supply, so much so that the
scheme for their czatral purchasing and distribution through the
Medical Stores Depots introduced in May, 1965 could not be im-
plemented even 6 today, the main reliance came fo be placed
on sterilization. Although spectacular results have been achieved
in sterilization in 2 few States where a gréat deal of enthusizsm
for this programme was generated, there can be little doubt that
by relying only on this method, the Family Planning Programme
could never be made a mass movement which in some wavs under-
lay ‘ithc'philosophy' of the 1963 reorganised scheme. It is Prin-
cipal

1% 2§
i

v because of t2e 1.U.C.D. methed becoming available that a
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opened up of. déveloping the Family p
national scale by using al] -the .three princpal mcthods., namcly_l,
LUCD,, Sterilization and e of condoms, but placing parti.

cular emphasis on the first, a realistic asessment has become

the country.” It should not be necessary to elaborate these points.

12 In the view of the Committee, the foﬂowing are the
Principal ways in which the coming in of the: LU.CD. pro-
ffammc principally affects the situation and the strategy of the
amily planning programme: —

() targetoriented Programming, fixing the targets both for
ifferent areas of Operation and periods of trie, now

not only become possible but must be given consi-
derable importance if the ultimate objective of reducing

should be fixed i terms of results that wil directly
affect the birth rate, Apg related to the targets should
be the plan for provision of money, staff, equipment
supplies etc. which will achieve the targets.. In her
address in the first meeting of the Centra ‘Family
Planning Counci] a¢ Madras,  the Union Health Mini-
ster had stated that 4 stage had been reached when we
must have targets for different aspects of the pro-
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amme, for each State, for cach district, for.each city
and for each block. While planning targets, it was
necessary to plan and organise all the steps necessary
to reach the targets. Targets should -be reviewed at
least once in two months and if there are any short-
falis reasons for the lag should be ascertained and rec-
tified without delay. “This requires that considerable
emphasis be now placed on planning, organisation,
administratien, supervision and evaluation on the basis
of assessment of results through a good and sound

. system of rcporting. This process has to be organised

at all levels of implementation, from the State “Head-
quarters down to the block. In order that this require-
ment should be fulfilled, organisational. strengthening
becomes a necessity.

(u) There is need for considerable st:rcngthcmnfr of the

educational and publicity effort. . While the effea at
creating pmhc awareness of the concept of family
limitation has to be continued” and even inteasified
much grearer effort has to be made to spread the know-
ledge conceming birth control methods.

(i) There is now much greater need for prov1dmr the

supphcs and services almost sunultancously with the
mouvation. The need for this has already  been  re-
cozmscd in the instructions given some time ago that'
oneatation ‘camps should be, as far as poss'bic. ac-
companied ¥ service camps. This requires that, on
the one hard, all difficuities that may come in the way
of motivation of eligible couples for accepting the f{.zmlv
planmng methods of their choice be removed and, on
the ot:er. that much larger resources of manpower of
the rejuisitz kind be drafted in the service of the pro-
grzmmc and all difficulties that there may be in their
working w=h maximum enthusiasm and efficiencs be
removed. Fortunately, with the L.U.C.D. method it is
possfblc to axvelop <asily and effectively the facilities for
rendering tiss advise of service in all medical IIISUR.L.OQS,
Government or  privats, medical' colleges, M.C.H.
Ce::cs, pos-partum clinic, well- babv clinic etc. f: is
important = all such rescurces should be fully vrilised.

In erder to zake the programme a truely mass move
ment as it *as to becor e, it has to be supporte
voluntary agmcies and locs] leadership to a muctk
extent than as hithertc boen necessary; and t 255
tance can be aken in 2 variety of ways as well be men-

toned later
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1.3 Arising from the above requiremenss, the Committee

dealt with the following main fields : — :
) Organisation. o 4 '
(i) Finance. ~ &

{ii1) Resources of manpower.
(v) Role of voluntary agencies.

«(v) Training of personnel.
“The scctions»that follow are arranged under these topics.

14 The Committee had three meetings of two days each

onc in Calcutta and two in Delhi. The condusions reached by
the Committee arc based not only on the experience of the mem-
bers constituting the Committee and the discussions amongst them-
sclves but equally on consultations with an participation in the
‘mectings of representatives from other States too, who were specially
invited to the meetings. Suggestions had also been invited from all
 “the state Governments and such of the suggestions as came within
the scope of the -work of the Committee were considered by the

Committee and most of them were also discussed with the repre-

sentatives of the State Governments who attended the meetings. -

The Chairman of the Committee and the Commissioner. Family

_Planning, had had the advantage of visiting the States of Mysore,
Madras, Andhra Pradesh, Maharashtra, Uttar Pradesh, Madhya

Pradesh and  Gujarat where they had studied in  detail
the programme being implemented by these State Gov-
ernments and  discussed its problems 'in detail with the
officdals and non-officials like Honorary District Education
‘Leaders, Members of the State Family Planning Board,
ctc. The Committee also referred to the Evaluation Report of the
World Bank (Bell Mission Report), the UN. Evaluation Report
and the Report of the Family Planning Programme and Evaluation
Committee and found that many of the conclustons. reached by the ‘ }bc 5
Committee also find corroboration in these other reports. i

15 The Committee wish to place on record their sincere

“thanks to all the invitees who responded to the Committee’s invita-
‘and extended considerable assistance to them in their studies. The
Committee also wish to record their appreciation of the valuable
spade work of collecting material, preparing statements and mak-
ing available previous references which was done by Dr. H. Baner-
7Jee and which greatly facilitated the task of the Committee.

i
8
4
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SECTION II
ORGANISATION

2.1 As has been mentioned in the previous section, the
1 coming in of the TUCD programme makes a mass programme
feasible and also cmphasises  the importance and urgency of

4 a programme. It focusses attention on the need for building up
§ strong administrative machinery from the Central down tq the
block level which will be able to systematically plan the imple-
mentation of the programme on the basis of scientifically worked
out targets and to provide the necessary drive, supervision and
_guidance for the efficient and speedy implementation of “the pro-
gramme. This will require not only that the organisation at
different levels is of requisite size and competence, but also that
it is well composed and well-manned and the method and tech-
niques of work are improved, procedures are streamlined and
&4 everything needed is done to create leadership at all levels so that
i4 decision making takes Place in a decentralised manner and initia-

“tive is cxcrciscf at as many points as possible. © The training of
24 all the personnel acquires added importance. By and large, these
#{ requirements at present are not fulfilled. The feparation of
detailed integrated State Plans taking care of all tﬁc components
that must go to form such a plan, e.g. of education and motiva-
{4 ton, of building up of the organisation, of recruitmens: and train-
-{ ing of personnel, nancial provisions, fixation of targets scientifi-
24 <ally and their distribution regionally as well as by-time schedule,
¢ the development of a good reporting system and for the scrutiny
4 of the reports and the umely application of correctives. of the
follow-up work, particulariy of IUCD cases etc., is either largely
absent or far from being perfect in the different States. The
State Plans have to be broken up into district Plans and even

<onsiderable detailed what have to be done to achieve the objec-
tives and targets in view. In other words, there should be detail-
ed planning for the implementation of the Plag of -achievement,
which is hardly being done in the States today. Tasks are being
undertaking in an ad hoc manner. In the planning process, little

relationshi

according

dimension

of detailed planning at the district

P is being established between the goals designed o

be achieved and the effort planned to be put in for their achiev:-
ment.  The District, and more so the Block Plan, will have
be kept under constant review and modified from time to time

to

to changing reguirements and circumstances. The task

level will assume another
- A great deal remains to be done in the field of train-

i Ing. A very pointed reference has been made by the World Bank
" § Mission in their repert 1o the 8ap that exists and has to be §led
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up in the field of training.” More has been said on this subject
in a later part of the report. That. the instrumental capacity has
to be sufficiently strengthened and enlarged and at all levels of
implementation of the prc.-amme has been finding of all the
Evalu: con teams. ~They only corroborat= the experience of the
members of the Committee and of other officers in the States:
where any serious effort at implementing a sizeable programme has.
been made. - - ‘ - :

.22 The Committee are convinced that for some of . the 4
reasons mentioned in the earlier section, it would be wise for us
to plan for a much bigger effort than even the 13id down_targets
would scem to require. The very promising results in terms of -
members achieved in some parts of the country within the first
few months of taking up the ITUCD pr ¢ are not sufficient
indication that the organisaﬁonal'strcn;ti] provided for under the.:

1963 reorganised programme is capable of achieving the very big -
targets that have to be achieved to bring down the birth rate to -
the desired extent in the short period of 10 years. In a programme :
of this nature seeking to bring about change in traditional beliefs *
of mostly illiterate people, by appeal to reason, the success achieved
in the initial stages, when onf;r small groups and generally the §
easicr ones are tackled, is not enough guarantes that the programme ¢
can be given the necessary momentum in the coming years with-- J
out substantially strengthening the implementing agencies. It
would be pertinent to quote here from the report of the World
Bank Mission as follows :— e 7

“The numbers relating to various methods are impressive” g
but the base population is so large that massive numbers - i
of effective users are required if there is to be any measurable . $&¢
effect on the overall birth rate”. =

It would be natural to expect that many among those who readily

accept a family planning method would aot use it persistently.
and cffectively. In the coming years more difficult areas and
more resistant groups will have to be tackled and more effort
would be needed. Further, we will soon have to become more
sclective than is the case at present in approaching couples for
motivating them to adopt the kind of family planning method
which will produce the maximum results in terms of reducing -
births in the shortest period of time. This again will make the
task harder and the increase in the number of users of the diffe- -
rent methods slower. There is already indication coming from
some parts of the country that the rate of increase in IGCD inser
tions of the early months tending to slow down. - '

derably strengthened, as has already been mentioned in the pre
vious Section. We have to use the various forms of mass media
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more extensively and effectively and in a much more sustained
manner than hitherto, supplemented by the use of special media
¢ which is most suitable for different areas and regions and groups
E of people. Use could be made with advantage of normal com-
mercial channels of distribution of contraceptives for purposes ‘of
educational and propaganda work as these agencies will be inte-
rested in doing their own promotional work as a part of sales-

manship. The use of local lcadcrship on the largest scale possible
} and going down upto the village level is essential for the success
. of the programme. The role of voluntary agencies has been con-
sidered in a later Section V.

Strengthening the State Headquarters Organisation.

2.4 Keeping the above consideration and requirements in
view, the Committee examined in detail the administrative set up
 at different levels provided under the 1963 organised scheme and

give their recommendations below.

2.5 The 1963 reorganised scheme did not provide for any

siderable volume of work for the Secretariat, and this work has.to
be attended to with ctiiciency and speed if the operation of the-
programme is not to be hampered. All correspondence with the
Central Government will have to be done by the State Health
Department.  With the increase in the tempo of work in those of
the State which have been implcmendng the programme in a
bigger way than others. the work of the Secretariat has already

come so heavy that it is no longer possible to deal with it expe-
ditiously without some strengthening  of the State Health
Department.

2.6 Considering the financial position of the State Goverm-
ments land their irability to enlarge their responsibility and the
=4 fact that the family planning programme is a Centrally ‘sponsored
:4 one for which the bulk of the fnances are being found by the
2% Central Government, the Committee recommmend that the addi-

tional staff needed for strengthening the Health Departments of
cach State should be sanctioned by the Central Government and
its cost shared on the same basis as for other similar staff, as z
part of the overall scheme. The Committee recommend thar
there should ke a separate cell in the State Secretariat for dealing
exclusively with the Family Planping programme. This cel?
should be headed by an Under Secretary / Assistant Secretary with
a small supporting staff so that all propesals relating to the family
Planning programme can be processed quickly and put up to the
15—82 CBHI/ND 24
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appropriate authorities for expeditious decision. The Committee §
recommend that this cell should have the following staff.— i
Proposed staff for He:alth Department (Secretariat) 3 w
Uader Sec etary/Asstt. Secretary . . . £
-U. D. Assistant s B s w5 a A ; 1 :
St&i:-fypist : I

Orcerly Pcon . ", ; . 5 . - . 1l .
With this staff, 2 beginning can be made but it ‘may become

necessary before long to further strengthen it if from experience.
it is found that on the rogramme gaining more momentum, the -
increase volume of worf() that will have to be handled in the -

State Health Departments (Secretariat) would need more staff.

2.7 The Committee also recommend that 2 strong executive
agency should be created in the Health Directorate of each State
vernment to deal exclusively with the Family Planning Pro-
gramme. This agency should have the full support of the varj-
ous Branches of the Directorate whose support is necessary for the
implementation of the family planning programme. This agency
should be headed by an officer of adequate status. In the opinion
of the Committee, the status of this officer should not be below
that of a'joint Director of Health Services, otherwise he will not
be able to discharge his responsibilities properly nor pull sufficient |
weight with the other Branches of the Health Directorate. There -
'nay be exceptions to this rule when an individual Deputy Director ‘
of Health Services, because of his special suitability and experience
or, for other similar reasons, may be preferred to a Joint Director, ‘
but these can be only exceptions. If the status of the officer is not
adequate it would not be possible to delegate to him adequate |

B i Aot n oS SO S s s
G i R ,ﬁﬂﬁb‘g“: o BN e B e A e
[ G R O N A X Gl D b o

POWers necessary to facilitate the operation of the programme. As ‘=
has been said carlier, the family lanning é)rogrammc does re-
quire that it should function largcfy in a decentralised manner &
with delegation’ of powers to the implementing agency all down $=
the line so that decision making can take place and initiative exer-
cised at all levels of implementation. Though in a State the %“ :
Director of Health Services [Director of Public Health will be in- i
overall charge of the programme, the officer actually in charge of §¥
the State Bureau should have the authority to correspond dirccdz 1
with the Commissioer, Family Planning. The Director of Heatlh §
Services should confine himself to major matters and should not
be burdened with routine matters otherwise there is bound to be §
celay in taking decisions and other officers will not take initiative
and responsibility. The Director should help the Joint Director
(E.P.), to secure the cooperation and help of the other officers of
the Directorate and should give him guidance and only to the
cxtent that is necessary for purposes of discharging these functions,
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-ing in the family plaraing programme.

2.8 The Committee would wish to emphasise that the St
' Family Planning Bureau as th: State Headquarters Organiszzon
sesponsible for the implementation of the programme has to be
-regarded more as an administrative agency, than one providing
. the clinical services and should be structured and staffed accord-

ingly. Administratien in this context would involve the pricess
of planning, operation, supervision and evaluation. It wili oot
“have the responsibility of actually providing the services suca as
sterilization, IUCD insertions etc. It may continue to be czlled
.the State Family Planning Bureau, but the concept of providing
the clinical services and of information and advice often associated
with a bureau should not be allowed to come to the fors=ont
-but instead that of an administrative headquarters. The State
Family Planning Bureau should have two major Divisions, namely,
Administrative and operational. The set-up which the Committee
recommended is shown in Annexure ‘C’.

2.9 The Administrative Division should be headed br an
Administrative Officer not below the rank of a senior Deputy
Collector of the Provincial Civil Service. This Divisions stould
attend to all administrative work including budget and should
have a small unit which will deal with grants to voluntary orzani-
sations. In a later Section dealing with voluntary agencies. we
are recommending a certain scheme of delegation of powes to
saction grants to voluntary agencies which will give consicezbly
more work to the Stzzze Governments than at present. An Uoper
Division Assistant should be sanctioned for this cell. The
Administrative Sectioa should have a Stores section under a Stores
Officer which will be concerned with sugply of all types of con-
traceptives, training materials, charts, hospital equipments for
IUCD, :-erikzation exz. It will organise a proper system of Cistri-
bution, "adenting etc. which will ensure that supplies are aiwavs
available and in adequate quantities at all points of consumction.
This work is verv important, will grow in size and compiexity
and will have to be attended to with efficiency and promptnzss if
the progress of the programme is not to be affected when 1t begins
to gain momentum. : - . s

- - poowan, -

2.10 The Operativnal Division should be h ded br an
Assistant Director ‘of Health Services and will be divided into
two sections—one to deal with education and informatica and
the other to look after planning, field operation, evaluation and
training.  The education and information section wil be
headed by 2 Health Education Officer who will be respozsible
for the educational and publicity campaign in the State. W'z are
suggesting a change in the designation of this Officer from the

- »that the Dirsctor shorid kesp himself informed of what is haooen-

X,
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existing designation ‘Health Educator’, because we consider j+ ‘§

Dezssary that this officer should functica not merely as a Health
Ecucator and in that capacity supervise the work o the Districe
Exznsion Educators (we have suggested a change in the desig-
nazon of this officer also as well as ampiification of his functions)
bu: also as the Publicity Chief for the programme. We have already

meationed that considerable intensificzrion of the educationa] -#&

and publicity effort is needed. The work of the Health Educa-.-

tion Officer, no doubt, will have to be sapplemented by the work

of the State Publicity /Public Relations  Information Department, -
bur it will be the responsibility of the Health Education Officer tq
cnsare that for the Family Planning Programme, intensive and A
susamed publicity and educational programmes are kept going

in the whole State,

2.11. In view of the predominant role which the ITUDC
programme will play in the total programme and the multiplicity

pect of this programme, such as of training doctors in IUCD,
getung the services of private doctors, arranging the camps and
the programmes of the mobile . teams  (described. fully later),
arrarging supplies, organising the follow-up work ctc., the Com-
miticz recommend that another doctor should be appointed in
the Sate Family Planning Bureau exclusively for the IUCD pro-
gramme and. a small cell be created for this with an U.D.
Assisant, ‘

2.12 The Field Operations Division will have to provide the
drivz. guidance and hcﬁ)c for the operation of the programme in
the districts.  The officers of this Division will have to keep in
consznt touch with the programme in the field, review the situa- .
tion om time to time, identify problems znd help in providing
solutions. It is through this Division that there should be the
kind of constant contact between the State Organisation and the
Distrizt Organisation that is needed for the successful implemen-
tatior of the programme. It is very likely that as the programme
gaint momentum and its magnitude and complexities and the aris-
ing problems are more fully realised this Division will need to
be fr-ther strengthened from what we have suggested in Annex-
we C. We have already said that training  will need special
attenton. There is aiready a big gap that has to be filled. The
statistzal work that will be done in this Division will relate to
cueren: statistics needed for purposes of assessing progress from
time © time. The more long term  studies based on statistics
shoulé be undertaken in the State’s Statistical Burcau which by so
doing will give necessa support to the work of the State Family
Planning Bureau, Simg;rly, the State Health Education Bureau
will 2elp in family planning education. These two bureaux

24 T e il
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izd.  Fach State should work
<ning and the Committee recom-
i 2 z urred may be met by the
% Central Governr:znt as 2 part oi e family planning programme.

Strengtheniny of e District family Planning Burean
2.13 The Commitz examined in very great detail the
-4 Tequirements of staff ar the District level with reference to
- the nature and lead of werk thar will have to be performed at
this level. The district continues to remain - the most important
4 unit of administration. The District has also to be the unit
- § for the preparation of detailed operational plans and much
4 of the responsibility for the implementation of the Familv
“3 Planning Programme will also have to be discharged at the
.y District level. The bulk of the work will be administrative and
organisational, involving planning,  supervision, evaluation,
§'application of correctives ctc. Problems relating to these wiil
7 predominate and not clinical problems. The Committee recom-
; mend that the District Family Planning Bureau sheuld be organis-
© § ed and manned in the mz=ner shown in Annexure D. The existing
; pattern has also been incicated in the annexure for purposes of
comparison. It will be scen that the District Family Planning
-4 Bureau will have three Dvisions Administration Division, Educa-
-4 ton and Information Divion and Field Operation and Evaluation
Division. The administrzdon Division wiil be in charge of an
§ Administrative Officer o€ the rank of Sub-Deputy  Collector.
4 Tehsildar of the State Crvil Service, and should look after general
. 2dministration, stores and accounts. We have suggested the
i.strengthening of the Accrunts Section, to consist of one Accourn-
- ¢ tant, one Assistant Accomtant and Cashier because the work of
& account keeping will consderably increase as a result of some of
the recommendations made by us later in the report in regard to
Ppayment of incentives, grznts to voluntary agencies ctc. In a fast
. Tnoving, diverse and finanzally well supported programme of the
mature of the Family Plamning Programme, prope- budgeting,
- accountkeeping and contol over expenditure shouid be given
importance. The Educaten and Information Division should be
- headed by the Health Edmaticn znd Information Officer and the
- Field Operation and Evaiation Division by a Statistical Invest-
" The Head of e Buresu :id be the District Familvs

- 1. : ~ !
Medical Ofcer. The
{ over
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Officer will b= wholly responsibie for e programme and should’

have the autbority to cc:fesg»cnd direxiv with the officers at the
State Headquarters.

2.14 To each Dist-ict Family Phaning Bureau should be
attached a mobile sterilization unit and a mobile education and
publicity unit. The set-up of the monde sterilization unit is also
shown in Annexure D. There would also be attached to the
District Family Planning Bureau mobil= units for IUCD according - &
to the population of each district, provifing one unit for 5t 75
lal;hs of p;)lfulation, dcpcnding on the t*=rain and density of popu-: &
lation of the district. ' The Commitre wish to emphasise that- ' §
much more work with the same manpower resources-and this will
admittedly- continue to remain limited for quite some time-will
be done with mobile units for IUCD than would be possible from .
static centres, Moreover, even in the best of circumstances the &
coverage of the Primary Health Centres. so far as rendering of
actual LU.C.D. service  is concerned, will extend-to only a few:
miles round the centre and there are bond to remain big pockets
i eVery district which cannot be served by the Primary Health
Centre. The role of the sub—centres will only be educational and:
motivational; there will be no agency at the sub-centre for actually-
rendering the clinical services and even its role of guiding the
person motivated to go and get service from the Primary Health
Centre, will be achieved only to a verv limited extent. For quite
some time to come it will be difficult for most States to fully man
all their P.H. Os. and sub-centres. It should be possible for the
LU.C.D. compaign to forgo ahead of th. P.H.C. programme and
not depend over much on the latter. The World Bank Mission
have also recommended this. It is for thas= reasons that the Com-
mittee strongly recommend the use ‘of mobile LU.C.D. units to
the maximum extent possible, which, of course, will depend on
availability of staff, vehicles, cquipments etz. Admittedly, the units
can be organised only gradually; but tha: emphasis on the organi-
sation of such units to the largest extent possible and as quickly as
possible should continue to be placed, is what the Committee would
strongly recommend.

2.15 The Committee have considered the question of attach~
ing the mobile units to the Primary Hzalth Centre as an alter-
native to their being attached to the District Bureau and are of
the view that attachment to.the latter would give considerable -
operational advantages as well as ensure that the units would be. |
put to more fruitful use in a planned manner. It is the Com-.
mittee’s  suggestion that for each mobile unit a detailed pro-. |
gramme, for one or two months at a time, should be prepared by -
the District Bureau, sufficiently in advance and circulated to all the-
workers concerned at  the Sub-centres, o village leaders and-
veluntary organisations, who may be brought into the programme,
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¢ wunit will move @ the new centre according to schedule, thys
completing the whole zrogramme within the stipulated period.
he staff will then remair at the Headquarters for some :ime
snd other staff should k2 over the duties of the mobile unit.
In this manner it will not be necessary for the same staff 1o
do long periods of hard touring in the villages nor will they
be doing exclusively [U.C.D. work for long periods, which
work can be boring and will, therefore, fail to attract in suff-
cient number of doctors. The staff . of the Primary Health Centres
should also be interchanged in a similar manner with the
staff of the mobile units. This will give to all the staff work-
ing on the programme in. the whole district an evenly dis-
tributed load of work of all kinds in the medical, public hzalth
and family planning programme. To achieve this purpose also
it is necessary that the mobile units be attached to the District
Headquarters.”

.16 The Committee will further recommend that there
should be some administrative arrangements at the . district level
whereby proper cocrdination would be established between the
District Civil Surgeon, who controls the hospital staff, the District
Health Officer and the District Family Planning Officer. If neces-
sarv, the s-nior most among them could be put in overall charge
" ‘he encre health and Family planning programme in - the
*istrict, but onlv for purposes of effecting necessarv coordinztion
that has been referred to. Definite directives should be issued by
the State Governments that all concerned officers should give full
and effective support to the family planning programme. It will
also be an advantage to have at the District level an implementa-
tion Committee which may be presided over by the District Collec-
tor and should have all important District Officers as its members,
particularly those whe can lend support in one way or another
5 the family planning programme. This Committee will review
¢he progress of the programme from time to time, bring about co-

<Jiation in the functioning of the different departments so far
as the family planning programme needs it and see that the sup-
~c- f the entire District administration to -the extent neccssary
=n to this progrmme. This proposal has already been made
e Ministry to he Suate Government.

-

2.17 In view of

piementation of i

- key role which would be plzied in
smme by the Distrct Familw
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Plannir ¢ Bureau, the Committee »ngly recommend thar the

Distr: Family Planning Officer she .1 be a Class I Officer and
the post should carry a special pay . allowance and the amount
may be appropriately fixed with reference to allowances payable
in similar posts in the State. Similarly the efficers who would be
attached to the mobile unjts should be paid some allowance for
the pericd they will be on mobile duty. " The Committee suggest

at an allowance of Rs, 150 p.m. for the Assistant Surgeon will
be appropriate. Thjs should be in addition to the T.A. and D.A.
that they may.be entitled to under the farmal rules of the State

vernment. If the interchange between the mobile and the

R Y TR

attached to the mobile units may be retained in that position for 3
a specified period of say one year at a time and may then be -put ¢
0 2 some static position, &
2.18 It was brought to the notice of the Committee that F H
there are a few very large (some in terms of area, others in terms
of population and ‘stil} others in terms of both) Districts in the e
country in which an intensive programme cannot be properly 5
managed by one District Family Planning Bureau. * To dea] with :
is problem, one suggestion was that the District may be divided 5
intotwo parts and 2 Bureau may be sanctioned for cach; another |
suggestion was that one or two sub-bureaus may be started at the
Sub-divisional level with less staff than for 3 fyl] District Bureau. - § f
As the Committee could not get enough infermation and represen- f i
tative opinion on this problem, ‘they ‘are unable to make any re- 3
commendation of their own, but dg wish to suggest that if con- gl
crete proposals are submitted by any State Governments bearing _
on this problem they would merit consideration by the Central :

vernment, ' '

Urban Family Welfare Planning Centres

2.19 The Committee are of the view that the existing set
up should be adequate, but provision should be made for appoint-
ment of a sweeper cither wholetime or part-time as may be neces-
sary in any case. The Committee -also considered the existing
organisational sct—léﬁ for the static and mobile sterilization

e

units  attached to Urban Family Welfare Planning Centres
as adequate. ’

’
R R S s Lot
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R

Rural Family Planning Centre (C.D. Block)

for one
, the stafﬁng pattern
ng with the principle

2.20 With the revised pattern which now provides
subcentre for evVery 10,000 of population
for the Block in adcquatc. While agreei
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j that health service should be provided in zan integrated manner
and the workers should be multi-curpose for the basic health
¢ field, in: ng Family Planning, as far as possible. the
- Committes s definitely of the oginion that some change is need-
ed in the du'c- of the Basic Feoth Werker and Health Assistant,
f so far as th n.iy planning wors s concerned. The duties and
responsibilitics ssigned to the Basic Hezlth Worker wil] leave him
hardly any time for doing any substantial work in the field of
family planning and if he is required to do this latter work also,
#¢ it can only be at the expense of the other health programme.
% The Committee is, therefore, of the view thar the Basic Health
| Workers should be a multipurpose worker for the general health
8 scrvices, but for family planning he can only provide some infor-
# mation to the people. The Health Assistant (Family Planning)
@ who should have some experience of community health work,

- can do adequate justice to the Familv Planning work. if he is not
required to superwise the work of the Basic Heaith Worker. There
should be one health assistant for every 20.000 population, irres-
pective of whether the area is in the malaria maintenance phase
ror not. In difficult terrain the limit of population mav be reduced
"to 15,000 Or even I10,000. ’

©

2.21 There should be one Health Visitor for each unit of
+40,000 population to supervise the work of the 4 Auxiliary Nurse-
midwives. Since in the saffing pattern there is already provision
for one Health Visitor for the Primary Health Centre, this recom-
mendation of the Committee will involve the appointment of only
~one additional Health Visitor. In the malaria maintenance area
& there should be one male supervisor to supervise the work of the

4 Basic Health Workers.  There is one male supervisor at this
‘level in areas which have not entered the mzlaria maintenance
-phase. The recommendation of the Committee, therefore, invol-
ves the retention of this person even after the area enters into the
maintenance phase. The recommended set up is shown in An-
‘nexure E.

2.22. These recommendations are the same as the concli-
“sions that were reached in the Special Workshop organised by tie.
4 Central Family Planning Institcie on “Training of Family Plan-
i ning Personne]”. : X

2,93 that wherever Distriz

:  authoritic ful to have parttine

i §  workers of an honorarium -f
‘ ? -&5r rnotivat: : ‘f'f?"“.’_’j_‘z’ and TU.CD. in
i £ -sertions. s ment of an hon-
rarium o norarium mav oe
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£s. 20 p.m. and if more than 50 cases of vasectomy/ITICD zce
brought by the worker in a month he or she may be paid Re. 1 for
cach additional case above 50. This latter mode of payment will
¢t an Incentive for putting in additional effort and enthusiasm
into the work. These workers will naturallv have to be selectad
carefully. They will have to be persons haﬁng influence in the
locality and enjoying a good reputation. The appointment should
be made by the District authorities, making it clear to the per.

sons appointed that their continuance in their position will depend
entirely on their performance.

2.24 The Committee are of the visw that one Hono
District Education Leader cannot cover the whole district suffi-
ciently intensively as is needed for the programme of Family Plan-
ning and since the Educational work, which non-official leaders
can best do, is of great importance to this programme, the Com-
mittee recommend that Honorary Education Leaders should be-
appointed one for each Block. Such block level leaders . should
be given an all inclusive honorarium of Rs. 600 per annum to.
meet their incidential expenses inclusive of the expenses on their
touring. They should be appointed for six months at a time and’
their retention should be dependent entirely on their performance.
The appointments should be made by the District authorities.
It would be best of thcsc-.zg)pointmcnts arc made by the District

Collector on the recommendation of the District Family Planning:
Officer. ~

2.25 In concluding this subject of organisation needed at
various levels, the Committee would strongly recommend that
some flexibility should be allowed in the matter of qualifications
of different categories of personnel. The rigid application of the-
qualifications laid down by the Central Government is creating
considerable difficulties for the State Governments in recruiting
the necessary number of persons in the different categories. Apart.
from this, it has also been the experience of the State Governments. - %
that even persons possessing the stipulated qualifications have not g
necessarily turned out to be suitable. For example, young per-
sons fresh from college with M.A. degree in Sociology have pro- -
ved ineffective as District Extention Educators. It would be best-
if the State Governments are allowed to frame their own recruit—
ment rules for the various categories of personnel taking into-
account the availability of candidates and the kind of qualities and”
experience required in the different posts.



133
TECTION 10

RESCITCE POSITION

<.r We have already drawn attention to the fact thzr =L
though the LU.C.D. method orovides ve ¢ry great adminisira=re
and clinical advantages which makes a mass programme possiziz.
the need also arises for the emplovment of doctors and sz=-
medical personnel in much larger numbers. There is not oy
shortage of doctors for the family planning programme, bur z's5
general reluctance on the part oz doctors to work on this P
gramme and, were particularly so, if they are stationed in e
rural areas, or have to be on mobile duty. The reasons for e
reluctance are several. Naturally, the doctors do not wish to ==t
cut off from their wide field of clinical work by being put exca-
sively on family planning work. Added to this, often by bezg
appointed in the family planning programme doctors saffer n
their emoluments. Sometimes they losc house rent allowzn==
and other allowances. In the rural areas if residential accom-
modation is not provided by Government, houses are difficolt o
get. Some of the State Governmeats are imposing conditions =a
Il doctors entering Government service or in some cases ev=a
when a student is admxt‘cd to a medical collage, that they wil
serve in the rural areas for a certain number of years after j join=g
service or obtaining their degree. The Committee is strongr >f
the view that anno with thc imposition of such oblm:mof:c 2
serious effort should also be made bv the State Govcmmc“, pus
mmprove the conditions of service of doctors serving in the -z
4reas so as to compensate them: :or the hardships of dxsadvap iy,
No doctor emploved in the famllv planning programmie sr_rd
suffer any loss of emoluments. If any allowanccs are being crv=a
to other doctors holding other similar posts, not ir th "“:."
lanning programme, the doctors working in the family plana®
pregramme should be compensated by being given a su: =

zmﬁf'u: olanning allowance. Tk ¢ Committee have aircadv recTT-
menieg earlier Lhat a special wilowance should be given to docors

7 with mobile upits. ®s. 150 p.m. could be regardec == 2
amount for this ailvwance. A condition vould be 5=
+2mxies or 300 TUCD, Or' equis

per month. This

\ that with the allowan--
» enthusiasm and exrn

1

ed that at ‘“ns* 150 ¥
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cvcryeas: 3l hew o R S : 3
cosure that they will Put 1n their best efpmt in the family plan-

ming programme, The Committes’; recommendations  are  as
ollows :—

ol

(1) Whole-time Governmenr doctors engaged in steriliza-
tion camps should be paid Ri 3 per vasectomy and
Rs. 10 per tubectomy if they do this work over and above
their full normal duties, Similarly, in TUCD camps
‘they should be paid Rs. 2 per insertion. But in the
case of doctors who are withdrawn from their norma]
duties for the period to be empioyed in the camps while
they should be paid for vasectomy, tubectomy and
IUCD at the same rate as indicated above, a deduction
of 259 from their total dues should be made because
they would not be performing their normal duty for the

Pperiod that they would be attending to work in the
camp.

(i) Part-time private medical practitioners who work in
family planning centres should  be paid a fixed allow-
ance of Rs. 100 per month for working 2 hours a day,
three days in the week or for three hours a dey, two
days in the weck. . This is also the present practice;
but flexibility should be allowed to the State Govern-
ments to suit the local situation. Over and above this
fixed allowance these part-time medical officers should
be given some monetary incentive on the basis of per-
formance, so that they undertake some promotional
work also to get larger number of cases. The present
system of payment of fixed allowance per month only
has not evoked much enthusiasm among the private
doctors. The Committee recommend that these part-
tme doctors may be paid, in additon to the fixed
allowance, Rs. 1o per vasectomy over and above 10
cases done in a month and Rs. 2 per IUCD insertion
over and above 50 insertions done in a month. There
may be combination of ‘vasectomy and IUCD insertions
for purposes of calculating the amount of payment

uc on vascctomy being considered equivalent to 5
LU.CD. insertions. :

Employment of Private Practitioners in the Sterilization and IUCD
Programme

3-3 The employment of more and more private doctors in
the sterilization and TUCD programme, particularly in the latter

walio
o :mme, and making the most effective use of them, should
Zven considerable importance. The hitherto prevalent

| SR




attitnde 2mong the of private doctors that the
-“»““"‘j' planning pr is a Government programme
cnd not a part of r own professional responsibiiitw
roust be changed. This change has to be brought about
oy introducing family planning as a part of the regular medical
education, (which has already been done) by training private
dectors in TUCD work, and by providing thenr the needed fac-
fizes and incentives for doing the work. To quote from the report-
of the World Bank Mission : “with the use of the JUCD a new
role for the private physicians in the national programme becomes
evident. To encourage the participation of these doctors is to in--
crease immediately the effectiveness of any programme. For inser--
tion costs to the Government are likely to be lower in the form of
a subvention to private doctors than in any other part of the pro-
gramme.”

uq

-

3-4 These private doctors should be selected carefully. They
should be persons of integrity and good reputation. According
to the existing pattern private doctors are already being utilised
in sterilisation camps and IUCD camps, though not to be same:
extent in every State Private doctors are also allowed to under-
take insertions of TUCD in their own clinics. The pattern of
assistance, however, is oot attractive enough to get a large num-
ber of private doctors coming forward to work in the programme.
The Committee consider that private doctors should also be
allowed to do vasectomv operations in their own clinics/nursing
homes. These clinics /nursing homes should be carefully selected
and only after inspecton to ensure that they are suitable fo

UCD and sterilization operations. These doctors should be
required to submit reporss to the State Health authorities, giving
all particulars of the patents.  After the selection of doctors 1s cars-
fullv made, they can be largely trusted. but some random checis
should be done with the informmation furnished in the reports
prevent malpractice.  If the conduct of any doctor comes undsr
suspicion, his name mav be removed fro mthe list of approved
doctors.

3.5 As regards pavments, from the information gathered by
the Committee they arc canvinced that the present rates of pas-
ment are not adequate pcentive for involving private Medical
ctiioners in the progamme in any large way. The Commites-
gest that the folowing pavments be made to priva:

For

the sten on, programme Rs. 10 per case i
: . .

nursing home an:
cm of Rs. 150 68
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gle day for doing was-si cnocamons
ganised by the Stare o

{11) For IUCD insertions Rs. = - if insertion is dogne
in the doctor’s own <lizic’ hos :
case if the doctor ¢ s } insertions in a cen.
tre run by the Swmiz Coveument within the same
town; and Rs. 3 per casz soiect to a2 minimum of
Rs. 25 per day if done in cmps, organised by the
State Government. The minimum has been suggested
‘because the number of cases available in a camp depend
on its organisers and not on the doctor and not many
private doctors would be willing to devote a whole day
at the cost of their private practice, without being as-
sured of 2 minimum payment of Rs. 25. R

3.6 The Committee also.recommend that in the case of
women from the upper strata of society who may prefer to go
to their own family doctor for IUCD insertion and will pay for :
this service, the doctor may be allowed to charge his fees but
Government should supply him loops free of charge and the
doctor will be required to' submit certain returns and statistics to
the State Health authorities. : '

Compensation for the individual .
3.7 The Committee consider that for achieving the maxi-
mum results it would not be enough onlr 1o give to the medical
personnel the incentive recommended above. Their efforts would
be most fruitful when at the same time the individuals who have
to vadergo the sterilisation operation or the women who have to
have the IUCD inserted, are compensated for the difficulties, loss
of wages or any other such disadvantages which they have to
suffer.  The Committee is aware of the view against giving any
fAinancial incentives to persons who undergo sterilization operation
or to women who have IUCD insertions, as this is capable of
oeing abused and can lead to maipractices and also because the
main reliance in the family planning programme has to remain
on the educational and promotional activities. After carefully
considering this  objection, the Committee remain con-
vinced that some payment should be made to the individual and
 this would be fully justified. These payments are to be regarded
more correctly as necessary for removing the difficulties and dis-
advaatages and not as a financial inducement. The principle
has already been accepted in the case of vasectomy where pay-
ment, can be ‘made to wage earners for loss of wages. There -
should thercfore, be no objection to extend this principle to apply
2150 o TUCD Persons in the rural areas are becoming desirous
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of having a higher standard of living. They are also becoming
conscious of the need for limiting the size of their familics, i
the gains that are made by increasing agriculture production zre
to be preserved. So the situation is getting gradually more 2ad
more favourable for extending the Family Planning Programme
on a mass scale. People are getting ready to adopt family plan-
ning methods, and though the extension education method shocld
continue to be applied as the principal means of motivation. it
is necessary and important to remove any difficulties that mav
come in the way of persons motivated 1o actually adopr the
family planning methods of their choice. Women of the pocrer
es coming to camps for [UCD insertion lose at least a dav’s
wage; often their husbands or other men-folk accompany them
and they too lose a day’s wage. Very often children if they
arc very young and cannot therefore be left alone at home zre
also brought to the amp and some expense is incurred on their
fecling. It is alreadv the experience in several parts of the corn-
try where the IUCD Programme has been rapidly catching ap
- that women-folk in the rural areas generally prefer o o ©
distant clinics or camps for IUCD insertion z)r reasons of rri-
vacy and this involves expenditure to them on the travel In
most cases they have to go to the clinic for check-up onc or
cven twice after the insertion. Already the information seems
to be spreading in the areas where IUCD has been rapidly sorea-
ding that a number of visits have to be made to the clinic which
involve expenditure on travelling. It is, therefore, necsssary
that some payment is made to meet the expences of such ‘our-
neys, if the programme is not to suffer a set-back after some
time. The representatives from the West Bengal Government,
including the member of the” Committee stated that alreacy
some areas of that Smte it was beginning to appear as I the
programme was slackening because of this reason.” Fer the soe-
cess of the JUCD programme a systematic follow-up of the wscs
is of utmost importancs. If this is not done and cases where
there is trouble are neglected it would give a serious set-back to
the programme evenrmily. Even in cases of minor complicasions
following TUCD inscrtions it always helps to meet the person
and remove her fears For the requirements of this kind of
follow-up to it is necssary to encourage, rather than allow a
situation to develop where it will discourage, women from com-
ing forward for the JECD insertions and for subsequent check- .
up when necessary. '

3.8 Taking all these factors into consideration the Committez
is strongly of the view that for [UCD insertions a woman shouid
be paid Rs. 5 towards Jss of wages, cost of food, transport chzrgss
and other incidenta]l mpenses. They have given due considera-

Ton to the alternative sourse of Government providing the trans-



:nd food.  Apart from this not beins administrativelv feyo
the programme gains  momentmm, it would noe take
-2 account the last factor, viz, the ¢Xpezses to the wom=n con.
netted with the follow-up journevs, Acwrding to a dacicign
" taken by the Standing Committes of the Centra] Family
énning Council, Rs. 7 © volurtary arencies and Rs. 3 o

=roment and bocal bodies wii he zavable by the Cenraf
rnment for each TUCD insertion o aver cost of medicinas,
nents, transport and other incidenn] expenses.  There
wiil b2 no bar to any amount out of this Rs. % or R, 5 being
paid to the woman taking the IUCD insertion by the voluntary
ageny, State Government or jocal body. So the principke of
such payment is accepted.  The Commimze’s recommendation
will ensure that the women does receive the payment which she
should, for the reasons stated, and thar th- amount 1c adequam.
Out of ‘the amounss of Rs, 7 and Rs. 5 intended to cover o
many charges an adequate amount canpp; b paid to the woman
to meet her expenses and remove her difhicelaes.

3-9 The Committee considered carefuliv the danger of Mal
practice growing out of the proposed payment of Rs.. 5 on a=
count of transport, etc. and are of the view that the danger can
be uanecessarily cxaggerated. It is the Committee’s conviction
that this danger is ertainly less than the danger that will defi-
nitely threaten the success of the programme if this payment i
not made.  This latter €T may not become apparent in the
carly stages of the programme, but is bound to arise in 2 suf.
ciently serious form before long to effect the progress of the pro-
gramme. There is so far very little evidence to support anv
beiief that any large number of women would resort to the mai-
practice, or be parties to it, of getting the loop removed and re-
inserted to get his parment of Rs.-5 repeatedly. In getting the
loop removed they will have to incur some expenditure  and
what may be left of this pavment of Rs. 5 may, therefore, be
hardly worthwhile. Also, it is unlikely that many women wil}
submit themselves repeatedly to the examinaton and Insertion
of IUCD to make his smal] amount of monev, when account i
taken of all the trouble and expense invoived in going to a cen-
tre, spending the whok day there, incurring expenditurs on food,
travelling etc. Taking all aspects of the matter into considera-
tion the Committee are convinced that whatever risk there mav
be in making this Payment is verv much wors taking and wor
ultimarely be found work out on the sids of the succ
the programme. If malpractices to grow, - wouid be Po
o apply correctives withour much difficuiry, fut too o
chetk fom the beginning to gmard zcaine the mals

S

not be desirabla both because we
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not so real and great and also because too rigorous a zhecs wiil
affect privacy of the women and hamper the progress cf the pro-

gramme.

3.10 As regards payment for vasectomy, the charges paid
at present are all right except that the pavment on accoznt of loss
of wages may in all cases be Rs. 12. At present no pzrment has
been provided on account of loss of wages for salpmgectomy.
The Committee recommend for this a pavment of Rs. 25 which
will provide for loss of wages, for carc after the opewstion and
other incidental expenses. Persons undergoing vaseciomy opera-
tion get six days special casual leave. Persons undergoing salpin-
gectomy operation should be given special casual leave for 1 davs
when such an operation is not performed during the period of
maternity leave. Women undergoing TUCD inserticos should
" also be given one day’s special casual leave.

3.11 The Committec was informed that in the Sttes indus-
trial employees were not entitled to any casual leave for sterilsation
operation. It is recommended that the Ministry of Lzbour and
Employment should be approached to make it oblgatory for
industrial establishments to grant special casual leave on the same
lines as given to the Central Government employees Zor sterili-
sation. : : :

3.13 For providing incentives and promoting 1 sprit of com-
petition, the Committee recommend :—

(i) that a special fund be placed at the disposal at the State
Governments out of which rewards can be gven to the
members of the staff for anv ousstanding wor< and to
villages and groups of villages which show cutstanding
achievement.

(ii) that the auxiliary nurse-midwives, nurses, etc.. who work
bevond thetr normal hours of duty in camps e ailowed
an amount equal to their normal daily allowznces from
the familv planning budget, to compensate them for
hard work that has to be done in camps.

16—82 CBHI/ND/34
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SECTION IV

FINANCE
After examining carefully the exsung financial pattern

and pattern of budget provisions ‘the Committee make the follow.
ing recommendations which will fll up the present gaps or make
up for the dcﬁcicncy that exist :—

@

Cost of drugs, drcssmgs etc. payable to State Govern-
ments, local bodies or voluntary agencies.—At present

there is no provision for this payment in the financial
pattern.  The Committee recommended that for salpin-
gectomy Rs. 10 per case should be paid for drugs and
dressings. For vascctomy Rs. 7 should be payable which
will include Rs. 2 for food. For IUCD Rs. 3 per case
should be payable for drugs and dressing. This will be
inclusive of the expenditure on treatment of cases, which
initially on examination are not found fit for IUCD
insertion, and on follow-up. Care will be taken to ensure
that payments on these ~ accounts are not made twice
over, once through hospital contingencies and again
separately per case. The Committes are convinced that
these payments are necessary if the reasonable expenses

" incurred by the State Governments etc. are to be reim-

(1)

(i)

(i)

bursed to them and the treatment of zases initially not
fit for insertion and the follow-up are not to be
neglected.

Travelling Allowance and Daily Allowance.—For block

level workers there should be a fixed monthly travelling
allowance. The amount can be fixed in each case by
the State Governments taking into account the amount
of touring that officers of the various categories  will
have to undertake and the scales of fixed T.A. given to
officers of similar category in the State.

At the District and State level, a sum equal to 209, of
the provision on account of pay and allowances
of the officers and staff sanctioned for those levels should
be provided in the budget to cover their T.A. and
D.A. The provision will be inclusive of the expenses on
the mobile teams.

Provident Fund.—The share of the employers’ contri-+
bution should be met by the Central Government in res- ;
pect of staff of the State Governments. local bodies and
voluntary agencies.

Hiring of accommodation.—The State Governments,
local bodies and voluntary agencies should be given
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authority to hire accommodation, both for office and
residential purposes, where there is no provision for
construction of buildings or pending the construction
of buildings. The scale of accommodation should be
such as may be certified by the State Government w0 be
suitzble and the rent to be fixed at an amount which
the State P.W.D. will certify as being reasonable. This
recommendation should apply to all cases, to Family
Planning Centres, clinics, training centres, contracep-
tves distribution depots.

Maintenance of vehicles.—Budget provision should be

made for the maintenance of vehicles at the fellowing
rates -—

(2) For petrol, oil, lubricants and minor repairs etc.
Rs. 6,000 per annum per vehicle. This figure has
been reached on the basis of actual expenciture
that has been incurred by some of the State Gov-
ernments. This amount will be treated moze or
less as celing; the actual expenditure incurred
will be recoverable from the Central Government.

(b) For major repairs, replacement of tubes. tyres etc.,
it is recommended that a fund may be created for
this purpese. to which the central government
should contribute 10 per cent of the actral expen-
diture on izm (a). This additional -amount wiil
be drawn together with what will be admissible
under (a) and the State Governments would be
expected to meet the charges on maier repairs,
replacements of tubes, tyres etc. when they arise.

Publicity and cducational material.—The Committee
recommend that in the field of publicity and mass
cducation, the respective roles of the Central and
State Governments should be well defined. While the
Central Government could best utilise the all Indiz
media, such as the A.LR., cinema films, newspapers of
allIndia standing. the State Governments shovld use the
media of local imporrance, such as, local newspapers.
exhibitions, drama and other traditional media best used
‘n the different -egions. It was considered that sincs

2 total allocaticn of Rs. 25 lakhs annually would b
available for the publicity programmes, a sum of Rs.
to 1% lakhs sheuld be made available for publicity t

each State Govermment. If anv special publicity pro-
gramme like

ducdon of a him wers taken wp

4

)
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. by a State Government, spcda.l provision will have to ba
obtained for the purpose.

(vii) General contingencies.—s per war of the budget pro-
vision on pay and allowances should be provided as
general contingencies.

SECTION V
ROLE OF VOLUNTARY AGENCIES.

5-1 Bearing in mind the size which the programme has to-
acquire and its nature, voluntary agenciss must be induced to
Piz¥ an increasing role in its implemenmtion. A much more
comprehensive view of voluntary .agencies should be taken than
bac been taken hitherto. It would incluge all kinds of agencies
which are willing to make a contribution in the programme and
Ir whose case a view can justifiably be wken that they will be

sincere in doing their work and can be trusted, Voluntary agencies - |

shouid include those of trade and industry, of labour, local autho-
Iites going right down to the village Panchayat level, various

kinds of associations, women’s organisations, organisations of all-

Indiz standing, the Bharat Sewal Samaj, the India Red Cross

Sodiery, the Indian Medical Association, ete.  Only by baving a
fi=xisility of approach towards them would it be possible to bring

in Zz=ge numbers of them in the programme.

5.2 Two conditions should be fulfilled by a voluntary agency-
to qualify for participation in the rogramme, apart from their
being trust worthy and capable ofp doing the work they intend
taking up, viz. (1) they sEould have a defined objective which
is azceptable ‘as a good and usefu] objective to promote for
pusposes of the family planning programme, and (2}; the agency -
should have a level ‘status, permitting the entrustment of public -

s toit. It is not necessary that all voluntary agencies should

k= oo all the aspects of the programme. Some may only like -
to ks up the educational and promotional art of the work,
oth== may only be entrusted distribution of contraceptives and "
stll others may be willing to run a centre with all its functions. .
Soms may wish to take up an activity only on some special occa-
sloz e.g. organise a Family Planning Exhibition on the occasion
of 2 big Mala somewhere, or participate in an educational drive-
duzing the Family Planning Week. In admitting voluntary agen- -
cies czre should be taken not to have overlapping jurisdictions.
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5-3 Since it is the Committee’s recommendation that large
‘numbers of voluntary agencies should be brought into the oro-
gramme, it is necessary that the authority to sanction grants-in-
aid to them should be ‘decentralised. Under the existing svstem
even with much smaller numbers of voluntary agencies working
in the programme, there has been many cases of delay in sanc-
tioning grants-in-aid. This has a particularly dampening effect on
voluntary agencies which do not have abundant resources of the'r
own. There has also been persistant demand from State Govern-
ments that they and their authorities should have mach greater
say in giving grants to voluntary agencies. Hitherto not having
been given the authority to sanction the grants State Government
and their officers have shown a certain measure of indifference
in keeping in touch, helping and reporting on the voluntary
agencies that have been receiving grants-in aid from the Centrs.
The Committee will venture to submit that it will help to creste
greater enthusiasm and feeling of participation in State Govern-
ments and thus help in bringing in much greater contributior of
voluntarv agencies in the programme if State Governments and
their officers are entrusted with the function® of selecting ard
sanctioning grants to the voluntary agencies.

5-4 The Committee recommend that grants mav be sanc-
toned, both new grants and continuation grants, as follews.-—

() Amounts upto 5,000 by the District Family Planning
Officers: ' o '

‘(1) Amounts cx&:ding Rs. 5,000 but not exceeding
Rs. 20,000 by the State Family Planning Officers:

(iii) Applications for amounts exceeding Rs. 20,0c0 should
be considered by a Grants Committee, consisting of the
Administrative Medical Officer of the State, the State
Family Plannirg Officer and the Regional Assis-
tant Director General of Health Services. The recom-
mendation of the Grants Committee should be sub-
mitted to the State Governments. The State Govern-
ments should have the authority to sanction grants-ip-
aid upto and amount of Rs. 1 lakh. Applications for
higher amounts should be forwarded to the Commis-
sioner, Familv Planning, with ths recommendation of
the State Government. Commissicner, Family Planning
should have f:Tf powers t5 sanction such grants.

5.8 The grants-in-aid should be sanctioned by the various
authorities in accordance with the rules to be framed for this
purpose.  This will obviz the necessity of consulting the Finance
Department in every case. These rules shouid inzer alis by lay down

~

~ceilings for the various iems of expenditure, but the sanctioning
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authority should have POWer to vary ths ceilings under the diffe.
rent 1tems upto a specified limit, say, U0 I5 per cent, provided

that the Pay and allowances of the offiz=s and establishment do

not exceed the scajes applicable to corresonding personnel of the
State . Government. Ceiling for conzicsptives should not be §
rcccived.. 3 .

5.6 The General recommendation made earlier regardin
iring of accommodation and payment o: rent for it should apply
also in the case of voluntary ‘agencies,

AR v

5-7 There should be objective assessment of the work of
voluntary agencies with reference to the actual resuls achieved, £
cvery time that the grant s renewed. £

5-8 The State Governments should be required to furnish | (a
to the Central Government Particularly 2 consolidated Statement
of expenditure incurred .on account of grams-in-aid given to volun.

tary agencies. For this purpose a proforma can be hLig
down. . .

5.9 The Committee recommend tha: audited statement of
accounts prepared by an auditor need not be insisted upon in the
case of grants-in-aid not cxceeding Rs. 20.000. In such cases the
State Government may get the accounts udited by their own
auditors. ‘The Committec recommend that one or two auditors,
depending on the volume of work, may ne apﬁiintcd for each

istri i is kind of audit

:

!

i

i

E

%

:

Is no delay in submitting  their audited staement of accounts to E

get timely release of the grants-in-aid. The objective should be i

to hclfp, cncourage and guide the voluntary agencies to get the best | E,
t

¢

il

i

:

out of them than to control them.

5.10 Where Municipalities are not abj- to undertake respon-
sibility for opening  Urban Family Planning Welfare Centres
according to the laid down pattern, one for every 50,000 of popu-
lation, or to the extent that they are unable to do this, the ~State
Government should undertake ‘the responsidility and should get

ancial assistance from the Centre on the same basis as the
Mum'cipality would have got. In order that the work in the area of
a large Municipality, like that of Bombay, Calcutta, Delhi, is pro-
perly planned, organised and implemented, there should be a2 head- 3
quarters organisation which may be of the same pattern, more or 3
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S-11 It was brough: to the notice of the Committee that
in several States the programme was not advancing under the
Employees State Insurance Corporation as the Corporation have
not been able to set up Family Plaaning clinics under the scheme.
The Committee recommend that in such areas where the Em-
ployees State Insurance Corporation has not set up family planning
clinics, industries and associations of industries who wish to take
up Family Planning work on the pattern of voluntary agencies,
should be encouraged to do so and should be given financial assis-
tance as to a voluntary agency. This does not affect the Commit-
tee’s general recommendation thar voluntary agencies of trade and
industry and labour should be encouraged to participate in the
programme to the maximum extent possible and should be given
grants for this purpose.

5-12 As regards the pattern of financial assistance to volua-
tary agencies for the LU.CD. programme, the voluntary agencies
can be classified in two ategories, (i) those that receive separate
recurrring and non-recurring grant for running Family Welfare
Planning Centres, and (i) those that do not receive such assistance.
The Committee recommend that voluntary agencies in the first
category should get Rs. 2 for each case of insertion and those in
the second category shouid get Rs. 5 per insertion. This will be
inclusive of the changes for drugs and dressings referred to in
paragraph 4.1. In additien to this they should also get the charges
payable to the State Governments for the Dai or neighbour bring-
ing the case, and for food. ransport and incidental expenses payable
to the women receiving he inserton and the incentives recom-
mended earlier for the coctor.

SECTION VI
TRAINING

6.1 In the Section “Organisadon” mention was made of
the added importance which training of the personnel require for
veloping that Familv anning Programme into a mass pro-
amme has acquired anZ the big zap that already exists in this

2. The Committee’s z=ention was drawn to the report of the
Workshop recenitlv orgazsed by the  Central Family Planning
Institute on the “Trainmg of F - Planning Personnel”., The
Committee are in agresTent w Workshop’s recommenda-
tions. These recommendons =1 tzke care of the principal

2
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- requirements of the situation which could be summarised as
follows :—

(a) demarcate the respective spheres of work of the Central
and State training centres;

(b) take care of the much larger numbers of personnel of
~ various categories that will have to be trained now;

(c) make the initial courses shorter and more job-oriented
and provide later for refresher courses, and lay down
revised and more precisely defined job description of
the various categories of personnel where necessary. Let
the requirements of the L.U.C.D. programme get due
emphasis in all training and orientation courses:

(d) provide training to the higher level personnel working
in supervisory positions in administration, planning
supervision, evaluation and in accounts and budgetting;

(¢) provide for the orientation in family plannings
through symposia, seminars etc. for leaders of public
opinion and also for higher officers of the admunistration
who will have to play a supporting role in the imple-:
mentation of the programme; '

(f) provide more extensively and systematically for educa-
tion and training in Family Planning in all medical and
public health centres of all kinds and even in other

educational courses whenever possible; and

(g) provide for large scale training of private medical practi-
tioners in 1.U.C.D. method.

6.2 The Committee wish to emphasise that the scheme sc
formulated should be put into affect as soon as possible in order
that the big gap that exists at present in the field of training is
quickly filled up. The recommendations of the Workshop are
appended to this report for facility of reference (Annexure F).

6.3 The State Governments should now quickly draw up
a detailed programme of training in accordance with the pattern
worked out by the Workshop and implement it according to
schedule. It will be important to ensure that the plan for the deve-
lopment of the training facilities of any State is synchronised with
that of the recruitment of the personnel of various categories that
a situation is not created in which the capacity of the training
centres set up 1s not fully utilised or is short of requirements.
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6.4 The Committee recommend that the State Governments
hould be allowed some flexibility in developing their scheme of
raining centres and training courses organisation big deviations
re made from' the pattern formulated by the “workshop” and
he total expenditure does not exceed the ceiling of expenditure
der the Centre’s scheme the flexibility may be allowed in matters
ch as the place where the various kinds of training will be given,
e staffing pattern of training centres, duration of courses etc.

6.5 The Committee also wish to emphasise the need for
ccelerating the training a paramedical personnel, nurses, auxiliary
purse-mid-wives, etc. required for the Family Planning Pro-
pramme. The Committee were informed that in several areas of

e country it was difficult to get girls with the prescribed educa-
onal qualifications for taking the AN.M. training. The Com-
mittee recommend that where such was the case, suitable women
om the local area should be recruited and given a short course of
raining to work as additional female workers. Later on these
women could be given further training to make them fulfledged
A.N.M. The programme of training of dais should also be taken

p quickly.

6.6 A training reserve should be created for all cadres equal
o 8 per cent of the cadre strength to ensure that the personnel
would be released by the Stmte Governments for undergoing the
training. This is essential to do otherwise either training capacity

will be wasted or the field quk'willﬁuﬁcr. '
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ANNEXURE C
State Family Planning llmu‘(!i'hlf Proposed)

JOINT DIRRCTOR /DRPUTY DincTOR A
" Existing Stafr Administration & Stores o ' Oreration Division
j Division ‘
| c : . - N
; {.Dy Dreclor, F. P. & 1 1. Administraiive  Officer 1 1. Asstt. Director of Health Services (FP) s &  ul b
i : M.C. (FP) (Senior Deputy ) i
i Collector from F.C.S. g
i 2. State  Pamily Planning 1 Cadre) 4
| Officer. A
o ' 2. Store Officer Y PO | Bducation Information Planning, Ficld Oyoration, 5
| 3. Health Bducator Bvaluation & Tiaining
3. Office Superintendent . ¢ i il
‘ 4. Statisticlan 1 Statisticr | 1 g
! Asstt, 4. Stenographer . e — -— 3
’ 3. Steno-typist « o 0 S Impection Ofcers of 2 1. Halth  Rducation i | 1. Medical  Ofcor Inchnrge '
i Stores, Officer, (IUCD Programme.) ' ‘
g . 6. Supcrintendent [Heo Ith ) .
j Clerk. . 6. Upper Division Assis- 3 2. Uppeor Div. Clerk . o 1 2. Statistician . . 1
tants (One for Stores). !
i 7. Assistant/Uprer Division 1 ; - 4
‘ Clerk. 3. Assistant Rditor . O | 3. Statistice] Assistort. N |
{ 7. Senior Accountant , . ‘ 4
4 8. Lower Div. Clerks . 3 4. Artist-cum-Photographer | 4
: 9, Driver . . . . 1 4. Uppcr Division Clerks . 2
8. Accountants (one for 2 >3, Steno-typist . P |
Stores.)
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10. Cleaner .

ti. Peon

9. Lower Division Clerhb « 3

10. Typists
. Packers'
12, Peons ,
13. Drivers

14. Cleaners

15. Night Guard

.

3
2
3

v
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ANNEXURE D
District Famlly Planning Bureau
DistricT FAMILY PLANNING OFFicer (Crass I-Orricer)

PROPOSEDYREVISION

Existing pattern

Administrative Division

Education & Information
Division

Field Operation & Evaluaticn
Division

1. Distt. Pamily Planning
Medical Officer.

2. Asmtt, Surgeon Grade 1
(Female),

3. Asstt. Surgeon Grade I
(Male). : .

4. Distt.Extension Educators
(1 Male & 1 Female) _

5. Statistical Asstt. .

6. Operation Theatre Nurse ,

7. Upper Division Clerk-cum-
Storekeeper

8. Clerk-cum-typist . .

9. Operation Theatre Atten-
dant,

10. Projectionist . .

11. Driver-cum-Mechanic a

1. Administrative  Officer
(Su b-Dcruty Collec-
tor/Tehsildar),

2. Upper Dlvision Clerk

3. Accountant . .
4. Asstt. Accountant .
5. Cashlet , , |
6. Upper Division Clerk

(Stores).
7. Lower  Division clerk-
cum-Typist, '
8. Steno-typist W

9. ljcohl . . . .

I. Health  Education & 1.
Information Officer.

2. Distt, BExtension Educn- 2
for (I Male & IjFemale)

3. Artist-cum-Photographer 1

4. Projectionist =, ,

5. Dilver-cum-Mechonle .,

6. Cleaner o ‘ .

1. Statistical Investigator | i

2, Pamily  Planning Pield 2
& Evaluation Workers
(1 Male&i Female)
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£2. Cleaner .

13. Ramily

?lanning Rield-

Workers (1 Male & 1

Female),

STERILIZATION UNIT (MOBILE)

(One per District Bureau)

MOBIL.E IUCD UNIT
(Oncfor S1o07+5 Lakhs population)

. Assistant Surgeon Grade-1 i
2. Operation Theatre Nurse 1 :
3. Operation Theatie Attendant 1
4. Dilver-cum Mechanic v .

5. Cleuner . . ‘ .

). Asstt. Surgeon Grade-] (Preferably
Lady Doctor).

2. Auxiliary Nurse Midwife . v
3. Attendants () Male & § Femnle)
4. Drlver-cum-Mcechonlo . v

3. Cleancer . . 5 . P

a
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ANNEXURE E
Raral Family Planning Organisation (Ia C, D. Block)
(See Paragraphs 2.20 anZ 2.22)
Existing Pattern Proposed revision
Main Centres at the P.H.C. Main Centre at the p.H. C.
Asstt.Sargeon Gr. (Women) . ] ‘Assr:.Su.rgcon Gr.1. . .

Extension Educator, F. P. o 1 Extensior Educator (F.P).

- 1
Computor . - . o 1 Compumer . é . 1
Store-keeper-cum-Clerk-cum- Storekeeper-cum-clerk-cum-
Accountant . N o 1 saccowmant . . « 1
ANM. « « <« <« 1 ANM e e« .1
** Sub-centres (1 for 10,000 Sub-centres (1 Jor 10,000
bopulation) * popularicx)
-A.N-M- . Ld L4 . j A-N.M.. . . . . l
Voluntary Workerto act as ., Voluntary Worker to act as
femaleattendant . & . 1 female artendant . % e 1
Male F.P. Ficld Worker (FP *¥*Male F.P. Field Worker & 1
Health Asstt.) . o .1 (F.P. H=alth Assistant for two
to sub-centres sub-czarres)
entering Malaria .
Maintenance ¥#¥¥Lady Health Visitor ¢« ‘= T
Phase otherwise T for 40,000

two per Block. population
*This Officer should be a lady and all atempts should be mzde to arpoint

ladies. Iflady madical officers are not available then male medical officers may be
appointed.

**3 of the sub-centres are according to original scheme of P.H.Cs.The 2ddi-
tional sub-cen'res above 3 will b= financed by Family Planning Programme.

***In difficult terrain the population to be covered by the Family Planming
Health Assistant may be reduced to 15,000 or even 10,000,

****Provision for One Lady H:alth Visitor already exists in the staffing
pattern of P.H.C., one additional Lady Health Visitor will therefore pmeet the
requirements of most of the P.H.Cs.

ANNEXURE F

Recommendations made by the Workshop for Traiming of Family
Personnel held iu New Delhi from 8th March to 12th March 1966

The workshop for training of Family Planning Personpel came to the
following conclusions ;: —

1. Orientation

1.1 It is afirmed often that family planning should be given the highest
priority in national opinions, policies and plans. A powerful favourable pubhc
opinion is an essential pre-requisite to this. Towards achieving this purposs
the Central Family Planning Institute should explore possibilities of armangirg
Symposis/seminars for MPs, MLAs, and other leaders of public opinion.

R
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# 1.2 Seminars should be crzanised b¥ the State Family Planning and State
Zealth Education Bureaus for adminisitators at the district leve] like collector,
Fdeputy commissioners. developmen: officers, district extensicn officers, zia par-
fshad chairman and other.

Strengthening of other coarses
2.1 The All India_Iust.itute of Hygiese and Public Health should oifer a

¥-ourse in Family Planning in continuaiiog of the D.PH, DIH, DMCW.,
#DHE and public Health nursing courses. This intensive training would be m
ddition to integration on Family Planning in the regular courses. This cocrse

gmay be standardized by All India Insttute for Hygiene and Public Heaith.

2.2 Other institutions giving similar public health courses may underiake
Jcertificate courses not exceeding one momnth based on the method and corsent
ffinalised by the All India Institute of Hygicee and Public Health,

¥ 2.4 Family Planning content should be included in the course of nstmc-
tions in the Administrative Staf College, so that the future district ofcers
acquire the necessary conviction. and ate able to provide leadership 10 the
jprogramme. The Central Family Planning Institute may explore possibiiities.

f 2.5 Family Planning content in the training programmes of institutioss in
the Development Departments should be assessed by the Central Familv Ptan<
ning Institute with a view to strecgthening it, so that the workers can piay an

2.6 Family Planning instrocon should be included in different coorses
Joffered by universities so that Family Planrcing will become a part of the —en-
gtal make-up of the young people. The Central Family Pianning Institute, may
: Bh‘ike rdthis up with the Universiy Grants Commission and the Inter-uriversity

3.1 General Considerations

] 3.1.1 Training courses shonid be job-oriented and less theoretical of as
Fhort a duration as possible suppemented with refresher courses, seminars ind
Adiscussion groups to make up for initial short coming of courses, and also o
Akeep the knowledge up to date. -

3.1.2 Contents of the varoes training programmes may be so orzanised
4% to emphasise the importance of training, administration, planning, reporcng,
“§assessment evaluation and folow up.  Contents may also particularly provide
“fadequate attention to the IUCD crogramme. It is of paramount imporzznce
“gloday.

A4 32 Allocation of Responsibiliies and Mechanism of Training

3.2.1. Training of state trairing centres should be trained at the Ceniral
amily Planning Institute, New Delhi. The following may be the gmding
Principle.

32.1.1 The duration should be 70 working days.

% 32.1.2 They should be trzined as a team of all the instructors, Instrocion
/30 administration in all of its diferent aspects—planning, supervision and gmid-
~Hnce, reperting and evaluation, :xd health education should form ap interra]
Part of traizing with the acuve mwrTicipaticn of NIHAE and CHER respecdveiy.

3.2.1.3 Three such courses saouid be offered during the year.

3.2.14 The number of waizers—irainees in each batch or course shomid
* a maximum of 33,
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32.1.5 The content of the coursa shoulé be reviewed in the Light of cur.
=@t @iscussions, :
3216 In the course of training these maipers should famiiiaries them~
ves with the method and content of maiz=g of DEPOs and DEEs at the
ciner Ceatral Training Institutions,

322 District Family Planning Officers should be trained at the All India
I=sumte of Hygiene and Pubiic Health, Caiczta. The following may be the
£mdns principles.

3221 The duration should be 45 workirs days.
3222 Four courses should be offered dming a year.
3223 A maximum of 30 candidates shocid be admitted to each course,

3224 Content should include administration, planning, budgeting, financ~
e and supervision.

3225 Training of the DFPOs should irciude ope week in New Delhi §
& the Central Family Planning Institute. The NIHAE, and other senior admi-
mstrators in Delhi can assist in emphasising the different aspects of adminijs-
t=tficm.

3226 The present course offered by the Institute may be modified. in
the Dight of these recommendations. )

323 District extension educators should e trained at the Central Health
Edncation Bureau, New Delhi, the Family Punning  Training and Research
Cemtre. Bombay, and the Institute of Rural Health and Family Planning,
Gandnigram. The following may be the gmding principle. :

3.23.1 The curriculum developed by the Central Health Education Bureau
foo the job orientation training of district exiemsion educators for a duration
o 60 working days may be adopted with necsssary adaptation to give the re-
Gusile. focus on Family Planning.

. 3232 The Central Health Education Bureau will offer two such couyses
In 2 wear with 30 trainees in cach. The Family Planning Training & Research

T e P T e ey
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3233 Candidates for training in the CHEB will be from Assam, Bihar,
Jemm: & Kashmir, Punjab. Rajasthan, Utta: Pradesh and West Beangal and
the Ceotrally administered areas except Goa and Pondicherry : for the Family
Parmne Training & Research Centre, Bombay from Gujarat, Madhva Pradesh,
Mzharashrra, Orissa and Goa and for IRH & FP, Gandhigram. from Andhra
Prudesh, Kerala, Madras, Mysore and Pondicherry.

3234 Coordination or the DEE training programme will be done by
th: Central Health Education Bureau and they will provide necessary assistance.

3235 Directors of the Central Health Education Bureau, the Family
Pizanire Training & Research Centre, Bombay. and the Ipstitute of Rural
Heht & Family ‘Planning. Gandhigram, will meet and evaluate the common
cuicaium for the 60 days’ training/course for district extension educators. §:
Tizs goup should modify the syllabus prepared by the Central Health Educa- §°
tioz Bureau to suit the training of distt. txtezsion educators based op their
Jos specifications. -

3236 Stafi-student ratio for the district extension educators training pro-
frzmnme may be 1: 6. The Central Health Education Bureau may also develop

3 ions for the educators and allied staff who may be employed as
trazmers in these institutions.

S

3=4 The Central institutions will start their training programme as pef
scaadnis below: —

324.1 The Central Health Education Bureau—February and Septemb“_ fi
{Dz=1n= Extension Educators).

RN e 3
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3242 The family Planning Training & Research Centre. Bombay—Feb-
dary. June. September and December (District Exteasion Eduveators).

3.24.3 Ipsttute of Rural Health & Family Plazning, Gzadhigram—Apsil
nd October (District Extension Educators).

3.2.2.4 All India Institute of Hygiene & Public Health, Caicutta—Febraary,
Aday, August ard November (District Family Planairg Officers).

3245 The Central Family Planning Institute—February, July and Octo-
ser (Traivers of training centres).

- 325 The duration of training for each category of other workers and the
'enue of traizing should be as under : —

Block Mzcicas Cfficer (MO.PAC) One Weiek  SFPTC

“(excluding

IUCD and

sterilisation)
Lady Assistaxt Surgeon ; . 15days SFPTC
Block extension educator . . One mogth Do.
Health Assistant ‘ s . Onemosth Do.
Lady Health Visitor . . . 7 days SFETC/Disti.
Comptor .” . ; . . 7 cays District
Auxiliary Nurse midwif : . 7 cays Dist./PHC
Health Inspector . o . . 4 days Distt.,PHC
Basie Heaith worker . s .3 days Distt./;,PHC
Storekeeper-czm-Clerk . - 3 days " PHC

Training at the district and PHC levels is contingent upoa facilities being
avaiable e.g. a training cell in a district Family Planning Bureau.

326 As a fellow up of the training programme the various trainicg insti-
tutions may organise refresher courses for personnel who have taken the imtial
training.

3.3. Special Groups

3.3.1 The general practitioners of medicine who have facilities for insert-
mg IUCD may be given special short orientation training. Wherever possible
the iocal IMA and the Governmenr agencies may provide the necessary traizing.

3.32 The Commissioner, Family Planning and the Central Family Ptan-
ning Institute may take steps to heip agencies like Railways, Defence, Indesiry,
Labour. Voluntary Organisations. e=. in training their personnel in the impie-
mentation of the Family Planninz Programme with specia] emphasise o
IUCD.

3.4, Refresher seminars

3.4.1 Orientation seminars for semior general and health administrators
at the national and State levels shouid be organised by the Central Family
Planning Institute. These may be held in different parts of the country, each
seminar catering to the needs of a smzil group of States )

3.42 The Centrai Family Planeing Institute should organise short seminars

:cr special groups with a view 1o discussing adminmssirations, rlanning, ndese
ing. and programme. planning and mplementation.

343 Tn annual seminar for Stmte Family Planning Oficers and other
cfficers directly connected with © ¢ Zamily planning programme like thosa im
‘.‘ffCH. Health Education. Vital Sistics. should be organised bv the Centraj
Family Planning Institute. These sminars may be held in diferent paps of
17—88 CBHI/ND/84
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e country.  Teachers and rescarch workers in these fields should be imvited
i» a==nd these seminars. It was suggested that this seminar may follow the
tsmai's planning workers’ conference that may be held annually in which the
offices mennoned above will also participate.

344 In annual conference on family planning to be attended by workers
& 2 Jevels may be organised by the Commussioner, Family Planning.

4 Adwministrative considerations

41 There should be a training division in the family planning Commis-
srmer’s Office, adequate in size and capacity to undertake the responsibilities
ivoned

42 The Commissioner, Family Planning inay assume the responsibility
for irplementing and coordinating training from ¢he operational point of view,
Tpomce the courses to the States, ensure that the trainees are deputed in
Tme 2s per capacity of the various institutions and evaluate the effectiveness
< the training programme. Subsequent enquiries in regard to training may g0
€z=x 1o the mstitution concerned.

43 The Commissioner, Family Planning may also provide staff and re-
&>ross pecessary for each training centre to take up the new responsibility.

4+ Certifficates may be awarded to the trainees on successfu] completion
© s course by the training centre concerned, under the signature of the
Dr=cicr of the Institute and the Head of the Faculty. These certificates should
b= recogmised by the Govt. of India.

43 A report of each training course offered by the Certral institution,
sn>wic be prepared within a month after- the end of. the course and circulated
iz oher traimmg institutions. A form for uniform reporting will give all the’
mfrmation necessary for the purpose in view, should be designed by the Cep-
Tx Faimily Pianning Institute,

<£ Faculties of each of the training centres may meet at least once a
Y=2= 1 the different training institutions. This will give a scope for visiting
fazmits 1o discuss the training programmes with the staff the host institute and
v eir field training areas so as 1o review and modify the training pro-
= and bring uniformity and standardisafion in the total curriculum.

4" The group also felt strongly that training cells should be established
iz ev=7 district and should include one health educator and one public health
rxse This would be in addition to a training centre for every 10 million
patum als 3ul) i B

4% In most states, the field units are doing good work. In some States
were they have so far not proved very useful they could be made more useful.

s would be most useful in the training of family planning workers at the
Bzl »vel where the state training organisation is mot yet strong emough to
ks = entire t_mrde:; of such training These few units can also be very use-
It giving orientation training to various lay groups. They could also take
= th* work of mass communication and evaluation of specific programmes,
=2Z - some places, could even lend a hand in the service programme. What
SneAc role ary unit should play should be determined by the State authorities
2f 2 zart of the total training programme of State. The units should work
TnZeT the direction of the State D.HS. and be administratively controlled by
o Szie Authorities although they will continue to be treated as Central units
fx fimncing purposes. In this manner it would be ensured that these field
Tr=s ¥Oork iv unison with the State policies.

_ %3 It is necessary to examine the extent to which existing rural health
TEmns centres, and training centres administered by the development depart-
2 =Zn be utlised in training family planning personnel.
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§ REPORT OF THE cOMMITTEE ON MULTI-
{fURPOSE WORKERS UNDER HEALTH & FAMILY
i PLANNING PROGRAMME_1974

INTRODUCTICON
I.1 National programmes in the field of Health, Family

Planning and Nutrition have been 1n operation in the country for
- grany years. In general, these programmes are being run almest
gindependently of ~each other by staff recruited under each
ggramme.  Thereis little or no coordination between the fi:dm-d
gworkers of these programmes and even at the supervisory level

gthere are separate and independent functionaries, Though in the

at the primary health centre, had separate spheres of activitics, ane
g orking for family Planning and the other for health. This sitna-
gtion has, however, been somewhat rectified by Government of India

fclinic cither at the PHC headquarters ‘or at sub<entre apart from
Hooking after a limited No. of patients admitted in the PHC, At
fthe District and State headquarter levels too there is a separate staff
§éor family planning, public health and curative health services.

; 1.2 In West Bengal, the PHC complex developed in a differ-
§cnt manner but now the partern is being gradually changed to the
#l India one. Though minor modifications in the pattern given

above exist in some States, in general ithe pattern is the same, ~ Not
gonly is there a broad division between the staff engaged in the pro-
gor2mmes of health and family planning, but in most of the States
glhcre is also a vertical division in the  staff engaged in  different
§ 'calth programmes, like Malaria, Smallpox, Tuberculosis, Leprosy,

1.3 This state of affairs has come into existence because var-
20us health programmes and Lter on farz%zly plannmg programme
 were launched at different times and each was conceived to . run
Vertically with its own staff. Whereas this has resulted in proli-
sferation of staf, it has also velded some results. For example,

1597, of the country is now in Maiaria maintenance phase while 2

il
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few years ago malaria claimed millions of fives in this country. The§
same is true of smalipox. It is true thz: bosh malaria and smallpog § -
have not been eradicated, neverthelsss. the progress has been en-§.
couraging and i+ is expected that b=fars long these two diseaseg §-
adlong with some of the other communicable diseases would he
things of the pasc Similarly, accordng to Sample Registratiog
Survey of 1971 there is a definite trend m the lowering of the birth §¢
rate which can substarttially be attribured to the cfforts of the stag §
recruited for the family planning programme. ~

degree in cach programme. It is, however, disquietening to note :
a growing demand for increase of staff under each programme, §&
The ]umg

lation /area covered by each worker.

many quarters whether the same objective cannot be achieved by §.
coordinating these programmes and pooling the personnel. Could
not such an integration reduce ithe population/area of each worker, §
thus making his coverage smaller and consequently more effective ?
This has resulted in the following recommendation made at the ;

first meeting of the Executive Committee of the Central Family |
Plann;

The membershis of the Committee recommended was as §:
follows :— §
1. Addl. Secretary, Ministry of Haalth g Family Planning . Chairman ~ §5
2. Director General, Hisahth Services, o
3. Health Secretary, Uszar Pradesh, E o
4. Health Secretary, Tzmil Nady,
5

(=2}

. Hzalth Secretary, Mzharashtra.

o)

2i6

14 Admitedly there has been success; although of varying

cation offered for this demand i the need to reduce popu-

The demand being logical, a question is however, raised in

ing Council held on 20th September, 1972,

“Steps should be taken for the integration of medical, public
health and family planning servioss at the peripheral level, -
A Committee should be set up to examine and make detailed
recommendations on : '

(1) the structure of integrated services at the peripheral and
supervisory levels;
(ii) feasibility of having multi-purpose / bi-purpose workers in |
the field;
(i) training requirements for such workers; and

(iv) utilization of mobile service units set up under family |
planning fo- integrated medical, public health and family
planning services operating from tehsil level”,

B A 900 o THL 7 g et g

- Deputy Commissiomar (P), Department of Family Planning . Mzmber
Secretary




It further recommended tha
States to study the actwal weriking

and should submit is report within 4+ months.

The terms of referance of the Commirtee were to study and
make recommendations on :
() The structure for integrated services a2t the peripheral
and supervisory levels.
(i) The feasibility of having multi-purpose /bi-purpose
workers in the feld. -
(i) The training requirements for such workers.

(iv) The utilisation of mobile service units set up under family
planning programme for integrated medical, public
health and family planning services operating from

tehsil /taluq level.”

The Committee was asked to visit some States to study the
actual working at the district and peripheral levels, and to furnish
its report by the end of February, 1973.

1.6 Two further modifications of this order were issued.
The first was dated 30th of November, 1972 in which the member-
ship was increased by the addition of Chief (Health) Planning
Commmission, Director. NIHAE, Director, Health Services,
" Haryana, and Director, Health Services, Gujarat. The Director-
General of Health Services was made Vice-Chairman of the Com-
mittee.  The second modification was-dated 2 3rd February, 1973
in which Deputy Commissioner (T & R) was made the Member-
Secretary of the Committes in place of Deputy Commissioner (P).
The date of submission of the report was first extended to 30th
April, 1973 then to 15th August, 1973 and subsequently to 15th
September, 1973 vide Government of India order dated the 2ond
May, 1973 and of 25th Angust, 1973.

1.7 The Planning Commission is also seized of the problem
and in the Report of the Steering Group on Healih, Family
Planning and Nutrition plans for Fifth Five Year Plan, the follow-

i

ing observations were made :—

1.37 Integration of Health, Family Planning & Nutrition.—
Programmes under Hezlth, Family Planning and Nutriton have
been in operation for 2 iwng tme. These programmes are most|

ertically conceived and ax eing imnlemented at the field levs]
b‘y the st2ff deploved o ‘mpi t programmes individually,

ed to ‘mp
with little co<rdinaton or inpeom f the services. The Steer-
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‘
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multi-purposc health wor ter (who may T designated health auxj. ’*
liary for convenience of reference) woulc be entrusted with the
carrving out Integrated funciions "and weid have greater rapport g7
with the people in rurg] areas who would =aturally look to him for b
all their needs in the field of naturally r-'._:zforcing components of ( ;
Health, Famijy Planning & Nutrition The Steering Group ac. - ¥
cepts the genera] Principles enunciated an: would suggest thap i 7
Health auxiliarjes may consist of three cazgories i.e., Basic Health i :
Worker at the Jowes level, Health Visitor, Health Inspector at inter. | ‘
mediary leve] and Health Assistanss Health Supervisors ap . i
the higher levels. Further, Steering Groeo would suggest that, 8
with to arriving at an effective pattern of iz==gration of the services .
from operaticnal and training angle, two Working Groups of ex.
Perts be appointed immediately to 80 imo e details in respectof ;P&
(1) dcﬁning functional role of the Health auxiliary in integrated ,
health brogrammes, conditions of service, salary strecure avenues of
Or promotion, etc., and (ii) defining objectives of training ro- :
grammes, construction of curriculum in tems of  know ledge and §
skills Tequirea to achieve the objectives, j ::::if_ving training instity- _ %P
tions, etc.. and give the inltegration programme a concrete shape, ¥ i
This should be done expeditiously as an advance action in 1973-74. g
In regard to nutrition schemes, the experience gained by the Depart- | X
ment of Community Development, Minisoryof Agricultare and ;
Department of Socia] Welfare, Ministry of Education and Socia] - - §.©
elfare, should not be Jost in effecting iatcgra;io_n of Health, 39’
Family Planning and Nutrition.  Suitable job charts and training f,’
Programmes tailored to Joca] needs should be Proposed for the per- ~
sonne] of Departments of Health, Family p ing, Social Welfare, o
-ommunity evelopment and others engage In nutrition pro- g"
grammes.  Nutrition feeding programme wil] have to be Integrated {
with other Health and Welfare programmes 1o form a composite 3
Package which wil] include apart from feedino minimum health &
care, 1mmunisation and lmprovement in cnovironmental sanitation M
Integration of personnel from nutrition programme will have to be :
viewed from this angle H
1.38 The Steering Group lays great 1mportance to-the inte- ¢
gration of Health Family Planning and Nutrition programmes and
suggests that funds should be provided by the Centre under the b
Centrally sponsored Sector duning the Fifyp, Five Year Plan for .
training of : (i) the para-medical workers into multipurpose basic
health workers: ang (1) other workers especially engaged in nutri-
tion feeding and nutrition education Programmes and who woyld
€ Up the integration work,

.39 Integration hag three components; (i) integration of
buildings, (1r) Integration of drugs & equipments, and (111) inte-
gration of personpel. :
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I-40 Since the Health. Family Planning and Natrition pro-
jrammes are proposed to be delivered through health awxiliaries and
ither workers based at primary health centres and sub-centres, the
wildings will serve a common purpose. Under the =isting par-
¢rn, separate family planning unit buildings have besn provided
t all the primary health centres and approximately 0%/ of the
ub-centres in each block. Under an integrated arrzagement, it
Dot necessary to have separate buildings or separate funding for
he same. It is, therefore, suggested that the buildings “or the inte-
rated services should be funded from a single source and separate
utlays for buildings under various programmes are nct to be call
d for. Funds to be provided under health and famiv p
sctor for buildings of primary health centres and sub-ccztres should
rdinarily be pooled together and used for making up the defi-
iencies in the existing building component and for the cXpansion
f the services. The tentative outlay for buildings in question wiil
¢, it is understood, Rs. 100 crores (Rs. 60 crores under the mini-
2um health programmes and Rs. 40 crores under the family
anning programmes).

I.41 Drugs and Equipment.—The drugs and equipment
omponent will be common to all the three services 2ad hence
hould not be earmarked separately to all the three services for the
Xpansion programme or taking up special programmes under any -
f the heads. It should be a charge to Central funds to ensure
roper implementation of the integrated programmes.  On the
nes sugsested for buildings. the merging of funds vrnder
nd equipment for all the three services should be carred out and
o distinction made at the time of procurement and suppiiss.

1.8 Programme of the Committee

I. The Committee held it is first meeting at Delhi on 15th
farch, 197;.

It was decided to co-opt Dr. P. Dinesh, Commissioner, Rural
Iealth, as a Member of the Committee.

At this meeting, it was unanimously agreed that the ¢o

£ the muiti-purpose workers at the periphery was both feasible and
esirable. It was left for further discussion whether soch mult-
urpose workers could be introduced throughout the country or
aly in those areas where maiara was in maintenance shase and
nallpox was under control.  Some members felt thatr :f multi-
arpose workers were put ino operation in areas whe-s malaria
s 1n attack or consolidation phuse, it would be difficult o contro]
ralaria.

It was decided that the Committee would vbtain meore infor-
ation by payving visits to some of the States, talking to the
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workers and gathering first-hand knowi:dgc before coming to defi-
nite conclusions on it term of reference.

2. The Committee paid three field visits s

A. To Punjab, Haryana and Himmachal Pradesh on 20th to
22nd April, 1973.
B.  To Mysore and Tamil Nadu on 215t to 24th June, 1973.

C. To Bihar, West Bengal and Orissa on 19th to 22nd July,
1973. '

On cach visit, the members visited 2 primary health centre

and a subcentre in cach State and interviewed various ficld workers - ¢

Lke an ANM, Family Planning Health Assistant, Basic Health
Worker, Vaccinator, etc.  The supervisory staff like LHV, Sanitary
Inspector, Vaccination Inspector, Health Inspector were also inter.
viewed.  While on visit to Mysore & Tamil Nadu, the Committes
also met the field workers and Senior Health administrators of
Kerala.  Opinions were clicited from field workers, their supervi-
sors and health administrators etc., about their reactions to the tasks

before the Committee. The doctors working in the primary _§

hzalth centres were also questioned about their views on having
multi-purpose workers. An attempt was made to assess the attitude
of the PHC doctors vis-a-vis their role as leaders of the health team
1n the entire area covered by a primary health centre, The response
of the village community to the existing health service was also
clicited by talking to the villagers, school teachers, panchayat Jeaders,
.  Discussions were held with the State Health authorities and

workers and the problems that would have to be overcome to exe-
cute the programme.  The Committee had also the benefit of djs-
cussing the subject with some of the State Health Ministers.

1.9 During the very first visit, it was decided that the Com-
mittee should confine itself to the question of multipurpose workers
for the rural areas only.  This was done for the following
reasons :—

(1) The main area of operation for the multi-purpose workers
both in health and the family planning programmes was

in the rural sectors.

(1) There was a fair degree of uniformity of the staffing
pattern of services for rural population in different States.

(iii) On the other hand, there are multiple authorities in the §

urban sector like municipalities, large hospitals, medical
colleges, etc., which also participate 1n health and family g

plannin g programmes,
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For these reasons workers engaged in health aad fam’ly
plan=ing programmes in ’urban areas have been excludsd f=r the
purpese of this Committes’s report.

3- The last meeting of the Committee was held ca 2=th &
28:h August, 1973 at Delhi where the draft report was disciisse
and =znaised.

r.10 Acknowledgement :
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Staze Health Authorities of Punjab, Haryana, Himachal Pradesh,
Myscme, Tamil Nadu, Bihar, West Bengal and Orissa, for the
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States.  The Committee wishes to express its sincere thanks for ail
that these States did to make the field visits really froidfal.

The Committee is also grateful to the officers of the Ministry
of Halth & Family Planning and the DGHS for their valuable
helo.  The Committer wishes to express its sincere thanks o its
Member-Secretary, Dr. D. N. Gupta, who prepared the draft of this

Thanks are also due to Dr. B. N. Halder, Assistant Com-
missicaer (FP), for assisting the Committee,

EXISTING FACILITIES
1. Staff
=I Nomenclature

Iz general, there exists a certain degree of uniformitv in the-
stafinz pattern at the primary health centre level in different States.
Minor modifications, however, are in evidence in some Stazs & the
gaps xtween the sanctioned staff and the staff positioned in differ-
ent Stztes widely vary.  Whereas some States have recruited almost
the entre sanctioned staff. there are others in which there are wide
dispares.  This is particularly so in the case of categories like
ANMs and LHVs. : :

Azording to the figures available, there are 5197 PHCs func-
tioning at present in the country catering o the rural popuiation of
435.8 mitbion (1971 Census). In general, 2 PHC atess to a
popuizzon of 80,000 o 1.50,000 or even more. However, in cor-
2 - 1’ -~ . - -

Qin perws fike the tribal, hilly, and desert areas, 2 PHC covess 2
much smailer population.  The area covered by a PHC also verias.

Usuallv, there are six to eight sub-centres in a PHC, each sghcentra
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<atering to 5 Population of 16 ¢ I5 thousand. The staff sanctioned
for each PHC Is generally as follows -

1. Doctors . 3 2
2. Block Extension Educator . : .1
3. Family Planning Fea)yy, Assistants |,
4. Vaccianators . . s s 3 104(on:for30,000pobu1ation)
5. Basic Health Workers/Malaria Surveillance
Workers 3 . . .

5 8 (op= for 10,000 pupulation)
6. Hzalth Insp:c:ors/Malaria Surveillance

Inspectors - 2
7. ANMs | . . X . . . 10
8. Lady Health Visitors " . . 2
9. Sanitary Inspector 5 ¢ . |

Some States have introduced functionaries witp, different desig-
natons like  Junjor Health Inspcctors, Health Inspectors, Senior
'Sanitary Ins_pcctors, Health Assistants, Enumcntors, etc.

The existing staff position as supplied by the different States
1S given in Annexure V,

2.2. Job responsibilities

Almost all the Stapes have printed manuals of the job responsi-
bilities of different functionaries, A few representative samples are
given in Annexure VI

2.3. Educationg] qualifications

There are variations in the educationa] qualifications of differ.
ent functionaries i different States and  also within each State,
Generally the o]d entrants were non-matriculates whe were recruit-
ed and thep given in-service training. The subsequent recryits
have been mostly Matriculates who have either had pre-service train-

2.4. Pay scales

There are fairly wide variations in the Pay-scales existing in
different Stapes. For example the pay-scale of ~ 5 Vaccinator in
Mysore is Rs, 80-145, in Punjab it js Rs. 100-160, and in Tami]

adu it is a fived Pay of Rs. 120/- with Dearness pay of Rs, 118/-
(a total of R, 238/.). Similarly, ip the case of ANMs, Tamil
Nadu’s Pay scale is Rs, 170-225, in Mysore it is Rs. 90-200, in
Punjab it is Rs. 110-200 and in West Bengal it is Rs, 180-350.

e T T
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2.5. Traim'ng facilities

The training facTities under Family Planning Programme are-
well organised in estzblished training centres spread all over the
country.  These centres are being man with 1009, Central assist.
ance.  The training facilities ynder Health programmes are avail-
able in the State run Sanitary Inspector schools while advantage is
also being taken of tha training faclities at the District Hospitals
and in some cases, Medical College Hospitals, The following re-
cognised training programmes [centres are available in the country.

2.5.1 Under Family Planning Programme
() Central Inssizutes (Five)

I. National Incitute of Family Planning, New Delhi,
(Undc; the Dcpfirtmcx_lt of Family Planning, Governmeng

2. Central Heaith Education Bureay, New Delhj (Under
the control of Director-Genera] of Health Services).

This Institute rups training programmes for both health and
family planning programmes. For tac latter, it receives aid from
the Department of Family Planning.  Under the Family Planning
Programme, the trainiag programmes are for the trainers. It ajso
funs a Diploma Course 'n Health Education recognised by the Uni.
versity of Delhi. It PT=pares an Annual Calendar of i activities
which is approved by the Director Genera] of Health Services for

health training programmes and by the Department of Family
Planning training progzammes.

3- All India Institute of Hygiene. and Public Health, Cal.

cutta (under tae aontro] of Ministry of Health and Family
Planning). - . :

This Institute runs Taining programmes both for Health and
Family Planning. - For +he latter, it receives aid from the Depart-
ment of Family Planning. Family Planning training programmes
are run for the trainers, mostly Districe Family Planning Officers.
In the field of health, it has instiruted Diploma Courses in Heaith
Education, Public Health and Nutrition ‘

4. Family Planping Trairing & Research Centre, Bombay
(under the Denartment of 7 amily Planning, Government
of India).

It conducts courses Sor  the training of trainers in famii
plannin 7 like District Exznsion Eduea

-
Recently, it has rup 2

long course of three mon-hs for Blocic Ezrension Educators.



224

Gandhigram Institute of Rura] Health & Family Planning
(run by a voluntary agency and aided by the Department
of Family Planning). ’

\1'|

This Insutute runs training courses for trainers like District
Extension Educators and has conducted long courses for Block Ex-
tension Educarors.  This Institute also gives a Diploma in Health
Educaton. )

(8) Regional Family Planning Training Centres.

These centres provide orientation and short-term training to
PHC doctors. Block Extension Educators, ANMs, FPHAs and to
other personne] engaged in family planning programmes. 46 such
centres have been sanctioned and 44 are in existence in different
parts of the country.  Each has a stac of 26, consisting of 1 Princ-
pal, 1 Medial Lecturer-cum-Demonstrator, I Health Education In-
structor, 1 Social Scence Instructor, 1 Statisucan, 1 P.H. Nurse
Instructor, and 4 Health Education Extension Officers plus a Pro-
jectionist, 2 Draughtsman and some office staff.

(¢) 16 Family Planning Field Units.

These are peripatetic training teams which provide on-the-job
orientation training in family planning to ANMs, Family Planning
Health Assistants, school teachers and others engaged in family
planning programmes.- Each has the following staff :

Family Pissning Officer . . . e o » 1
Asstt.Sargeon . s . . s . . 1
H=zlth Edocator, Gazetted . . . . . * 1
Jupsor Hzalth Educator . : . . . . 1
Socal Workers . « . . e o e e 1
Projecticnist 1
Mechznic . . - . . . . 1
Driver . . s . - . o e 1
Upper Division Clerk . . : 3 ¥ . . 1
Lower Division Clerk . v . ’ . - . 1
Peon - . . . . . * @ . 1
Swaeper (Part-time) . . 3 . " . 1

2.5.2 Under Health

1. Samitary Inspector Training Centres—There are about 40
Sanitary Inspector Training centres run mostly by State Govern-
ments and 2 few by private agencies. - The duration of the course
used to varv from 5 months to T year, but has since been fixed at
one vear by the Government of India.
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2. Rural Trainin g Centre;.—One at Najafgarh and the other

g at Singur under Government of India and sixteen others under
& different States.

3. As mentioned above, advantage is also taken of district

hospitals and medical college hospitals for providing short-term train-
£ ing to health workers like Vaccinators, Malaria workers, etc.

2.5.3 ANMs and LHVs receive pre-service training in recog-

¥ nized ANM and LHYV schools. Thers are 320 ANM schools an
k 23 LHV schools in different parts of the country. '

(2) Majority of ANM schools (223) are run by State Govern-
ments and of these 60 are Centrally aided by Department
of Family Planning.  The Temaining 97 are run by
voluntary agencies and 62 of these are aided by the De-
partment of Family Planning. Though the admission
capacity of all these schools is 8169 per year, yet for
want of adequatz hostel facilities the number admited
each year is lower, viz., about 6500. The course is of
two years duration and the minimum educational quali-
fications for entry is VII class pass. Of date, a large num-
ber of girls who have passed Matriculation have bezn
coming up for admission.

(b) Lady Health Vistors’ Course is of 214 years duration
and Matriculation is the minimum educational qualifica-
tion for admission. The annual in-take of all the schools
is 1043, but the ~umber admitted each year is about Soo

“only. :

(¢) Public Health Nursing :  Facilities for this course are
available at Nursing Colleges and at some of the Nursia
Schools.

2.6 Mobile Units

Mobile Sterilisation Uxits have been in position since August,
1964. In 1966 the Mukberjee Committee recommended the in-
troduction of IUD units to srovide a greater coverage for this pro-
gramme. ‘The Committee. after weighing the pros and cons of
attaching IUD units either © P.H.C. or to District Bureau, was in
favour of the latter alternatve. It also recommended that the staff
of Primary Health Centre will be interchangeable with the staff of
the mobile units. The Govrnment accepted the recommendations
of this Committee and szxctioned establishment of ome mehile
sterilisation unit and one medile TUD unit for a population of 5w
7-5 lakhs in each district.  In order to make the visits of these units
more profitabie for rural aweas, it was decided in September, 156~
that each of the units will arry general medicine for emerg:ncy

Aical  ralipaf
megical relier,

uq




226

Since the performance under IUD or, gramme fell and thega

URIts were unable to achieve Qargets s= for them it was decided
that both units would provide 4] the sevices apg will be termed
s mobile service ypjs.

For each intensive district, of whicx there are 17, it was decid-
ed in 1969 that in addition to the fumber of mobile ypits on popula-
ton basis there shoylq be three more I 25urpose mobile units for
cach districe, :

A review of the performance of ths units in February, I97r
showed that the average performance P< unit per month ‘was on
the low side. It was, therefore, decigas in October 1971, that

According to the information availape, there were 3 99 steril;-
Sation units apd 456 IUD units jn March, 1973 throughout the
country.  The State-wise distribution of these units s given in
Annexure V]I,

Each sterilisation unjt has 3 staff consisting of Medica Officer
and an operation theatre nurse and an attendant, Each IUD unjr
bas for irs staff, , lady Assistant Surgeon, an ANM ang an attendant.

The performance of these units has been further examined in
Juiv, 1973 and it has beep decided to retain only one mobie service

Uit in each district. The pattern of mobiis service units in inten-
sive districes would, however, continue,

FINDINGS OF THE COMMITTEE
3-1 Background

te primary health centres and sub-centres canpot adequately deal
with the health ang familly planning Tequirments of the popula-
Tor involved. The Population given to each worker is too large
o be adequately covered and frcqucntly visited.  For cxample, an
ANM has'a Population of 1o to g 5 thousand in whjc}, she 1s expect-

miles radins or eveg more.  The same js the case with the malaria
workers and the position is much worse for vaccinators,

3.2 While ascertaining: the views of the community Jeaders
about the existing health and family Planning services, it was clearly
brought out that the people are not happy with o many workers

R ety &
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oming to their homes and making caquiries for individual pro-
erammes.  The community leaders were of the opinion that z
- <er delivering both healt? t 1ni 1C
kingle worker de vering caitd and family planmng services
fwould be more welcome.

£ It was also mentioned that the present heaith and family planning
#workers were not able to provide remedies even for simple
milments like head-aches, cuts and burns and the rural community
thad to take the help of either the village quack or trudge long dist-
gances to get relief at the PHC.  When the ANMs and the Malaria
fand Smallpox workers were acked abou it, they too endorsed these
Evicws and further added that their accepuability to the community
would also be increased if ther were in 2 position to provide a rudi-
mentary treatment for minor ailments.

ed the performance in two Nocks, keeping 5,000 Ppopulation per
ANM in one block and 10,000 in the othey,

Limited experiments on similar Yines for male workers have
also been tried in Maharashra.

In Wardha an integrate: scheme of malaria eradication -and
smallpox programmes was szrted in 1966 with the final aim of

also by an integrated malariz 1nd smailpox project in one section
of each of the 52 sectors in t3e disticc.  This integrated projzct
covers 1% of the rural and =5an population of the district.

Since the above mentiones expermenial projects have been few
and far between and covered o0ly a small number of workers, an
apprehension has been expressed whether the project of the muiti-
purpose workers would at 27 e feachle. During the visits of
the Committee, similar fears ¥ese expressed by some of the State
Health authorities. To-dare. e have only ope experimental study
conducted bv NIHAE, (a WHO/UNICEF assisted research prol
ject), in Kiloi block of Rohtzk district, vana State, where male
workers engaged under malas, smallpex  and family planm'ng
programme have besn groups= together: given a short orientation
training of one week and put o the field as multi-purpose worgers.
This project has been in oeraton for just over 4 year.
The performance of workers = various health & familv planning
programmes prior to the int-duction of multi purpose workers’
scheme vis-a-vis their performzre as multi-purpose workers js given

18—88 CBHI/ND/84
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in Annexure VIIL It shows that there i a definite improvement:, §
in the malaria progsamme (both active surveillance and passive
surveillance) by way of increased numbe- of slides collected and the
aumber of positive cases detected; increassd number of both primary
vaccinations and revaccinations and in the family planning pro-
gramme. The results so far obtained z= extremely encouraging.

3-3 The Maharashtra ‘Government has also instituted a pro-
ject similar to the NIHAE Project at M:raj Medical Centre. In
this project they intend giving intensive taiming of about 10 weeks
to the future multi-purpose workers. ‘Their supervisors will go
through the same programme plus two wecks more for supervisory
duties. It is proposed that the ANM:s should also undergo a short
training to acquaint themselves with the activities of the mult- §
purpose workers.  The sponsoring insticute of this project is the .
Miraj Medical Centre. ‘

3-4 Findings
3-4.1 Feasibility

In the light of experience obtained in the various studies and 4
consequent upon the discussions with the State Health authorities- §
and District Medical Officers of Health; the views expressed by the §
peripheral workers themselves and the reactons of the community, {
the members of the Committee felt convinced that the concept of
having multi-purpose workers was both desirable and feasible. The
field workers were quite enthusiastic about this concept and they felt
that it would enhance their acceptance and effectiveness. The Com. |
mittee felt that the results of the Kiloi projsct have been sufficiently
<ncouraging to dispel any apprehensions in this matter.

3-4-2 Number of workers involved

The number of male workers engaged in malaria, smallpox
and trachoma and family planning programmes is sufficiently large
and after integration each male worker will have 6 to 7 thousand
population to cater to. The position regarding the ANMs is, how- §
ever, not satisfactory.  Their number is only about half that of the
male workers. It was ascertained from some of the male workers
engaged in malaria, smallpox and family planning programmes, }
that 1t would not be possible for them to undertake maternity work 3
nor would they be acceptable to the community in this role. On |
the other hand some of the ANMs felt confident that they could do
malaria and smallpox work in addition to their own, -

3-4.3 Phasing

On the question of phasing of the programme, some mem- |
bers of the Committee felt that multi-purpose workers should be 2
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introduced only in those areas where malaria was in the mainte-
nance phase and smallpox has been controlled. Others were of the

opinicz that the programme could be introduced all over, irrespec-
tive of the stage of control of these discases. After marure consi-
deration. the Committee feels that since the number of workers to

?cl tramed is so very large, a practical way out would be as
ollows :—

To begin with, the training of the workers as multi-purpose
functionaries could be started in those areas where smallpox 5 con-
trolled and malaria is in the maintenance phase.  Since such areas
consutute 5977 of the country, the number of workers to be trzined,
though sl iarge, would be more manageable. After a few years
when these workers have been trained and, other areas havz been
brought into maintenance phase, the programme could be extended
to cover the entire country. '

It was felt that to start with, workers of only four
programmes iec., malara, smallpox, trachoma and family
plannirg  including M.C.H. be included in the mult-
purposc concept. Since filaria, cholera and leprosy are of
regionai or zonal importance and since the number of
workers engaged under these programmes is comparatively small,
these programmes may coatinue to run as vertical programmes for
the time being and the workers in these programmes could condnue
as uni-purpose workers. Trachoma is also zonal in distribution,
but since the number of workers involved in this programme is

- small ard their job-is verv specific, it was decided that these werkers

may be included from the start.” It was also felt that the same
applied -0 B.C.G. workers.  This, however, should only be a tem-
porary tnase and eventuallv, the Committee felt that ail the workers
should e brought under this programme.

3t~ Supervisors.

T:me and again it was brought home to the Committes that
lack of sroper supervision was an important factor in the unsatis-
factory functioning of the peripheral workers. The Committee,
therefore. is strongly of the opinion that equal attention needs to be
paid both w the muli-purpose workers and their supervisors.

It was felt that in an ideal situation, there should be one female
worker {ANM) for a population of 3000 to 3500 or in an area
of not more than 5 kilomezres radius from her place of work. A-
male werker could also efectively cater to the same populaton.
Taking int consideration the number of available workers both
male and female, it was fzlt that a male worker according to the
existing number would hav= to cover a population of 6 to 7 thous-
and, aftizc-cgh this coverzze will not be totally effective. An



can be increased, it was considered that the population for an ANM
may be divided into two zones, one intensive zone of 3 to 4 thous-
aed within a radius of 5 k.m. and the other, 2 ‘twilight’ zone cop,.
sisting of the remaining population, In ghe intensive zone she
should be fully responsible for the MCH and family planning ser-

The question of nomenclature for the multi-purpose workers
was also discussed. F Somc members felt that pew nomenclature

dssignations for mul- urpose workers as Health Worker (male)
and Health Worker (temale).  The lawter would be the present
dav ANM. The new designations proposed for the supervisors are
Hzalth  Supervisor (male) and Health Supervisor (female)
respectively. e e rE T
. In each sub-centre, there wil] be a team of two workers, one
male and one female, For ‘effectiva supervision, it was felt that
there will have to be a Scparate male and 2 separate female super-
witis, ;. s

3-4.6 The Committee felt that when adequate facilities of
men. material and money are available, the No. of PHC: should
be increased. It is felt that for 4 proper coverage there should be
a PHC for 50,000 population.  Each PHC would have at Jeast
two doctors, one of them should be a female,

(3) The population in each PHC would be divided into 16
sub-centres, each having a populatiop of about 3100,

(b) Each Sub-centre would have a team of one female junior
Ccommunity health worker,

3-5 The Committee recommends that for real effectiveness
anc enhanced acceptability in the community each mulg. purpose
worker (male and female) should be provided with 3 few simple
medicines for minor ailments costing up to Rs. 2000 /- per annum
per subcentre.  These medicines should be replenished at regular
intervals, The workers must be taught when to refer cases beyond
their competence to the PHC doctor.

6 The Committee was convinced that if integration is to - #

3
succeed it should not only be confined to sub-centre, sector or PHC,
but the concept must also extend to the Tehsil and Distric levels
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and also to the State headquarters.  For the multipurpose and inte-
grated outlook to develop fully in the district and at lower levels,
it is necessary that the district should be under the over-all charge
of the Chief Medical Officer who will be fully responsible for the
entire medical, health, family planning and nutrition programme
1n that district.  He will be assisted by Deputy Chief Medizi Offi-
@ ccrs, who will assist him in the execution of all programmes listed

above. These Deputv Chiefs may also be entrusted with the swork
of coordination of specific programmes but they should be given
peripheral responsibility in respect of field implementation of all the
programmes on an area basis.

It will be necessary to give the Chief Medical Officer technical
and administrative assistance. Such assistance is available from the
existing staff. The Administrasive Officer and the Districc Mass
Information and Education Officer and the District Extension Fdu-
~ cators could be attached directly to the C.M.O. so that the Admini-
strative  Officer provides him assistance in administration,
establishment and organisation at the headquarters and the DMETO
and DEE become Public Relations Officers for all programmes.

At the State headguarters level the total authority for medi-
cal, health, family planning and nutrition, would rest with the
Director of Medical and Health Services. He would be assisted

by Addl. /Joint/Deputy Directors.

JOB FUNCTIONS OF THE MULTI-PURPOSE WORKERS

Health Workers (Female)

4-1 According to the information made available to the
Committee, there are 40.225 ANMs employed in the couatry.
They include all those who are working in sub-centres, PHCs, urban
centres, and in district and other hospitals. In general, 2 ANMs
are stationed at each PHC, one provides nursing care to the in-
patients of PHC and the other looks after the area in the mmme-
diate ncighbourhood of the PHC. Thus the number of ANMs
working in the sub-centres only would be about 20 to 25 thousand.

As mentioned earlier, there is a far greater shortage of ANMs
than of their male counter-parts. The Committee felt that a con-
certed effort should be made to increase the number of ANNGs even
for the minimum needs programme of health and family planning.
Since the existing training programme for an ANM is of two vears
duration, it will take a fzirly long dme to make up the shortage.
A partial solution of this problem couid be to post all ANMs o
ub-centres and take them out of all other places.  Zor the nursing
are of the in-patients of PHCs and in district znd other hospitzls,
er place could with advzatage be maken by trained nurse-midwives.
"he latter, the Committer was informed, are available ang wil be

o

Jad 13° O
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more suited for th- nursing care of the in-patients and would zlso
relisve ANMs for the community work for which they are primarily
tramed.

4-1.I Job responsibilities recommended

She should provide 100%; ante-natal and post-natal coverage
to a2 population of 3 to 4 thousand and about 509, coverage for
intra-natal care, For the additional population in the “twilight™
Zone her services should be available o request only.

The following wil] be her job responsibilities -
() Antenatal care:

I. Registration of pregnant women from thres months
pregnancy onwards.

2. Looking after pregnant women throughout the
period of pregnancy.

3- Urine examination of pregnant women wherever
possible.

4- Distribution of iron and folic acid tablets to ante~
natal and nursing mothers.

5. Referral of cases of abnormal pregnancy.

6. Immunisation of cxpectant mothers with Tetenus
Toxoid.

(1) Intra-natal care

I. As stated above she will conduct about 509/ of deli-
veries in her intensive ares and whenever callzd in

the ‘tvrilight’ area.

2. To supervise deliveries conducted by dais whenever
called in.

3- Referral of cases of difficult labour.

(i) Post-natal and infant care
I. She will pay at least three post-delivery visits for
cach delivery case and render advice regarding feed-
ing of the new born.

2. She will do primary small-pox vaccination and BCG: ¥
vaccination to all the pew born infants. '

(v) Family Planning :
I. Maintenance of 3 copy of eligible couple registers.

2. Spreading the message of family planning to the
women in her arca and distribute conyentional

contraceptives amongst them.
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3- Follow-up of TUD and sterilisation cases.

(v) Nutrition :

1. She will give adviceon nutrifion to pregnant
women, nursing mothers and infants, in arms (o-1
year age), but she will not be responsible for storage,
preparation and distribution of food.

2. As stated above, distribution of iron and folic acid
tablets to pregnant and nursing mothers.  If requir-
ed, she will distribute Vizamin ‘A’ o children of o

to I year age.
(vi) Training : _
She will help in the training programmes of Dais.
(vii) Health education : |

She will take part in health education programme during
home visits and also when mothers come to the
centre.

(viii) Health Care :

1. She will render health care for minor ailments and
provide first aid in case of emergencies.

2. She will refer cases bevond her competence to the
P.H.C. or to the nearest dispensarv.

4-.2 'Health .WOrkcr (Male)

I. According to the figures available, the following are the
number of different categorics of workers which can be made male
multi-purpose workers :—

1. Basic health workers 5 : . - . . s 8 22,000
2. Malaria surveillance workers . . . " . 5 2 21,19¢
3. Vaccianators 5 . = . . - " . . -20,314
4. Family Planning Health Ass:s . ” . s 5 5 12,500
5. H:altheducation assistants (Trachoma) . . " : : 374

ToraL 76,378

As mentioned earlier, workers engaged in cholera and leprosy
control and for BCG vaccination may be ailowed to continue as uni-
purpose workers for some time. Their aumber is as follows :—

1- BCG technicians . . " " " & s . . 1,752
2. Cholera workers . 3 . . . - s s F 1,461
3. Para-medical Assistants (Leprosy) . . < s 5 . 1,448

Torap 4,661
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The Mealth Worker (male) wiii Tequite training before he
<an be put on the job.  Whereas his female counter-part has had 5
Dre-service training of o years, the exising workers in heaith ang
Zamily Planning brogrammes who wil] pe converted into mulg.
purpose workers have had training in oaly one field of activity and
that too for 4 comparatively short durasion, The duration of the
training and the Place where it is to pe mparted are discussed in

This worker, after TECEiVing training in al] the Programmes,
w1 be able to Jook after a population of € o 7 thousand at presen.
He will work in collaboration with hj female counterpart, i.c., §
Haalth Worker (female).  Both of them can stay in the same sub- §
centre village,  The Committee feels tha; jf these workers func.

Wwherever they can find them,
422 Job responsibilities recommended :
(D) Healtp Programme ‘

I.. Will help in the control of communicab]e diseases includ--
ing malaria, For this he will pay regular visits to each
house-hold once CVEry 2-3 weeks and contact all cases ;
of fever. He will report immediately any outbreak of §
infectious diseases such as cholera, typhoid, polio, small- §:

pox, etc.
2. Immunisation of children of over one year for small-pox
Tevacanation), diphtheria, tetanus and whoopine couch
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3. He will assist the supervisor in the school immunisation
programme.

(i) Family Planning

1. He will be responsible for the preparation, up-dating and
maintenance of eligible couple registers.  He will also
supply a copy of these to the Health Workers (Female).

2. He will distribute Nirodh to the population in his area.

3. He will spread the message of family planning amongst
males of his area and follow—up the acceptors.

(i) Health Education

I. He will helo in the health education programme during
his visits to the homes and at other areas of contact with
the males of the ropulation,

2. He will be responsible for maintenance of birth and death
registers and other vital statistics,

3- He will identify community leaders and with their help
educate and involve the community in health, family
planning & nutrigon programmes.

(iv) Nutrition

He will help in the nutrition programme of the pre-school
going children bv way of spotting cases of malnutrition -
and refer them to Balvadis or PHC for necessary nutrition
supplement or treatment. He will, however, not be res- -
ponsible for maintenance of stock and preparation  and
distribution of food. :

(v) Health Care

1. He will provide medical aid for minor ailments and rep-
der first aid.

2. He will refer cases beyond his competence to the PHC
or to the nearee dispensary.

JOB FUNCTIONS OF SUPERVISORS

Health. Sapervisor (female)

5-1 The supervision of ANMs, in most places, is done bv
LHVs. This functionarr 5 a Matriculate who has had 2Y; years
pre-service training.  According to the course content of her curri-
culum, this training is community oriented.  For the last decade
or so, the Nursing Counc of India has not been in favour of conti-

nuing the LHV course. Some of the State Nursing Councils have
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accepted this suggestion and have discontinued the LHV training.
Instzad they haye instituted one to three manths community health
o7cntation course for nurse midwives who have undergone 314
¥ course and put them a5 supervisors & ANMs, Maharasherg
and West Bengal are two such States, Mzerzity of the other States

have, f_IOWCVCF » continued he LH Vtraining mspite of the Nursing
Coundl’s objection. :

In all, there are at present 23 LHV schools with an annual

admission @pacity of 1043. Of these, eight schools are Centrally
aded and 15 are State-run. -

the number required and hence have proportionately larger area to
cover.  Secondly, they are unable to provide technical help and

guidance to the ANMs in maternity work because after training they

gt ot of touch with this work.

The experience of Maharashtra State Health Authorities, on

the other hand, is that nurse-midwives with community health train-*

Ing, when pur as supervisors of ANMs are not keen to stay on, but
want o go back to the hospitals as staff nurses, This 1s under-
standadle since it is common experience that a person wishes to re-
turn w the environment in which he/she was trained.

5-I.1 The general concensus in the Committee was that for
the effiective supervision of the work of Health Worker (female), a
functionary was needed who is primarily trained in community
heaith.  She should have maternity practice as a major component
of ber training and should continue to practice in this field in order
to render exvert advice and help. Her training should be more
community oriented than hospital biased. It js, therefore, apparent-
that LHV training needs modifications.

5-1.2 The total number of LHVs and public health nurses.
emploved at present is 7462.  This no. includes those who are

tres at the district and State headquarters as well as disrict public:
heaith murses. According to the cXisting pattern, only 2 LHVs/.
PHNS zre sanctioned for each PHC. Although both are expected
t go into the periphery, they have duties at the PHC itself to attend
to.

From the total figures of ANM; and LHVs available, it is:
obvious that if all ANMs are to be put 1n sub-centres and all LHV;.
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are to work only as their supervisors, the ratio will work out at one
LHV for six ANMs. The Committee is of the view that effective
supervision can only be exercised if one LHV supervises the work
of not more than 4 ANMs. * The need for having more LHV is
therefore abvious.

5-2. Job responsibilities recommended :

I.

I0.

I1.

She will reinforce the skills in Health Worker (female).
in MCH, Famiiy Planning and nutrition compozents of
her preservice training.

She will supervise and guide the H.W. (female) in giv-
ing MCH and Family Planning services to the public in
her sector.

She will observe and supervise the work of HW.
(female) trained dais.  For this purpose, it is

for her to observe them conduct one or two domiciliary
deliveries.

She will help them improve technical and human relation-
ship skills.

She will respond to urgent calls from the H.W. (female)

~and trained dais and render the required help.
- In abnormal casss she wil] arrange for transport to take

the expectant mothers to the PHC or the nearest hospital.

- She will visit ar ‘east once 2 week, on fixed days, each

sub<centre in he jurisdiction. During these visits she
will conduct anm=-natal and well-baby clinics. During
her visits to the szb-centre she wil] carry out home visits
and during these wisits in additiqn to giving advice about
maternity and cxd health, she wil] demonstrate simple
procedures to refieve conditions such as sore eyes, scahies.

and common bads, etc.

- She will arrange » give group talks to expectant mothers.

la_ving stress on sonal hygiene, nutrition. education znd
environmental szzitation. '

She will contact e mothers during her clinic visits and
distribute educatioal materials to them. -

She will also hels i educating the women in control of
communicable di=ses.

She will hold st== conferences once 13 month with the
H.W. (female) 203 trained dais work: .g within her ares.

She will give an =raluation report of the work. doge in
the feld of mate—:] and child health in Ber sector.
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T3. She will be responsible for maintenance of records, pre. §
. Paration and submission of reports and returns, A sepa- §
rate record is to be maintaired for domiciliary confine. |

ments,
14. She will undertake the training of dais with the help of
HW. (female). , &

15. She Will.'pcrsonally motivate resistant cases for family §
planning. ’ -

“worked in a-particular programme for a number of years and was ¥

premoted to the higher grade. In some of the eastern States like §
" Orissa, Bihar, and »Wcst»-BcngaI, however, there is another class of ¥

worker—the health assistant, These persons are matriculates who §
were given two years training in medical coileges. They are §

bracketed with sanitary inspectors, malaria inspectors, etc., as far §

as their salary is concerned, but by virtue of their training, they §
re comparable”to ‘Bare Foot Doctors® of China. This training §
Programme was however given Up some vears ago and the numbep J :
of health assistants s therefore gradually coming down.

3.2 According to ‘the figures available in the Directorate §

-General of Health Services, following is the number and categories ‘§
of workers who, after suitable' training, can perform supervisory &

wasks for the male health workers,

(i) H:alth InspectorsISanitary Inspectors . s s . : 3200
(i) Malaria Surveillance Inspectors | S 5 . s . 5207
(i) Vaccinator/Supervisors § . & " s . 4649

Tortar 41856

~Of these, the number available for the rural areas wil] be ‘
about half, i.., 22000, s

The number of male hc.alth supervisors being over three times &'

“the number of female supervisory workers, there is an urgent nced §

to concentrate op Increasing the number of female supervisory
workers during the Fifth Five Year Plan period. ' To get round
this problem of mal-distribution of numbers, the Committee consi-
dered the possibility of giving the task of supervision of female 2
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£ functionaries when asked about it were reluctant and lacked confi-

SUpCrvisors.

According to the existing number of supervisors, there will be
one male supervisor over three to four male health workers as con-

 trasted to one female supervisor for six female workers for the tme
being.

5-4 In addition to the categories mentioned above in some
States there are supervisors in stll higher grades. These are sen‘or
sanitary inspectors, senior malaria and health inspectors and senior

and suggests that sinco this is not aq all-India pattern, and the num-
ber involved is not very large, the only solution is to abolish such
posts for future. Duning the interim period, one senior inspecor
of health, malaria or smallpox can be posted at the PHC,

5-5 The position of the Block Extension Educator is eculiar.
He is generally a graduate in social scienoes who has had 2 shore

of medical or health programmes. In some States, BEEs are matri-
culates.  His scale of pav is the highest of all the workers engag=d
in health and family planning programmes. At present, he is in-
charge of extension education for the entire block and he stavs at
the PHC headquarters.  Whereas his higher academic qualification
Is an asset, the lack of training and knowledge of health and medi-
cal programmes is his handicap.

The Committee was therefore faced with the problem of
fitting this functionary in the proposed set up. It considered piac-
ing him in the category of male Health Supervisor along with
Sanitary Inspectors/Health Inspectors but the KILOI experiment
was discouraging.  According to the report, he proved to be -
calcitrant to an integrated approach. He was apprehensive that if
converted into the role of a health supervisor his area of influence
would be reduced resulting in loss of prestige.  Moreover, if he is
to be made a male health supervisor his training would be longer

Inspector, etc.

The Committee therefore felt that as an interim measure, the
BEE should be posted at the PHC and should serve as an assistant
to the Medical Officers.  He would render the medical officess
assistance in arranging meetngs and camps and al] public relations
work. He would also heio the PHC doctors in office work a=zd
record keeping. It is sug_%;:stsd that his designation be changed
to “Block Health Assistant™.

 dence.  The Committee also feels that the work of the female-
multi-Purposc workers cannot be effectively supervised by the male -

vaccination inspectors. The Committee considered this problem .

orientation training in family planning work but has no knowledge -

and more intensive as compared to the health Inspector/sanitary -
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He would, however, not be in a position to exercise znv rechmy.
«cal supervision over health supervisors.

It was felt that in all probability such a change may be needed ~ §
in futwre. Their promotion to the post of Distict Hely, §
Assistants could be considered where they would work as Assistanty
1o the C.M.Os for extension work.

Training to be imparted to the so-far-single-purpose senipy
~community health workers is of crucial importance.  This aspect
Is discussed in‘a subsequent chapter.

5-6. Job Responsibilities Recommended for Health Super-
“visors  (Male) ” :
1. To supervise the work of male health workers angd w ¥
provide adequate guidance to them by making frequent

visits to each- worker in his judsdiction. f &

To arrange small group meetings with the hslp of
community leaders for spreading the message of £

Planning to the males and answering any of thir queriss
on the subject. '

1

3- To check vaccination of all school-going children.

4 To check and supervise the malaria maintenancs work
and the small-pox vaccination work of the mals heaith

workers.

5- To supervise the records maintained by the mal= health
workers.

6. To keep a close watch on the sudden outbreak of epi-
demics like cholera, small-pox, etc.

7. To treat all cases whose blood Smears are  posirivs for
malaria.

8. To supervise spraying of insecticides.

9- To supervise the work of male health workers regarding
environmental sanitation, disinfection of wells, et

'10. To periodically check the registers and records maintain-
ed by male health workers by actual physical verification.

11, To be responsible to the primary health centre doctors
for delivery of health, family a;ﬁnning and ruotrition
services.to the community.

'12. To maintain adequate supplies of Nirodh and other
contraceptives for distribution.
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INTEGRATION AT DIFFERENT LEVELS

6.1 The organisation of the present dav health and family
planning and nutrition services in anv State bears a close resemb-
lance to an hour glass, The constriction in the middle can be
compared to a PHC with wideneqd areas above and below. Above
the PHC there is a broad division of health services into preventive
and curative medicines and famj y planning. Even in preventive
medicine there are individual officers responsible for different
programmes like malaria, small-pox, cholera, tubercuiosis, etc.
Below the PHC level there are again different workers engaged
individual and Sparate programmes like malaria, small-pox,
leprosy, cholera, family planning, erc.

'sectoral level, without integration of the entire range of curative
and preventive health services and family Planning, from the State
headquarters down-wards, would be only 2 partial solution of the
complex problem.

6.3 A strong plea was made to the Committee that preven-
tive and promotive health activities could only be, built around a
pillar of curative medicine. Any worker engaged in health and
family planning activities must be ab]e 10 provide curative measyres
for simple ziiments if he/she is to be effective and acceptable to
the community. The same is applicable to the doctors, Only that
doctor will prove effective for motivating people for family plan-
| mning or accepting inoculations - who cap treat them for ‘their

- ailments.

6.4 Present scene
6.4.1. PHC level.

I. The PHC doctor to-day has a large number of responsibj-
lities, at least on paper.  In most of the cases he s 4 fresh graduate
and has not been given any training ro discharge these responsibili-
ties during his under-graduate days. He, therefore, finds it con-
venient to confine himself to doing the out-patient clinics at the
PHC or at the subcentres during his visits. A small portion of his
tme is also spent in the care of in-patients at the PHC. In the

Kiloi study, it was brought out that about 609, of the time of the

PHC doctor is unaccounted for. This is obviously a serions
situation. '

2. In addition to the PHC, there are 2 variety of dispensaries
in many blocks. Some of the dispensaries are rug by loczl bodies,
voluntary agendes and some by Government. These di i

es
are either manned by A_Uopathic doctors or by

Avurvedic, Unanj
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or Homocopathic practitioners:  There is no inter-link between
these dispensaries and the PHC.

3- The distance between a PHIC and the next larger hospital
where greater expertise is available, varies from 5 to 100 miles.- In
general, there are no graded hospitals in-between the medical
college hospitals where specialists and wide array of investigative
scrvices are available and the PHC where neither s available”
There are, however, some well equipped District Hospitals where
adequate facilities for investigations and treatment are available, :

4 The administrative hicrarchy, too, 1s both diffuse and
confusing.  For the preventive services the PHC doctor is responsi-
ble to the district health officer and for the curative medicine he
has to make referrals to the district hospital. In some States,
family planning and health services are combined in one function-

ary, ie. the district medical officer of health and family planning

while in others, two separate functionaries exjst.

64.1.1  The doctors of PHC during their visits to sub-centres
will not only render health care to the population but will also
check the work of the heaith work._:rs and thclr supervisors.

6412 All the dispensaries in the jurisdiction of 2 primary
health centre should be linked with the PHC and each dispensary
doctor should render referral services to the cases referred by the
health workers. '

6-4.1.3 The doctors at the PHC should divide the population
on a geographical basis for their field visits. While one doctor
attends to the out-patients and in-patients at the PHC, the other
doctor should go out in field visits and extend integrated health,
family planning and nutrition services to the population. Thus
cach doctor will be at the PHC for three days and will be away on
field visits for the other three days of the weck.

Wherever there is one lady doctor at the PHC, she should
render specialist services for maternity and child health to the
entire PHC population.

6.4.2. Talug/Tehsil level

Wherever tehsil /taluq hospitals are in existence  specialist
services and investigative facilities are, in general, poor. Wherever,
such hospitals do exist medical officers working in these hospitals
are responsible for the health care of only the in-patients of the

hospital.© They are not responsible for the public health activities
of that area.

U S N T e sy
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6.4.3. District level :

At the district level, there is a Civil Surgeoa who is usually
£ incharge of the district hospital. In many district hospitals

& there are junior specialists in surgery, medicine and obst. and gynoc.

& Xray and laboratory faclities are available to a limited degree.
£ 1n additon to the Civil Surgeon, there are two, three or more

Jistrict medical officers of health. In some States. district medi-
B cal officers have combined responsibilities for health and family

E planning while in others the two are separate. In most of the
States, the Chief Medical Officer has an overall charge of both the
civil hospital and the public health services of the district. In
general the promotional avenues tend to graviate sowards the Civil
Surgeon and not from the Civil Surgeon to medical officers of the
health and family planning. 8

6.4.4. State Headquarters :

In many States there is only one man at the top, the Director
of Health Services, for ail the health and famiiy planning  pro-
grammes including cducation and training. He is assisted by a
number of Deputy Directors and Assistant Directors. In other
States, medical education is taken away from the purview of the
Director of Health Services and a separate Directorate has been
set up to look after medical education. Usuallv an officer of the
rank of an Assistant Director posted at the State headquarters looks
after the nursing and MCH services. There is hardly a State in
which training of the para-medical staff is entrusted to a single
officer in the Directorate. '

6.4.5. Medical Colleges :

In the vast sea of heaith and family planning services of the
States, Medical Colleges and the attached hespitais are islands in
themselves. Their respoasibility starts and ends with under-
graduate and post-graquate medical education and rendering of
medical care to those wao seek help either as out-patients or are
admitted into the wards. Their specialist services and the sophis-
ticated investigative techmques are hardly ever extended to the
community at large. Whatever liaison exists between the staff of
the medical colleges and the doctors working in the district
hospitals or in PHCs, 1s oa personal basis. :

Although each medial college is supposed to have, and many
do have, a rural and urbaa field practice area. it is more of a show-
piece and hardly ever ctzrs to the health needs of the community
within this area. ’
19—88 €BHI/ND/84
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E
6.5. Comments ; i
With such a diverse, diffuse and z= times conflicting array  §

of medica] facilities available in the COuRTT, It is not surpn'sing that
there is a constant cry of neglect and of madequacies particy]ag] :
for the under-priviléged sections of the society which constitute  §
¢ vast majority. Evep though we mzv have 2 poorer doctors- ;
b2

If proper bridges could be built between the medical college
hospitals on one side and the primary health centres at the other, -
with taluq and district hospitals in between, 2 much closer liaison
can be established between all workers engaged in the health ang
family Planning programmes, Graded fadilities of specialist skills
and investigative techniques can then be made available at differen;
levels.

RN 251073 i e s i

The existing Practice of Scparating curative and preventive
medicine, also needs to be reviewed.. Ths old departments of
brgiene in medical colleges and their more Tecent  prestigeous
replacements (Departments of Preventive and Socia] Medicine) have :
to be evaluated, Whereas some divisions in the field of medicine L
like general medicine surgery, obst., ophthalmology, etc. haye ‘to | i
be there, it js questionable if divisions between preventive medicine,
curative medicine and family Planning need to be continued. :

BN A o oo

organisation of medical services in the country. The existing
divisions both on account of historica] dcvc]opmcnts and of borrow-
cd ideas from the west need to be reviewed and the entire system
over-hauled.

BRI T s e et

6.6. Recom mendations :

e n

the entire health, family Planning and nutrition programmes of

to 150 bedded hospita.l with specialist services in medicine, surgery, #§
obst,, ophthalmology and we] developed X-ray ang laboratory K e
services.  Under the district hospital could be placed four or five, E
50 to 75 bedded taluq/tehsil hospitals with general  medicine, | .

=
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general surgery and obstetrics’ provisions and limited X-ray and
laboratory facilities. The last link in this chain would be the PHC
with 5 to 10 beds. A referral system can be inbuilt in such an
organisation whereby patients can be referred from a PHC to the

talug, to the district and to the medical college hospital. The
7 Medical College will also organise in consultation with the Districz

Health and Medical Officer the training programmes for the doctors,
nurses and para-medical staff within their jurisdiction.  This will
- make training more relevant to the day—to—day needs of the
community. The follow-up services, the records of the patients
and vital statistics would also improve.

In addition to the involsement of Medical College Hospitals
with rural health institutions specialising in certain fields like
cardiology, neurology, orthopaedics, ophthalmology, etc., will have
to be created on zonal basis. The extra medical colleges in the
large cities of India, ie., Bombay, Calcutta, Madras and Delhj
could be converted into such specialist institutions. The Committee
recommends that this concept may be further examined and
seriously considered.

Whatever may be the anal decision on thjs- concept, the
Committee was unanimousl_v of the view that there_has to be an
integration not only at the level of the peripheral workers bur
right upto the State headquarters,

A separate note on. this point by Dr. D. N, Gupta, Member-
Secretary of the Committee; can be seen at page 257. '

PROBLEMS TO BE FACED

For a successful impleme=tation of the programme of having
‘multi-purpose workers for hezith, family planning and nutrition
services, a number of problems are to be faced. Broadly speaking,
these can be grouped under Administration and Training.

7-I. Administrative Problems

It has been brought out in an carlier chapter that in different
States there is a wide varation in the educational qualifications,
training background and pav scales of workers who could be
‘grouped together to form malt-purpose workers, In general, the
| ‘vaccinators have the lowest pav scales and educational background.

| To put all these workes into one category of male health
| workers, 1s therefore going to -aise some administrative problems.
“The Committee recommends that for the future entrants, z mini-
mum qualification of matricolzgon in science subjects should be
insisted upon. The existing Iznctionaries after suitable training,
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may be grouped together in one pay scak with marginal adjust
ments of their existing scales and proteczon of the individuals

present pay.
7-1.1. Promotional avenues

For a successful implementation of any programmes it is essen-
tial that the workers involved should have suitable avenues . of
promotion. The Committee, therefore, recommends that  two-
thirds of the posts in the higher cadre of the health supervisors be
reserved for those who successfully complets at least thres vears of
service as health workers. - This period mav be extended to five

years for those who are not matriculates. The Committes recom-. : i '

mends that the new entrants in the health supervisors’ cadre should
have passed Inter Science or Higher Secondary with science
subjects.

A suggestion made by West Bengal Government was to have:
two or three grades for all types of para-medical staff and a fixed
percentage of promotions from a lower to a higher grade. The
Committee, however, feels that it would be more advantageous
to have only two categories with two grades, one for the junior

“and the other for the senior health workers.

7.1.2. Another problem faced by the Committee was whe-

‘ther to have the same pay-scale for the male and the female workezs. :

This is relevant as an ANM has a two vears pre-servics training
whereas the malaria or small-pox worker of today has only 1 to 3
months in-service training. Moreover, ANMs are in shor: supply
as compared to the male workers. Conversely it was also felt that

for a proper teamwork, no discrepancies between the two workers
should exist.

Taking into consideration all this, it is recommended that
there should be a uniform grade for both male and femals health
workers. It is also recommended that fixation of the grads for the
time being should be left to an individual State which as far as
possible should be the highest that exists in that State for these
workers. All the grades, however, should be made uniform in
due course.

_ 7:1.3. The Committee also considered the question of the
existing Class IV employees like attendants, disinfectors, etc. It

was felt that such functionaries may continue wherever they exist §-

and perform the prescribed duties.” For future, however, there
was no need to have any Class [V employees at the Sub-Centre or
sectoral level, except for sweepers.

7-1.4. The question of trained dais is, however, different.
In some States, trained dais are regular employees getting fixed
amount of Rs. 50 to 100 per month. They help ANMs in their

»
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day-to-day work and also undertake home deliveries. The Govern-
ment of India had recently appointed a Committee to go into the
queston of training of indigenous dais. The report has been sub-
mitted and this Committee has brought out that suitable incentives
have 10 be offered to the indigenous dais to undergo training. It
has also highlighted that in the next 5 to 10 vears training of indi-
genous dais shall have to be stepped up to fill the gap of ANMs
shortaze. ~ Amongst other suggestions, this Committee has recom-
mended that in order to attract indigenous dais for the training
programmes, posts of ANMs attendants may be created on the exist-
ing pattern of Haryana giving them a suitable salary of say Rs. 100
a month or so. An alternative suggested is to give them fees on pro-
rata basis on the humber of cases delivered each month. This Com-
mittee endorses the view that creation of posts of suitably trained
indigenous dais would be appropriate till such time as the ANM
shortaze is made good.

7-2. Problems in Training

In recent times, greater and greater emphasis is being placed
on training for better job performance. Although the accent on
training for improved job functions is of recent origin derived
mainly from the experience in American industry, the concept is
as old as antiquity. The older method of a son following the trade
of his father or of a young apprentice attached to a master crafts-
man are examples of the same. All the same, there are 3 number
of problems in the sphere of training in the field of health. These
problems may be considered as general and specific.

7.2.1. General

Bv and large, training of the workers engaged in health
programmes, doctors, nurses or para-medical staff, is undertaken
1n specified training institutes, These institutes impart training in
an atmosphere which is usually devoid of the knowledge of the
actual needs of the workers. It is commonly patterned on similar
training /courses run in other places mostly in USA and UK. Not
only the main features of these courses are borrowed, but in several
Instances even the terminology used is the same. Since many of
the trainers have had their own training in training institutes
abroad, the terms and phrases used by them are foreign and many
a time unintelligible to the trainees.  During the last few years
many terms have been introduced in this field which are not in
common usage in this country and poorly understood by all others
except those who use them. - This has resulted in training for
training’s sake, devoid of any relevance to the actual needs and the
Job requirements of the trainees. The trainers hardly move out
of their training centres, are not in touch with the field workers
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and have very vague ideas of the problems faced by the trainees.
in their jobs.

The trainees are sent to the training insttutes less on thejr
own Initiative and more on administradve orders. Promotion is
not linked with training. Historically the pattern of our education
and training in this country is based on the English model. An
irdividual expects to add some letters of alphabet to his name
following formalized training, be it a certiicate, a diploma or a
degree course. Since no such addition is possible after the present
day training courses, and since promotion or even increments in
pay are not linked with a satisfactory training, there is rcluqtancc
on the part of trainees to come for training. Moreover, the stipend

paid to the trainees is low and since he has to run two establish- -

ments during this priod, he is reluctant to add to his already keavy
financia] load. All this results in under-utilisation of the training
facilities. Then again, frequent transfers from one job to another
add to the backlog of training load. The administrator on the
other hand feels concerned when he finds that the expenditure
on training does not yield commensurate results, This . vicious
cycle of training un-related to job performance; under-utilisation of
woefully inadequate training facilities, high expenditure and poor
results, needs to be broken. Those, who are responsible for the
delivery of the health care services, must have a say in the training
programmes and the trainers must be intimately aware of “the
requirements of the trainees.

Another problem common to most of the training programmes
s the tendency of the trainers to introduce into the training pro-
gramme as much factual knowledge as possible. There seems to be
an apprehension that the trainee may never come again and therefore
hz should be taught as much as possible. This not only lengthens
the course but also makes it Jess relevant to the prevailing situation.
On his return from the course the trainee finds a great deal of
what he learnt of no relevance to his job requirements. It is felt
that it is better to keep the training courses short and more frequent
rather than long and infrequent.

7-2.2. Specific.
7.2.2.1. Doctors

After the prescribed 4% years under-graduate course an
undergraduate undergoes one year of pre-registration interuship
rrogramme. In service orientation training in family pianning,

of one week to one month duration, is given in different States.

Short ‘raining courses of a few days are also given to doctors
engaged in special programmes like malaria, small-pox, B.C.G,
etc.. but such programmes are neither standardised nor are available
in all the States.

~ . 4.
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It is indeed ironical that whereas 2 doctor is  said to be s
leader of the team consisting of nursing and para-medical staff, ng

vision of his juniors or for other duties expected of a leader. Little

wonder therefore that 3 young medico at the PHC is 4 leader of
his team only in name. Being inexperienced, not only does he
have a feeling of technical insecurity but he also feels shaky, in

help of  sophisticated investigative techniques.  Since medical
education in this country is based almost entirely on the Western
model, he is more suitable for the conditions that prevail in Western

Till such time a5 the existing pattern of medical education is
changed, the Committee ' recommends that a pre-service training
of 6 to 8 weeks may be given to each PHC doctor to make him
familiar with the role that he would be expected to perform as the
leader of his team. -This would include training in managerial,
administrative and finandial aspects of hjs job. ‘

7-2.2.2. Nurses :—In the nursing field the training is either
pre-service or in-service. The former includes ANM, LHV and
B.Sc. nursing courses and the latter the nurse midwife course.

(a) ANMs: —The existing course of ANM training is of
tWo years duration after ap educational qualification of
7th class pass. The training is imparted in ANM schools
most of which are attached to district hospitals or other
hospitals. During the course, practicaF training is
imparted in general, medical and surgical nursing and
maternity training forms ap essential  component,
Commumty training is prescribed but not always strictly
followed. “Ip general many of the ANM schools are
deficient in staff accommodation  (both teaching and
hotel) and equipment. In some ANM schools, the
existing facilities can only be termed as deplorable.

Government of India :eccntly appointed a committes to gc
1nto the curricujum of the ANM training. “ts report
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has been submitted and-is under the consideration of § !
the Department of Familv Planning. This Com- § :
mittee is of the view what for future entrants, §
matriculation  should be the minimum educational §§ -
qualification and the training should be modified giving § -
emphasis on midwifery, public health and nursing in $&

that order. It is also our view that the duration of the §
course could be reduced to 18 months. This can be §
conveniently-done by reducing the period spent by the §
trainees in the medical and surgical wards. |

The Committee is also of the view that an ANM during her §
training should stay at a PHC for a period of at least §
three months. From the Primary Health Centre she can §
be taken to a Sub-Centre by her tutor to learn the con- §
ditions at first hand. Such an exposure would prepare

_ her better for the job that she would be required to §
perform after her training. A

- The urgent need of having more ANMs particularly in States
' like UP and Bihar where their number is extremtly §
small has been emphasised in an earlier chapter. :

(b) L.H.V.:—The controversy involving L.H.V. and nurse- §
midwife with community health training has been §
referred to. The Committee is of the view that there §
has to be a female supervisor for the female Health §
Workers and that such a supervisor should receive §
training with a ‘greater community bias rather than §
hospital-oriented training. The Committee is also of &
the view that after some years it may be possible to have §
common courses for all the nurses but for the next 10 to §
'15 years, it will be profitable to have separate categories §
of hospitals biased nurses and community oriented nurses. §

The Committee also feels that the present-day L.H.V. is not§
a very effective worker. She does not provide technical §
guidance to A.N.Ms. nor is she a competent supervisor.§ -
The Committee is of the view that her training needs §"
modification. It is recommended that the duration§
of the L.H.V. course could be reduced from 214 years §
to 2 years and emphasis placed on equipping her to be-§
come a suitable supervisor and technical expert in the ¥
field of maternity and child health for the female Health §
Workers. ' :

7-2.2.3. Para-Medical.—Apart from a course for Sanitary §
Inspectors, there are no regular training = courses for the para- §
medical workers engaged in the field of Health. In the Family §




i\

RS e

251

3 Planning, however, 1 to 3 months courses for extensions cducatc?rs
% and family planning health assistants are run in regional family
® planning training centres. The Sanitary Inspector’s course used
& 10 vary from 5 to 10 months. This has now been made uniform
® and its duration is 12 months. There are at present 40 Sanitary
£ Inspector schools in different States. )

It was painful to observe that whereas the duration of the
§ course for Sanitary Inspectors is one year, their job is mostly
' confined to supervision of disinfection of wells, looking after
# sanitation and almost nothing else. One seriously wonders if it
$ is essential to have one wvear’s training for performing the task
g which Sanitary Inspector does at present.

7-3- Recommendatons -

Since the number of persons who would require training to
§ cquip them for ‘uties of multi-purpose health workers and their
supervisors is very large, the Committee attaches a lot of importance
to the training programmss.

7.3.1. It strongly feels that all training facilities should. be
pooled together and trairing imparted in an integrated manner.
It was not possible for the Committee to go into the details of the
curricula, content and the Juration of the training. The committee
fecls that it requires a dezmiled study and some experimentation.
Borrowing from the experence of Kiloi experiment, it is suggested
that the male health workzr may be given one to two weeks initial
orientation training, prefeably at the PHC  followed by 6 to 8
- weeks training at selected traning centres. Such a training will
be for all the national hezith programmes and in famuly planning
and nutrition.

7.3.2. There are at present 16 field units in different parts
of the country. The Department of Family Planning has recently
taken a decision to disband the field units as it was felt that there
was no longer any need for their continuance in view of the
establishment of the regional training centres. The Committee is
of the view that since there is going to be a tremendous training
load and existing training faclities are meagre, it will be worth-
while to reconsider this decision. The field units are mcbile and
functioning and can be zdlised for providing to the community
health workers on the jab imitial orientation training.

7.3-3. For the new czmants, it is recommended that a one-year
pre-service training mav e insisted upon. The Health Supervi-
sors mav be given one to two weeks orientation training at PHC

followed by a similar trzning imparted to the heaith workers
plus two weeks training o supervisory duties. The new entrants
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should be given 18 months pre-service Taining. = As suggested
above, two-thirds of the posts in the suzervisory scale should pe
filled on promotion from the health work=s both male and female,

7-3-4- The Committee also recommsands that a group consist.
ing of Health Adrministrators, trainers ang tzchnical experts may be
appointed to go into this question in depth and suggest training
methods and the course contents of the traming courses,

73-5- For the proper integration of training activities, plan-
ning of courses, and bringing out training manuals, etc., the
ittee recommends that a Training Devision be set up at the
Ministry of Health angd Family Planning. This Division would
look after al| training requiremients for Health ang Family
Planning.

MOBILE UNITS

ThCrc are. 399 mobile sterilisation units and 45§ IUD
position -in different States. The staff in position in

there was 1o need to continue these units, During discussions

with the State Health authorities this view of the Committee in
general was shared by them. However, many State Health Autho-

time that more lady doctors were available at PHCs jt may be
fecessary <o continue the mobile IUD units. :

&2 In a recent communication, Government of India have
asked the States to disband mobijle service units except one for each

the disbandihg of these units, are to be utilized elsewhere. In case
of two States, cxtension of time limit for disbanding of units
bevead 1st August, 1973 has been agreed to.

8.3. The Committee recommends that the mobile service unit
in each district may be manned by a lady doctor and -used pri-
marily as IUD ypit. If the lady doctor in such a unit has ade-.
quats taining and experience in pcrforrning tubectomies, her ser-
vices could also be made available for assisting the PHCs having‘

A<
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2dequate facilities to undertake such cpemations.  The continuanc®
f these units, t3e Committee recommends, should be linked with

fompletion of fixed targets with proy s foliow-up action.

SUMMARY OF RECOMMENDATIONS

9.1. Muylti-purpose workers for the deiivery of health, family
planning and nutrition services to the rural communities are both
feasible and desirable. (3.4.1)

2. A new designation is proposed for the multi-purpose wor-

i(cr—I:Icalth Worker (male/female). ‘

The newly designated female Health Workers will be the
resent ANMs and the newly designated male Health Workers
ill be the present day Basic Health Workers, Malaria Surveillance
orkers, Vaccinators, Health Education Assistants (Trachoma)
d the Family Planning Helth Assistants. (3.4.5)

9.3. The programme of having multi-purpose workers should
introduced, in the first phase, in areas where malaria is in
maintenance phase and smallpox has been controlled. The pro-
gramme can be extended to other arcas as malaria passes into
maintenance phase or where small-pox is controlled. This wiil
be the scconcr phase. :

The workers engaged in cholera control, filaria and leprosy
programme may continue as such for the time being. Similarly,
BCG vaccinators may also coatinue as such. However, all these
workers will be made multi-purpose workers in the third phase of

the programme. (3.4.3)-

and one female, at the subceatre level.  (3.4.5)

5. After training in zl programmes cach health worker,

T T R it
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male and female, should be ziven a first-aid kit and also some
medicines for minor ailments. costing up to Rs. 2,000 per annum
for each sub-centre. These medicines should be replenished at

regular intervals. (3.5)

9.6. The field visits of the male health workers should not be
limited to the homes of the villagers but they should also go to
the places of work of the villagers. (4.2.1) '

9.7. In order to reducs theexisting shortage of the female
ealth workers, ANMs whosz job is confined to the PHC heac-
arters, and others posted z: the diserict hospitals and at other
ces should be withdrawn zad posted at sub-centres. The posts

vacated by the ANMs should de filled by nurse-midwives. (4.1)

1
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9.4.' There should be a =am of two health workers, one male -
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9-8. Jurisdiction for each health workers :

9-8.1. As an ultimate objective it % recommended that whep
-adequate facilities of men, material and money are made available

the number of PHC; should be increased. "It is felt that for 5
proper coverage there should be a PHC for 50,000 population, §

Each PHC would have at least two decrors one of;rhcm should
be a female. (3-46) '

9-82. The population in each PHC would be divided into
16 sub-centres, each having a populatioc of about 3000—3500 &
-dzpending on topography and means of communications, (3.4.6) ¥

9.8.3. Each sui.)-ccntrc would hav: 2 team of one male and L

-oae female health worker. (3-4.6)

9.8.b Taking into consideration th= existing number of male
-and fcmach health workers, it is recommended that:

9-8.b.1. A male health worker woud have for the present to
ook after a population of 6 to » thouszrd. (3-2)

9.8.b.2. A female health worker (ANM) would ha'vc.a:

1ot more than 5-K.M. in radius from he place of stay, where she _ §*

will be responsible for Maternity and Caild Health “and Family
P

ing services and the other ‘twilight” areas where her services ,

wil be available for partial coverage on request only.  (3.4.4)

9-8.b.3. During the interim period. it is suggested that the
services of trained dais be increasingly uvsed particularly in the
“twilight” areas. In order to make the trained dais reliable assis-
tants of the female Health Workers, ther may be given a suitable
Temuneration. (7.1.4)

9-9- Emphasis should be Placed in the 5th Five Year Plan
on increasing the training facilities of female health workers. The
number of ANM schools should be increased particularly in the
Stazes that have an acute shortage, (7.2.2.2)

9-10. Jurisdiction for each health supervisor :

9-10.a.1. With an ultimate objective of a PHC for 50,000
Dopulation having 16 centres, the work of eight health workers
4 males and 4 females) would be supenvised by a group of two
health supervisors, one male and one female. (3.4.5)

§-10.2.2. These supervisors should prefrrably stay 4n  the
. 2rez of the four sub-centres they have to supervise.  (3.4.5)

S-10.b. With the existing situation of having a much larger
2umber of male health supervisors as compared to the female health

o
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supervisor, it is recommended that for the time being one male
health supervisor may supervise the work of 3-4 male heaith workers
and the female health supervisor (LHV) may supervise the work
of 4 female health workers. (5.3.2) '

g9.10.c. The present day lady health visitors now designated
as female Health Supervisors should be withdrawn from all posts
other than those of ANM supervisors. For example, lady health
visitors at PHC headquarters, or at urban centres or in ~ district
headquarters, etc., should be withdrawn and posted for field work
of the sector allotted. Nurse-Midwives may be posted in their

place in urban centres and the District for static duties. (5-32)

9.10.d. Nurse-midwives with community health training or

qualified public health nurses should be recruited to take up the
deficiency in the number of female Health Supervisors.  (5.3.2.)

9-11. Two-thirds of the posts of the Health Supervisors
both male and female should be reserved for promotion from the
health workers’ cadres. The remaining one-third should be filled
by direct recruitment. (5.1.1).

9.12. Training :

It is recommended that a small g'roup consi'sting of health
administrators, trainers and technical experts be constituted to
go into the details of the training that is to be imparted to the
future multipurpose workess and their supervisors. Such a group
would also devise manuals, and prescribe curricula for the training
of the present day uni-purpose workers in order to make them
multipurpose workers. The course content and the duration of
training for those who are :0 be recruited in future as multipurpose
workers will also be indicated by this group along with the places
where such a training can be imparted.

9.12.a The same group should examine the existing curricula
of the ANMs and LHVs and suggest ways and means to make the
training of these functionaries more practical and job-criented.

(7:3-4)
9-12b. Pending the recommendations of the proposed group
the Committee recommends: -

9-12.b.r. The existing. uni-purpose peripheral male workers
may be given 1-2 weeks orientation training followed by 6 to 8
weeks intensive training. (7.3.1.)

9-12b2 The supervisory workers should receive 1 to » weeks
oricntation training followsd by 6-8 weeks common trainine with
¥ - . . . D. -
the junior health workers plus 2 weeks of Supervisory  training;
- ) o
(7:3-3)
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9-12.b3. The duration of ANM and LHV training can pe § ¢
<conveniently reduced by six months in each case. (7-2.2.2)

9-12.c.  The minimum educational qualifications for the new
entrants as Health Workers (females) should be preferably matri. §
culation or equivalent with science and biology and for the male |
‘Health Workers, Matriculation with Sdence and Biology. For |
“the Health Supervisors (male and female) Higher Secondary with
“Science should be the minimum qualification. E

9.12.d. Training for all the workers engaged in the field of
health, family planning and nutrition should be integrated. (7.3.1) |

9.12.¢ A training division should be established at the centre, &
(7:35)

9-13. The job responsibilities of the proposed Health Workers ;
and their supervisors (male and  female) are given in  Chapters ¥
IV and V. ' E

9-14. The pay scales of the health workers and their super- ¥
visors should, as far as possible, be made uniform in all States.

(7.12.)

9-15. The doctor-in-charge of a PHC should have the overall
charge of all the supervisors and health workers in his area He :
will be assisted by the Block Health Assistant for his headquarters’ §

work. (5.5)
9.16. The doctors of PHC during their visits to sub-centres

will not only render health care to the population but will also
check the work of the health workers and their supervisors. (6.4.1.1)

9-17. All the dispensaries in the jurisdiction of a primary
health centre should be linked with the PHC and cach dispensary
doctors should render referral services to the cases referred by the
health workers. (6.4.1.2)- ‘

9-18. The doctors at the PHC should divide the population
on a geographical basis for their field visit.  While one doctor -
attends to the out-patients and in-patients at the PHC, the other
doctors should go out on field visits and extend integrated health,
family planning and nutrition services to the population. Thus each
doctor will be at the PHC for three days and will be away on field

visits for the other three days of the week.

Wherever there is one lady doctor at the PHC, she should
render specialist services for maternity and child health to the
entire PHC population. (6.4.1.3)

9-19- In order to bring about an cﬁccﬁvc.intcgration of
workers engaged in vertical programmes of health and family
planning, the concept should be extended to the district and the

ST o e v



# State level. The division of work amongst the district medical
% officers should be on 2 geographical basis rather than on 2 pro-

gramme basis. (3.6)

9.20. The concept of medical colleges integrating all health,
g family planning, nutritien, and training programmes, has been put

forward. (6.6)

9-21. It is suggested that there is no valid need for mobile
i sterilisation units. For IUD work there may be a justification for
maintenance of some units but their continuation should be made
subject to fulfilment of specified targets. (8.3)

§ NOTE BY Dr. D. N. GUPTA, MEMBER-SECRETARY OF
THE COMMITTEE

At present there are a little over 100 medical colleges in the
country.  Of these, there are four colleges each in the four major
towns—Delhi, Calcutta, Bombay and Madras. Six other towns,
i.e., Hyderabad, Ahmedabad, Poona, Nagpur, Bangalore and
Ludhiana have two medical colleges each. * The rest about 71 medi-
cal colleges are located in different States either at State head-
quarters or in large district towns. ;

Apart from under-graduate medical education which is jm-
parted in each medical college, more than half also impart post-
graduate medical education. In many, the attached hospitals
impart training to the nurses. A few also undertake training for
para-medical staff like laboratory technicians, X-ray technicians.
Some -also participate in the training of some categories of health
staff.  As such, medical colleges are important training centres for
doctors, nurses and para-medical workers. ‘

Though the medical colleges provide a large nucleous for the
training of health workers, it is common knowledge that their
role in the health delivery system of the country is meagre. The
| trainers hardly know the job requirements for which they impart
 training and those who have to utilize the services have very little

say in the training programmes. The producer and the consumer
therefore work almost in isolation of each other.

The medical profession in India today is caste ridden. There
§ are generalists and specialists, preventive and curative health-wallas,
administrators and non-administrators and teachers and non-
teachers. In the latter there is again a distinction between clincal
and non-clinical teachers. Each group has its own vested interesss

and there are group rivalries. There are several reasons for this,
- some historical, come due to influence of rapidly advancing science,
but mostly on account of a lack of an over-view by a central body
or authority.  This has resulted in a situation where both the pro-
fession and the public are dissatisfied.
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It is felt that if the medical colleges could be made respon-
sible for the health delivery services of a section of population this
trend can be reversed. The recommendation in the report of only
coordinating the existing patterns is considered a mere patch work
and the situation will not change materially. It is felt that direct
and unequivocal responsibility for training and health care must
be given to a single authority. The countrv be divided on popula- §F
tion basis or the existing districts could be taken as units, three
or four being entrusted to each medical college for training and
comprehensive health care including familv planning and nutri- ¥
tion programmes. In such a sct-up there will be graded facilities §
for health care, investigative facilities, and specialist services. . The
health staff working in all the institutions in the area from sub-
centre to the medical college hospital will be the staff of
the medical college. There will be no division between preventive -
and curative medicine and teachers and non-teachers. Facilities of
.all the centres, PHC, Taluk, District or the medical college would
be udlised for training. The staff would not be static but could
be moved from one to the other centre.  Those who dispense cura-
tive medicine, be it in- paediatrics, ‘opthalmology, maternity or
general medicine would also look after its preventive side.

Such a re-organisation would also result in a better referral
system whereby patients can be referred from one level to the
other and their records can be complete and traceable whenever
needed. A greater cohesion in the staff whether of the PHC or
of the district would also result, since all will belong to one depart-
ment. The training imparted would become meaningful since it
would be related to the actual requirements. The much desired
shift in the outlook of health staff of all categories from the hospi- -
tal bias to the community would be braught about as all would
be required to work in the community for their training. The
young medicos will develop greater self-confidence as they would
get a feeling of belonging to a team though working at different
levels. A great deal of team spirit is also likely to develop between
the doctors, nurses and para-medical staff as they would have
common training places.

It is thus visualized that a medical college (if preferred it
may be redesignated Health Institute) will become a miniature
directorate where the only division is of various branches of medi-
cine. The Civil Surgeon, District Medical Officers of Health,
Family Planning Officers, etc., would merge in the larger unit
cach member engaged both in health delivery and training.

It is suggested that this concept may be tried on experimental
basis in some medical colleges of some States. Alternatively, 2
Commission may be set up to examine this concept in depth.
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V—REPORT OF THE GROUP ON MEDICAL
EDUCATION AND SUPPORT MANPOWER-1975
(SHRIVASTAVA COMMITTEE)

INTRODUCTION

t.or The Government of India, in the Ministry of Health
and Family Planning, have invited attention to scme of the

pressing problems and needs of medical education znd support

] manpower and espedially to: ‘

— the essentially urban orientation of medical ecucation in
India, which relies heavily on curative mehods and
sophisticated diagnostic aids, with little emphzsis on the
preventive and promotional aspects of community health,

— the failure of the programmes. of training in the fields of
‘nutrition, family weifare planning, and mzternal and
child health to subserve the total needs of the community

because of their development in isolation from medical
education,

— the deprivation of the rural communities of doctors, in
spite of the increase of their total stock in the society,

— the need to reorient undergraduate mediczl education
to the needs of the country, with emphasis oa commu-
nity rather than on hospital care, and

— the importance of integrating teaching of various aspects
of family planning wath medical education.

and have expressed the view that the structure of medical
education has to be modified to meet the changing r=guirements
and to provide adequately for future needs, particuiarly of the
rural community. Government have also stressed the need to
improve the delivery of health services by better trained and more
 qualified personnel working under the supervision of fully-equip-
. ped medical doctors. '

1.02 In the light of these limitations of medical educational
" health services; we have been requested—

(a) to devise a smtable curriculum for training a cadre of
- Health Assistants conversant with basic medical aid,
preventive and- nutritional services, family welfare, and
maternity and child welfare activities so that they can

serve as a ok between the qualified mefical practi-
tioners and the multipurpose workers, thus forming an
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effectivs team to celiver heaisn care, family welface and

}
nutritional services 1y the peopie;

(b) to suggest steps for Improving the existing medical eqy..
cational processes s o proviis due emphasis on the
problems particulariy relevan: o national requirements,
keeping in view the recommendations made by earlier
Committees on edica] Eduzgon specially the Mag;

cal Education Committee (1658) and the Medica] Edu-.

cation conference (1970) and 1 suggest suitable ways ang
means for implementing 25 recommendations; ang

(© to make any other suggestions 1o realise the aboye ob-
jectives and matters incidental thereto '

decided that our Proposals for the basic reforms in medical edy.

we should emphasize 2 few major programmes for immediate.

r detailed Proposals on the subject which follow have to be
understood in' the light of these decisions which were approved
of br the Minister of Health and Family Planning.

1.04 We have examined a] the eariier documents available
on ths subjects referred to us as well as the memorands and sug-
gestons received from various associations and individuals*, We
wouid like to convey our grateful thanks to Dr. K. §, Sanjivi,
Director, National Health Services, Madras: Dr. A. Timmappayya.
Director, Nationa] Institute for Health Administration and Educa-
‘toa. New Delhi; Dr. P. R, Sondhi, Director of Health Services,
Harvana; and Dr. D. B, Bisht, Principal, Jawaharla] Institute of
Post-craduate Medical Education and Research, Pondicherry, who
gave us their valuable advice and participated in  some of our
mestngs. We would also fike 1o place on record oyr apprecia-
toz of the unstinting hard work put in by our Member Secretary,
Dr:. Sharad Kumar, but for which we would not have been able
to &o sh our work in so short a time, the assistance, rendered hy

Dr. S K. Sen Gupta, Director, CB.HI,and Dr. B. C. Choshal.
AD.G. (HA) in our deliberations and the efficient secrerarial
assisznce provided by the Directorate General o & zalth Services.

—

ize details are given i Aprendix I

¢ organisation of support manpower should be made -
12 the context of the organisation of nation wide network, of efi-
acr: and effectiye health services for the country for which we
could indicate a tentatiye framework. I was also decided that
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HEALTH SERVICES FOR INDIA: A TENTATIVE
‘ FRAMEWORK

far from satisfactory. The sheer magnitude of the tasks that shall
T€MAIn 1s so great and the additional resources available for the
purpose appear to be so limited that one almost despairs of meeting

‘our health needs or realising our aspirations on the basis of the

Eroad models we seem 1o have accepted. A time has, therefore,
come when the entire programme of providing a nation wide net
work of efficient and effective health services needs to be reviewed
de-novo with a view to evolving an alternative strategy of develop-

;pgnt more suitable for our conditions, limitations and potentia-
ties. - “

General Principles

. 202 This strategy, in qur opinion, will have to satisfy cer-
tain basic criteria such as (1) development of an integrated service
covering promotive, preveative and curative aspects of health servi-
ces and family planning: (2) universal coverage and equal accessi-

' bility to all citizens; (3) full ualisation of para professionai resources

available in the community, and their supplementation by a well
structured system of referral services; (4) promotion of indigenious

implementation within the financial resources likely to be avail-

able. In our opinion, this strategy will have to be based on the
following general principles.

(1) ,’/ A universal and egalitarian programme of efficient
~and effective - heaith services. cannot be :developed
against the background of a socio economic structure
in. which the largest masses of people still live below the
poverty line. So long as such stark poverty persists, the
creative energies of the people will not be fully released;
the state will never have adequate resources to finance
€ven minimum national programmes of education or
health; and benesiss of even the meagre investments made

in these services wiil fail o reach the masses of the people,
There is, therefore, no alternative to making a direct,
sustained and vigorous attack on the problem of mass




&

PR | ro——

2.

264

. poverty and for creation of 2 more egalitarian socjery,

A nation-wide programme of health services should be
developed side by side as it will support this major
national endeavour and be sspported by it in turn, |

> . J
‘ Development essentially means the development of meq

“and not of things. It also implies an emphasis on the

development of human rather than of material resources, -
For this purpose, the most significant tools.are education ;

and- health. It will be dificult to define the intere

priority between them. But there is no doubt that, §

taken together, they form the most powerful instruments
for the development of man and human resources. Both
education and health should therefore, receive the highest
priority and adequate allocation of resources, both at
the Centre and in the States and these in their turn,
should be supplemented by local resources. What is
cven more important, the available resources should be
used most economically and supplemented by well plan-
ned human effort to obtain the best results possible. |

We have adopted tacitly, and rather uncritically the

model of health services from the industrially advanced

and consumption oricnted societies of the West. This |

has its own inherent fallacies : -health gets wrongly
defined in terms of consumption of specific goods and
services; the basic values in life which essentially deter-
mine its quality get distorted: over professionalisation
increases costs and reduces the autonomy of the indivi-
dual; and ultimately there is an adverse effect even on

the health and happiness of the people. These week- |

nesses of the system are now being increasingly realized
in the West and attempts are afoot to remedv them.
Even if the system were faultless, the huge cost of the
model and its emphasis on over professionalization is
obviously unsuited to the socio-economic conditions of 2
developing country like ours. It is, therefore, a tragedy
that we continue to persist with this model even when
those we borrowed it from have begun to have serious

misgivings about its utility and ultimate viability. It is, °

therefore, desirable thar we take 2 conscious and deli-
berate decision ¢~ zbandon this model and strive 1o create
instead a viable and economic alternative suited to our
own conditions. needs and aspirations. The new model
will have to piace a greater emphasis on human ¢
for which we have a large potential rather than on mon
tary inputs (for which we have severe constraints).

|
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4. Health is essentially an individual responsibility in the
sense that, if - the individual cannot be trained to take
proper care of his health, no community or State pro-
gramme of health services can keep him healthy. The
Issue is, therefore, basically one of education. ~Every
individual must be given the relevant information about
his body and its functioning, must be taught the essen-
tial health skills (including the care of himself and of
other persons in illness and preventive aspects of health,
and must be enabled to develop values of self control
and discipline without which no person  can remain
healthy. It is also desirable to educate an individual in
developing proper attitudes to health . and disease, to
accept old age gracefully as a natural process, to over-
vome abnormal sensitivity to physical pain and to learn
to accept death cheerfully as an essential ingredient of
life itself. It is a pity that these basic values which |
our tradition has been inculcating among our people for ]
generations are being eroded, rather that strengthened ]
in the processes of modern formal education.

5.LThc community responsibilities in health are even more
important. It is the duty of the community to provide
a proper environment for helping each individual to be
-healthy. This will include, amongst others, the supply
of safe drinking water; adequate measures for disposal
of human excreta: avoidance of air pollution; and con-
trol of communicable diseases. In our own tradition,
these social aspects of health are the weakest and they
therefore, need strengthening and the highest cmphasis:j

6. The State has an over all and supreme responsibility for
providing a comprehensive and nationwide net work of
health services. This includes; and the direct attack on
mass poverty; provision of adequate nutrition; develo
ment of integrated services in education and health;

~ and the organization of para professional and profes-
sional services to cover the promotive, prevéntive and
curative aspects, with emphasis on maternal and child
health services which are of the highest emphasis in this
country. Unfortunately, several of these programmes
have received inadequate attention. all of them have deve-
loped mostly in isolation from one another and there
has been an undue emphasis on the curative aspects
which are probably the least important. It is high time
that all these programmes are developed as a package
deal and in their proper gerspective. - -
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The over-emphasis on provision of health service
through professional staff under state control has bee

counter productive. Cn the one hand, it is devaluing
and destroying the oic tadition of part time semi-
professional workers which the community used to train
and throw up and which, with certain modifications,
will have to continue to provide the foundation for the
dcvclopmcnt of a national programme of health services
in our country. On the other hand, the new profes-
sional services provided under state “control are inade-
quate in quantity (bccausc of the paucity of resources)
and unsatisfactory in quality (because of defective train-
ing organisational weaknesses and failure of rapport
between the people and their so called servants). What
we need therefore, is the creation of large bands of part
tume semi professional workers from among the com-
munity itself who would be close to the people, live .

with them, and in addition to promotive and- preventive -
health services including those related to family plan-- ’
ning. will also provide basxc medical services needgd in
dav-to-dav common illnesses which account for zbout

‘aghty per cent of all illnesses. It is to supplement -

them, and not for supplanting them, that we have to
crzate a professional, highly competent dedicated, readily
accessible, and almost ubiquitous referral service to deal
with the minority of complicated cases that need specia-
lized treatment.

In the existing system, the entire programme of health
services has been built up with the metropolitan and
capital cites as centres and it tries to sprcad itself out in
the rural ‘areas through intermediate institutions ‘such as
Regional, District or Rural Hospitals and Primary Health
Centres and its sub centres. Very naturally, the quan-
tum and quality of the services in this model are at
their best in the Centre, gradually diminish in intensity.
as one moves away from it, and admittedly fail at what
is commonly described as the periphery. Unfortunately,
the “periphery’ comprises about 80 per cent of the people
of India who shouid really be the focus of all the wel-
fare and d‘cvclopmez\tai effort of the State. It is, there-
fore, urgent that this process is reversed and the pro-
gramme of national health services is built with the
community itself as the ! focus. This impliz
the creation of the services within the
community bv utiii incal resources availabiz, and
then to supplement them  through 2 referral. service

w
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which will gradually rise to the metropolitan or capital
aties for dealing with, more and more complicated
cases. ' '

Throughout the last two- hundred years, conflicts have
arisen, in almost every important -aspects of our life
between our traditional patterns and the corresponding
systems of the West to which we have been introduced.
In many of these aspects the conflicts are being resolved
through the evolution of a new national pattern suited
to our own genius and conditions. In medicine and
health services unfortunately, these conflicts are yet
largely unresolved and the old and new continue to exist
side by side, often in functional disharmony. A sustain-
ed effort is, therefore, needed to resolve these conflicts
and to evolve a national system of medicine and health
services, in keeping with our life systems, need and
aspirations.

-Education and health have continued to grow in isola-

tion from each other to the detriment of both. It must
now be emphasised that no programme of education
(which means a sound mind " in a sound body) can
succeed unless it is blended with that of health educa-
tion. Similarly, no programme of health services (which
is essentially one of individual responsibility) can succeed
without education which alone can give each individual
the needed information, skills and. value orientations.
We must, therefore develop these programme together,
not only in the formal education system, but also through
non-formal methods which cover the out-of-school child-
ren and youth, the adult population, and especially the
workers. .

Nutrition is one of the most important components of
health. There is overwhelming evidence of hunger and
malnutrition among the large masses of people living
below the poverty line, and especially among the vulne-
rable groups of voung children and pregnant and lacta-
ting mothers. The problem will, therefore, have to be
tackled on several fronts. We must produce more food
and ensure its proper storage. A large scale public
distribution system must be developed and employment
at reasonable levels should be available to every person
so that he will be able to procure at least the minimum
food needed for himself and his familv. Programmes
of supplementarv feeding for vulnerable groups like
pregnant and lactating mothers or young and school-
going children or for the control of preventable diseases
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like nutritional blindness or anacmias and goitre, shoylq
be developed. A programme of immunization has also o,
be developed side by side to break the vicious circle
which has already set in, viz., malnutrition reducing the
resistance to infectior and infection, in its turn, accep-
tuating the incidence of malnutrition. Equally impor-
tant is the educative programme of improving the cook-
Ing and dictary habits of the people of scientific lines.

12. Family planning is the basic issue in development just
as development itself is the basic Issue in population
control. A massive and urgent programme of family
Planning, based on the application of existing contracep-
tive technology, must be developed on a wartooting and
the birth rate’ must be brought down to replacement
levels i as short a time as possible. This will include
simultancous action on several: fronts ; educating public
opinion about the consequences of the population explo-
sion that has already reached 600 million and the stag-
gering problems which the country will have t face
if its population rises, as antiapated, to a billion mark
level by the turn of the century; adoption of measures
to spread the small family norm through education,
reduction in  infant mortality. increasing the cost of
bringing up ¢ idren, ctc., spread of education among
women and improvement of their status, devzlopment
of programmes of non-formal education (in which family
planning is an essential ingredient) for young persons
in the age group 1525 tramning of large numbers of
family planning workers from the community itself and
particularly from among the educated housewives; and
making family planning an integral and important part
of the comprehensive health services of the country.

2.03 We recommend thar Government should undertake the-
tsk of evolving a national consensus on the broad strategy to be
acopted for the development of a comprehensive nation-wide net
wark of health services in the country during the years ahead:

ac general principles stated above and the broad frame-work
waich thev indicate for the development of these services may be-

t=3en as a basis for consideration in this effort. /

.
MAJOR PROGRAMMES FOR IMMEDIATE ACTION

3-or If a viable model of nationa! health services is to be:

czated on the basis of these broad principles, immediate action

vl have to be initiated on the following four programmes, viz.,

1. Organisaton of the basic health services (.includgxg.nut}rll-

tion, health education and family planning) within the
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community itself and training the personnel needed for
the purposes;

2. Organisation of an economic and efficient programmes
of health services to bridge the community with the first
level referral Centre, #:z., the PHC (including the
strengthening of the PHC itself);

3- The creation of a National Referral Services Complex
by the development of proper linkages between the PHC
and higher level referral and service centres; and

4. To creat the necessary administrative and financial
machinery for the reorganisation of the entire program- -
me of medical and health education from the point of
view of the objectives and needs: of the proposed pro-
gramme of national health services.

We shall discuss these four programmes seriatim in the sec-
tions that follow.

HEALTH SERVICES AND PERSONNEL IN THE
' COMMUNITY

4.0t The first assistance that any community needs in the
form of health services should be provided within the community
itself. N

4.02 For some of these services, it is necessarv to provide
paid and trained professionals in public services: Some other
services may be provided by fully trained professionals who are self
cmployed. It is, however. erroneous to assume that thesa services
should be provided only by these two categories of professional staff.
At the community level. what is needed most is not professional
‘expertise so much as nearness to the community, its confidence,
emotional rapport with the people, willingness to assist, low cost,
and capacity to spare the needed time. It is, therefore, necessary
that some of these services should be provided by the members of
the family itself and also by part time trained para professional
persons who operate on a self employment basis. Even in societies.
-which are affluent enough to provide al| health - services through
fully trained professional persons, either in public service or in self
employment, it is now become increasingly evident that the
quality of life and of the health services will imjprove through the
introduction of suitably trained part time para professional persons
‘working on a self emolovment basis. For developing countries
whose resources are extremely limited this method of providing
health services is not cniv desirable but also inscapable.

4.03 It may be recslled that, in the past, almost all health
services and used to be provided by part time para professional
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‘persons f{om the community itself who worked on 2 self cmploy-
‘ment basis, The practtioner of indigenaus systems of medicine
trained in a family tradition or the village dais who stl] perform

1n the medical and health sciences so that iz often leads to qu:
The modern system which employs only the fully trained persons
on 2 professional basis is no doubt very competent from a technical
ot of view. B it lacks some of the emotional, psychoiogical
and socia advantages of the traditiorial sistem and it so costly
that we will not b= able to universalise &. What is necsssary
therefore, is to combine the good features of both the systems. If
we carefuly select the individuals and train them, accerding
: availadle by the latest devziop-

from thc‘com;munjr_v itsclf- would be available for prowdiﬁg the

Such a programme would serve three imnortant'purposcs. (1).It

would create an agency which is close to the people, has their confi-
df:ncc and is economical to operate, for pmi‘iding the immadiaze,
simple and day to cav medical ang therr services needed by the
community ; (2) it wiil also creat the foundation on which a saper-
structure of fully-trained and professional referral services can

¢ advantageously built : 2nd (3) it would have created a pattern

of medical and hzalth services which would be qualitativelv betrer

than the present svstem and stll remain within the finandal
Tesources that are likelv to be available in the near future.

. 404 Various steps will have to be mken 1o organise the
large number of par professionals who will be needed in
community to provids the first essentia] simple and day to day
health and medical services. Aptitude for such work is often
developed within the family itself through participation in the

motivation would have to be strengthened further. throu.gh the
education system which should provide a core of health education

to every student and also require him, as a part of work €Xpericnce -

or social service, to nuse sick persons in his own family or ousside
and also it participate in the development of services of a promotive
Or preventive chamacter.  This will enable a large number of indi-
viduals to discover thsir own interests and aptitudes. Many of
them may later become para professionals by acquiring the specia-
lised skills necessarv 2nd Operate on 2 part ume self emplovment
basis or become full tme professionals within or outside the public
services. '
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4.05 It would also not be proper to regulate the number of
uch workers. Such a step would lead to the creation of a scarcity
and monopoly situation with well known adverse consequencss.
It should, on’the other hand, be open to any individua] with the
necessary aptitude, background and talent to acquire the necessary
skills and to provide the services. In fact, the more such trained
people in a community the better for all concerned.

4.06 In every community, we should have trained local,.
semi professional, part time workers of at least the following
catcgories :—

I. An adequate number of dais to ‘provide maternity
services (some of them could also be trained to

planning).

adults, young men, housewives and public function.
3- Persons who will be able to dispense a set of specific

narv, common ailments.

4- Persons who have been trained in the skills needed in
programmes for the control of communicable discases

and whose services can be harnessed readily in case of
cmergencies.

5. FPersons who can heip to develop promational and preven-
tive health activities (especially those relating to improved
nutrition, environmental sanitation, control of “commen

- discases, yoga, physical exercise and so on).

4.07 These skills could be imparted to selected voung
pesons from the community who may have the necessary aptimdes.

is that of the primary school teachers who now number about
2.5 million and are present even in the remotest
who have considerable accepeability and status in the commumity,
‘Another important group would bé that of educated housewives.
An increasing pool of educared women is now becoming available
Jeven in rural areas (the census of 1971 records 1.5 million women

including those for family ; - These workers, it may be
pointed out, need not neccssarily be multipurpose._

: 408 We would like  emphasize the poiﬁt that periodical
§ retraining of these personnd is extremely important as well zs to

the whole range of MCH services including family-

2. A large number of family planning workers from among

remedies selected from all systems of medicine for orde-

One important group which may be considered in this context-

rural areas and’

Jform a large and useful pool for the training of such Woﬂm,-‘

g provide them with necessarv guidance and counselling in their

TR s
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dav to day work. The referral services should also be made availa-
ble to them. In fact they should be looked upon as important
jinks between the community and the trained professionals and the
organized referral services. '

409 This emphasis on the creation of a large band of semi-
professional and part time health workers in the community itself
is proposed merely as a second level supplementary personne] to
fully trained professionals and not as a substitute for them. Whero
doctors or other personnel trained in indigenous or modern system

of medicine are available, their services should be fully utilised,

not only to provide health care to the people in the way best suited '

to each case, but also to train (or retain) and assist other ‘workers,
honorary or part time, of a semi professional character. We
visualize that these two cadres would work closcly together in an
integrated fashion, the para professional personnel in the commu-
nity relieving the trained professionals of the innumerable small
things over which their time would otherwise be wasted and the
trained professionals taking over the more complicated cases direct
and also providing referral and guidance services to the para profes-
sional people.

4.10 It would not be desirable to try to convert these para
professional workers into a cadre, to give them remuneration from
State funds or to supervise them. This will alienate them from the
people and convert them into petty burcaucrats with all their
faults. The general policy should be to leave them free to work
with all their faults. The general policy should be to leave them
free to work with the community on the basis of the trust and
confidence they can generate. The investment of the State in the
organisation of this group of para professionals within the commu-
nitv should be limited to the provision for training and retraining,
free of cost, on as large a scale as possible and to the provision of
ouidance and counselling through health workers, the proposed

health assistants and doctors. Where necessary, the State should

make supplies of materials (such as specified remedies) available
at reasonable prices and on an assured basis. The overall financial
investment on all these items would be comparatively small ; and
but the returns therefrom would be far greater.

4.11 These proposals might perhaps cause an adverse reaction .
in certain quarters on the ground that they would create, and let’

loose on the community, a large number of quacks who, in the
long run, may do more harm than good. But a close examination
will show that this will not be the case. The role assigned to
these para professional functionaries in the fields of promotive or
preventive aspects of health and family planning are basically
educational and are capable of doing immense good without any
untoward implications. Some apprehensions may arise with regard
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to the role in curative aspects of health. But here, as we haye

emphasized, their function will be limited to the use of a few

specified remedies for simple, day to " day illnesses, There are

also several safeguards in these proposals such as carefu] selection,

provision of training and retraining, guidance and counselling and
also periodical evaluation. Care has also been taken to ensure that
they supplement the work of the professionals and not work in
conflict or in competition with them. All things considered, we

| share no apprehensions on the subject and actually feel enthusiastic
about most features of the scheme,

4-12 The details of several problems will have to be worked

out before the scheme becomes operational.  For instance, we will
have to decide upon. : ‘

— selection criteria for workers,

— the duration and content of their training and re-
training,

— the provision of gui nce and  counsetling, including
periodical evaluation, '

— the preparation of matetials for these personnel in simple
terins and in all the Indiap languages, and

- — determination of the institutions where their training, etc.,
~ wil] be conducted, including the training for the trainers.

- We recommend ‘that these details should be worked out by
the Director General of Heslth Services, once the programme is
accepted in principle by Government.

4-13 It is obvious that the scheme cannot immediately be
started all over the country. Similarly, it would also be futile to
start it in a few areas only. What is needed is a fairly large
beginning and a fairly rapid generalization in the light of the
cxperience gained which should be evaluated continuously. We,
therefore recommend, that :

1. All the details of the scheme should be worked out by

the Director General of Health Services, as carly as
- possible. : ‘ _

2. After carly'consuh:tions with the State, the scheme
should be finalised quickly and at any rate before " the
end of the current vear.

3- The necessary finandal provisions for the scheme should
be made in the Cenmal and State budgets for 1976-77 as

a centrally sponsored scheme of the Fifth Five Year
Plan. '

4. The work of the scheme should begin in selected areas
in each State/Union Territory in 1976-5% and
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5. The scheme should be expanded to cover a fairly Jarge
part of the country by the end of the Fifth Plan and the
entire country by the end of the Sixth Plan. -

4.14 These bands of community l=vel health workers once
created, will form the links between the people at large and the

multipurpose workers functioning at ths sub centres and the doctors |
at the PHC level. This will make 2 much better utilization of §.
their ime and energy possible. Their training should, therefore, - §

be adequate- to ensure that, whik they can freely offer
services within a well defined sphere of simple urgent and
day to day neceds of the community, they ‘would be able
to decide when a case needs referral or .consultancy from
trained professional staff and take action accordingly without hesi-
tation or delay. . :

FROM THE COMMUNITY TO THE PRIMARY HEALTH
CENTRE

5.01 Beyond the community (and the local professional or
para professional health workers within it) lies the next stage in
the organisation of health services. :In this arca, we have, at
present, various categories of health workers and their supervisors
at the sub Centres and the PHC itself which also has-its comple-
ment of doctors and other facilities. In our opinion, the provision
of these services between the community and the PHC needs
reorganisation and the Primary Health Centre itself requires
strengthening.

5.02 The Bhore Committee visualised the development of the
Primary Health Centres in two stages. As a short terms measure,
it was proposed that each PHC set up in the rural areas should
cater to a population of 40.000 with a secondary health centre to
serve as supervisory, coordinating and referral institution. For
cach PHC, two mediaal officers, four public health nurses, one
nurse, four midwives, four trained dais, two sanitary inspectors, two
bealth assistants, one pharmacist’ and fifteen other Class IV
employees were recommended.  In the long torm, the Committee
visualised a PHC to serve a population of oniv 20,000. The
function of the PHC were to include medical relief to both in-
patients and outpatients, maternal and child health services inclu-
ding family planning, control of communicable diseases, school
health, environmental sanitation and health educction. But un-
fortunately it has nor been possible on financial grounds, to imple-
ment even the short term proposals of the Bhore Committee to
this day. At present, the Primarv Health Centre serves a total
populafion of about §c.000 © 120,000 and has @ ~vch smal_lcr
st2ff than that visualised by the Bhore Comminee for z population
coverage of 40,000 oniv. " i zisc has a number of sub centres,
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3 roughly at the rate of one for €very 10,000 population. Under

this situation, and especially in the absence of community level
health workers on the desired scale and of the right quality, it is

§ no wonder that the out reach of our Primary Health Ceatres in

rura] areas is very inadcquatc.

5.03 It will not be financially practicable to increase the
number of Primary Health Centres except marginally. We, there-
fore, recommend that the focus of development in the immediate
future should be on the following three programmes :—

(1) To reorganise the service of Health Workess and to
increase their number as resources become available and

ultimatcly to provide one male and one female health

worker for every 5,000 population; :
(2) * To create a new cadre of health assistants by providing
suitable training to the existing health supervisors and
to increase their number so that there is ultimartely one

health assistant (male/female) for every two hLealth
workers (male/female) ; and

(3) To strengthen the Primary-Health Centres,

Reorganisation of the Services of Health Workers and the Creation
of the New Cadre of Health Assistant '

5.04 During the last twenty four years, ‘the cadres - of func-

tionaries which provide various health services to the community |

have multiplied very greatly because each health rogramme was
run virtual%)y indcpcngendy of the others and wgh litde coordi-
nation, both among the field workers and amongst those at the
supervisory level. Even the two doctors at the Primary Health
Centre had separate spheres of activity, one being devoted to the

well as of efficiency, it is Deccssary to create a single multipurpose
cadre to provide all the different promotive, preventive and curative
health services needed, (indeding the control of communicable
diseases) and also to include. within the responsibilities of this

cadre, a modicum of curative serviacs, an emphasis on maternal

and child welfare services and family planning. The proposals of
the Kartar Singh Committee n this regard have been accepted by-

Government and are also under various stages of implemantation
in the States. We fully support them subject to the observations:
made in the following paragraohs.

Health Workers

5-05 At present. there 5 a male health worker for every
6.,000-7,000 popuiation and ome female heaith workers for

4

¥0.000 popuiation. The precosed target for the Fifth Five Year
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“lun 13 to provide one male and ~se femule worker each for a
swpulation of 8,000. While we weicome this, we recommend that, §
oy the end of the Sixth Plan, we should strive to provide one male &
and one female worker each for every 4,000 population. §

. 5:06 We also recommend that every health worker should bs
trained and equipped to give simple speaial remedies (including
proven indigenious remedies as well) for day to day illness. Apart §
from the fact that this will provide an essential and needed curative ¥

service to the people, it will also increase the acceptability, utility | '

and cfficiency of the health workc}-s themselves.

Health Assistants

5.07 At present, there are several cadres of unifunctionary
supervisors. The Kartar Singh Committee has done a signal service
by suggesting the integration of all of them into a single cadre of
bealth supervisors. While we endorse these proposals, we are of
the view that they are inadequate to mect the situation and recom-
mend the following changes :— o

1. All this supervisory personnel should be designated as
‘Health Assistant’ to highlight the role of assisting
the work of the doctors at the level of forming a
link between the PHC and the health workers.

. 2. The present position is that we have one male supervisor
for every 20,000 population (or one for every three male
health workers) and one female supervisor for every
60,000 population (or one for every six female health §
workers). In the Fifth Five Year Plan, there is a proposal ~ §
to increase the number of female supervisors. The
Kartar Singh Committee has recommended one super-
visor for every four health workers. We recommend
that we should strive to provide one male and one female
health assistant for two male and two female health
workers respectively.

3. The Health assistants should be located invariably at the
sub centres and not at the PHC.

4. The Health assistants, like the health workers, should
also be trained and equipped to give specified remedies
for simple day to day illnesses but at 2 higher level. of
competence. The curative services for which they should
be trained, the medical kit which they :kould carry, all
this needs to be carefully werked out, should be imme-
diately undertaken by the Director General of Health
Services.

5. While the health assistant: J¢ have a superviscry role,
they should also funcdion as health worker in their
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‘OWn area, carrying out the same duties and responsi-
bilities, but at a higher level of technical competence.
They will be speciaily responsible for the promotive and
-preventive health measures and all the national health
programmes. The female health assistant should take

particular care of children and expectant and lactating
‘mothers. '

5.08 Our proposals regarding health assistants may fall
in two phases. The first phase is qualitative in the sense that it
is not proposed to increase the total number of persons at the
supervisory level, but to replace the existing varieties of unifunc-
tionaries by a broad based single cadre of multipurpose, middle
level workers, comprising the sub-doctorate and sub-professional
groups. From the point of view, persons in the existing categorics
of health supervisors, after suitable screening, should be given
intensive training for varying periods so as to fit them for the job
expected of them as health assistants. In the second phase, we
propose that the number of health assistants should be increased
as.suggested above in para 5.07(2). -

5.09. We regard the cadrc of health assistants as incentive
and promotional cadre for health workers. We, therefore, recom-
mend that the recruitment o the category of health assistants
should ordinarily be restricted to health workers who are duly
qualified to shoulder the higher responsibilities involed. Where.
however, such qualified health workers are not available for promo-

tion, an alternative channel of lateral recruitment from the open - -

market should be provided.

5-10 Details relating to eligibility qualifications for protnotion
or sclection into the category of health assistants, the period and
kind of training that will have to be provided to health workers
for the purpose, the institutional arrangements needed for such
training and its curriculum content, etc. are important and will
have to be worked out by each State on the basis of general
guidelines provided by the Centre*. In course of time, as the health

assistants replace the existing- health supervisors, the latter category
would eventually be phased out. ‘

'5.11 Both the health workers and the health assistants will
-have to function as important links in the referral sérvices. Thev |
will deal frecly with cases within their sphere of competeace; bur
their training would have to emphasize that they shouid refer the
cases beyond their competence to the appropriate agency without
deiay or hesitation.

*We have given, in Appendx ITI, a broad outline of the functions of the
_Heakh Assistant as vol as the venue and curriculum of training.
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5.12 While attempts to induce doctors to settle down in
rural areas should continue and the services of all available doctors
in rural areas should be fully utilised, there is no doubt that
the category of health assistants will stll be needed for years to
come to supplement the available pool of medical man power in
rural areas, it is also necessary to emphasize that the health assis-
tant 15 not a functional substitute for a doctor. - But he will be
providing uscful health scrvices in the sub centres and thus will
increase effectively the out-reach of the Primary Health Centres

themselves.
The Primary Health Centre .

5-13 The creation of local para professiona] workers m the

community itself to provide simple specified medicines for common

day to day illness and the introduction of a curative function in

the duties of the health workers and health assistants in providing
some medical relief to the community will lead ‘to a change in
the functions and responsibilities of the doctors at the Primary

Health Centre. They need no longer spend a greater part of their .- .
time, as at present, in providing simple medical relief and wéuld

thus be able to devote more attention to the referred cases and
to the development of provision and preventive programmes of
community medicine and health. In spite of this, however, we
do feel that the Primary Health Centre itself needs to be
strengthened in manpower resources. In view of the fact that
women and children form the bulk of the population, we recom-
mend that the immediate programme should be to add one more
doctor, especially to look after maternal and child health services
and ono nurse. This will not only creare an important readily
accessible professional skill in the PHC area, but would also ensure
greater coverage and more effective use of the existing beds at the
PHC. Similarly. the existing allotment of Rs. 12,000 earmarked
for the purchase of drugs at each PHC is inadequate and needs
to be increased. The additional funds needed for this programme
should be found on a priority basis.

5-14 The National Service Act, in its application to the -
medical profession, need not be used to strengthen the medical

manpower available at the Primary Health Centre. It is also not
iesirable to post the young inexperienced doctors at the Primary
Health Centres and more so because the present system of medical
education does not produce a doctor properly oriented to commu-
nitv needs. It should, however, be possible to use the newly
recruited young doctors to strengthen the medical manpower at
the medical college, regionzl distriat or taluk /tehsi] hospitals and
fc utlise the services of some ssmior doctors who would thus b=
2lieved to work at the PHC level. We further recommend that

sy
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the possibility of making a rule to the effect that every doctor in
public health service shall spend, between the fifth and fifteenth
year of his carrier, a period of not less than two consecutive years
at a PHC should also be explored.

THE REFERRAL SERVICES COMPLEX

6.01 We are of the opinion that the para-professional groups
within the local communities, the health workers, the health
assistants and the PHC doctors cannot satisfactorily perform the
duties and functions expected of them unless they are properly
integrated into a well-organised referral system which would
provide them with adequate support and guidance. From this
point of view, it is necessary to develop an efficient and readily
accessible -system of referral ‘from the PHC to higher and more
sophisticated echelons in the neighbouring taluka/tehsil, district,
regional or medical college hospitals. At present, most of these
hospitals function in almest total isolation from one another and
without satisfactory links with the local community and a wide
gulf separates them from the Primary Health Centres. We
strongly feel that this situation has to be immediately remedied.
We., therefore, recommend that the Primary Health Centres, as
well as the Taluka/Tehsil, District, regional and medical college
hospitals should each develop living and direct links with the
community around them and also have functiona] links with one
another within a total referral service complex. This linkage can
best be secured through a properly organized internship
programme which will be discussed in the following section.
Once established, it will create a viable and. economic referral
services complex which will have several advantages. It:will
provide a programme of total health care promotive, preventive,
curative and rehabilitative. It will also form a nidus for training
in community medicine. * The services of the outpatient depart-
ments of the semiurban and urban hospitals  would become
available to individuals and their families in rural areas.
A medical college hospital whose health care has its out-reach in
the community through such a complex can become an effective
training ground for training personnel oriented to communi
health an%rfor the more efficient delivery of health services to thtZ
community. Taken as a whole, the programme will not only
provide the most efficient health care services possible to the
community but will also provide feedback from the community
to the system of health care itself and lead to great improvements
therein over time. .

HMENT OF THE MEDICAL AND HEALTH
EDUCATION COMMISSICN

}'.61 It is common knowledge that the existing system or
medical education does not prepare the right type of personnel
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i-:ded for a national programme of health services. If the
“:em of comprehensive health care visualized in the proceding:
seciions is to be developed properly and worked efficiently, it 13
ablously necessary to restructure the ertire programme of medicai-
equcation. -

1 13

&

Basic Issues in Medical Education:

702 Among the basic issues in medical education; probably
th= most important is the training of the general medica] practi-
toner who occupies a central place among the different func-
tionaries needed for the health services. His work is not merely
with treatment of sickness and prevention of disease but also
with those social and cultural problems that contribute to the
fabric of health. His commitment is to man and to the humar:
family. He must change his outlook from an excessive concern
with. discase to a role of ful] social responsibility. The manner
i5 which physicians are educated and the nature of the educational
outcome are therefore of paramount importance,. ‘

o

7-03 It is widely “ recognized that the present system of
undergraduate medical education is far from satisfactory.  Despite:
the recommendations made by numerous Committees and Confe-
<r.ces, improvements in the quality and relevance of medical educa-
ton have been tardy. Although the setting up of Departments
of Preventive and Social Medicine in the medical colleges over
IS Years ago was a step in the right direction, this by itself has
not met with significant success as it lacked scholarly foundztions
and the field practice areas were mnot- adequatelv  prepared.
The stranglehold of the inherited system of medical education,
the exclusive orientation towards the teaching hospital (five years.

and three months out of five vears and six months of the total

period of medical education being spent within the setting of the
t==ching hospital), the irrelevance of the training to the health:
nezds of the community, the increasing trend towards specialisa-

ton and acquisition of postgraduate d=grees, the lack of incentives
and adequate recognition for work w.thin rural communities and :

the attractions of the export market for medical manpower are

sorze of the factors which can be identified as being responsible’.

for the present_day aloofness of medicine from the basic health
re:zds of our people. The relatiorn of medical education to the
sozial framework of the communits i largelv brovcht out towards
the end of the students’ period of fo-mal :‘aiuiﬁg and medical
_Ucation continues . ~ tham prepare, a doctor
1 practice of community, A vacuum:
] dnctor from the village ane
avels of people remain lergely
w ziedical education in our

iyt that 18 deeply rooted in

> mzople and the ¢-ixs
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the scientific method and yet is profoundly influenced by the local
health problems and by the social, cultural and economic settings
in which they arise. We need to develop methods and teols of
instruction which have relevance to the resources and cultural
patterns of each area. We need to train physicians in whom an
interest is generated to work in the community and who have
the qualities for functioning in the community in an effective
manner. In addition to medical skills, they should be trained
in managerial skills and be able to improvise and innovate.

Objectives of Undergraduate Medical Education

7.04 If these far-reaching reforms are to be carried out
several basic issues will have to be discussed in depth and appro-
priate decisions taken thercon. The first relates to the objectives
of under-graduate medical education. Whether it is the training
of ::J)hysician or an auxiliary, the principles of educational science
should find increasing application in the educational process. Goals
of education must be clearly defined at the outset. Appropriate
instructional methods must be sclected and the curriculum con-
structed and duration determined to enable these goals to be
accomplished. The outcome should be evaluated by the use of
appropriate criteria to sec if the desired change in the functional
behaviour of the student had in fact taken place. -

7.05 There is a definite need to define the skills that a doctor
should have and the qualities that he should possess. The ‘Basic
Doctor’ was defined in the report of the Medical Education
Conference held in New Delhi in 1970. The objectives of under-
graduate medical education that are appropriate for developing
countries have been set out in the WHO Inter-Regional Confe-
rence on Medical Education and in numerous other Confernces
dealing with medical education. The language, sequence, mode
of presentation, and relative emphasis vary from statement to
statement but they all have a fairly common core. We do not
propose to attempt a full and detailed statement on this subject.
We are, however, convinced that whatever the form in which the
objectives of undergraduate medical education may come to be ulti-
mately formulated, one thing is certain : the over-riding objective
of the under-graduate medical courses should be to give a positive
community orientation to theentire programme. It is from this

" point of view that the several recommendations made on the-

subject by earlier committees and conferences will have to be judg-
ed and the several experiments now going on in the field will have
to be evaluated. '

%

Pre-medical Education

7.06 The curriculum of undergraduate medical education will

‘depend, not only on the objectives of the undergraduate medical
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-education, but also on pre-medical education which determines the
ievel of preparation at which students will enter the under-graduate
medical course. In our opinion, premedical education should aim
at a balanced education in humanistic and scientific studies in

order to generate continued interest in the phenomenon of living
orgamisms. Its objectives cannot be divorced from those of medical

human beings, communities and populations. Physics and Mathe-
matics are closely allied to one another and their function is to
facilitate precise and accurate habit of thinking. Chemistry is an
experimental science znd students must be encouraged to. make
observations on problems rather than observe set demonstrations.
The early specialization at secondary school level in vogue unt!
now led to serious inroads into the tme available for liberal
education in humanities and behavioural sciences. -Medicine is
practised not in a world bounded by science alone but ‘in.one in
which, economic, cultural scoia] influences play an important role.
The study humanities should provide the student with an intelli-
gent understanding of “his past and of the great ideas that have
moulded human civilisation. The content of premedical education
should thus be deeply embedded in the framework of natural
sciences, humanities and social sciences.  We are also of the view
that pre-medical education should be provided by the Universities
In consultation with the authority to coordinate and determine
standards in medical and health education. It should not be
provided in medical colleges. |

Curriculum_ of Undegraduate Medical Education

7:07 We do not propose to discuss the curriculum of under-
graduate medical education in dstail because considerable useful
material on the subject is already available. We would, however,
invite attention to some important considerations in this ‘regard.
For instance, major challenge before medical education for quite
2 few years will be, as stated eariier, to give a community orienta-
ton to undergraduate medical education and to equip the entire
svstem of medical education in zczquately for the purpose. The
tzaching of community medicine has therefore, to become a joint
endeavour of the whole faczity and not merely a responsibili-y of
t:¢ Deprtment of Preventive anc Sccial Medicine. The Der
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areas in which active health service programmes are in operation
and which will be fully utilized in the implementation of the
educational pregramme of community medicine. There should be
an emphasis on the teaching of nutrition, maternal and child
health, immmnelogy and infectious diseases, and reproductive bio-
logy and family planning. The curriculum shouid also reflect the
application of some of the principles of educational science, namely
encouraging the students to learn by themselves, introduction of a
- system of continuous  assessment of student learning, objective
methods of assessment, small group teaching, integrated interdisci-

plinary teaching, and accent on the experimental method. The -

development of such a new programme wil] involve, not only a
radical revison of the exisung curricula, but also appropriate
i:rcpa_ration of teachers, the production ‘of effective tcacging and
carning materials, the adoption of suitable methods of
teaching and evaluation, the creation of the ' necessary physical
facilities in all medical colleges and consequent reform of the

hospitals attached to them. This is a programme “that will .

obviously need sustained implementation over the next few years
on the basis of a clearly formulated policy supported by adequate
authority, funds and continuous evaluation, ‘

Dnraﬁon of.Und&—graduatc Medica] Course

7.08 Certain issucs have now become irrelevant to the discus-
-sion of the problem of duration. For instance, it need no longer
be linked up with the problem of producing an adequate number
of doctors for rural areas. There are ammense socio-economic
issues involved in getting doctors to settle in rura] areas. While
these should be squarely faced and sustained efforts made to over-
come them, it is idle to hope that a mere reduction in the course
would achieve the result. Similarly, there is hardly any sense in
suggesting the reintroduction of the diploma or licentiate course
for meeting the needs of rural areas.  With the type of reorganisa-
tion of the health services that we have proposed earlier, what we
need, even for rural areas, is a better trained doctor rather than a
less trained ane. All things considered, we strongly feel that there

is no justification to make anv change in the present policy of .

producing an adequately trained general practitioner, both for rural
and urban areas. Nor should financial considerations be allowed
to outweigh academic needs and standards in medical education
should not be diluted to save funds. It may prove to be a costly
and unwise economy in the long run. - :

7.09 But even on good academic considerations. We, do feel
that it is possible and desirable to reduce the existing duration of
the course by six months.to one year yet ensure an improvement in
standards. Several suggestions o this end were put before us. 'We
do not propose to discuss them in detail and it would serve the
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Izrma:d purpose we have in view to nishlight a few major points
o3t zrose in our discussions of . the ::moclm For insianc%, we
siould emphasize, not the duration of the course but the produc-
tion of the right type of doctor which & the crucial issue. We do

uot produce the right type of the doctor even with this long -

Guraton and a mere shortening (or lengthening) of the course will
£, by itself, produce the basic doctor. “There is also the danger
tuzt short-sighted administrators may implement this recommenda-
ton on financial grounds and without implementing the others with
vaich it is indissolubly linked so that the bad situation which exists
z: present will only become worse confoanded. Above all, this is
£3t 2 recommendation which can be implemented in isolation (it
3 related intimately to the restructuring of pre-medica] education,
c-finition of the goals of under-gradmte education, revision - of
¢. ricula, provision of adequate facilities in medical colleges, etc.)
and an adequate organization to watch carcfully over its
- inplementation.

L:zernship

7-10 The internship plays a very important part in the conso-
lidzdon of skills and the knowledge gained by the medical students.
i was with this intention that it .was introduced as a regular
fezure of the under-graduate medical course. All committees
bave endorsed the need to continue internship training. The
kl=dical Education Committee went even further and recom-
mended that as long a period as of six months (out of a total
txz=rnship period of one year) should be spent in community health
centres.  The actual experience of the programme of internship is,
bowever, bitter; and it is agreed by all concerned that the intern-
Rip training as it is now being practised is a waste of the most
critical period of the young graduates life, everyone is dissatisfied
with it. The teachers tend to feel that the interns who have already
passed out of the medical education system are a burden upon them
and they devote more of their time to the undergraduates and to
postgraduate and research students, if anv, working under them.
The position of interns in the teaching hospitals which abound with

house-surgeons and post-graduate students is also very tenous. The-

irterns themselves feel that the period of internship has some-how
t= be got over before they either go to practice or joint the teaching
haspital as a house surgeon for further specialization. The situation
i+ unintenable and neads early remedial action.

7.11 We seriously debated e advisability of doing awav «'th
t. ¢ internship period but came o the conclusion that, even
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a fully-grown medico is absolutely necessary. What is needed, there-
fore, are steps to ensure that this period is fruitfully utilized. -
7-12 We recommend that the training of the internee should
not be carried out in the teaching hospitals of the medical colleges-
but in the district Sub-divisional and taluka /tehsil hospitals which
should be used as the outreaches of the medical colleges for enter-

ing into the community. At the end of the formal under-graduate-

course (in fact even before it ends), groups of undergraduate
students should be earmarked for being trained at selected taluka/
tehsil /sub-divisional and district hospitals where proper facilities
are known to exist. Such hospitaks should also take on selected com-
munities within their catchment areas whose care would be the res--
ponsibility of the interns under the supervision of that particular hos-
pital. The doctor incharge of such hospital, the interns attached to-
that hospital along with staff of the Department of .Community:
Medicine of the Medical college, should practisc community medi-
cine in such selected communities. In addition, the interns should be-
given practical training in curative and hospital practise under the
guidance of the taluka/sub-divisional /district hospital doctors. For-
this purpose, the facilities available at such hospitals should be-
strengthened where necessary.  We would also caution that this.
linkage should not involve all the departments of the medical
college at once. It should first be tried at in the Department of
Community Medicine. Once these links are established in respect
of the Department of Community Medicine, they can later be
strengthened and also developed in respect of other specialized.
departments and faculties. '

7-13 It is our view, thercfore, that the internship period”
should be fully spent in the district/sub-divisional [taluka hospitals
with occasional forays inwo the community through the primary
health centres. We also think that internship training should focus
on the doctor as 2 member and leader of the health team, the
importance of continuous care, handling of emergencies, the care .
of combined preventive and curative services to the individuals the -
family and the community, MCH and Family Planning Care, the
identification of entry points for family planning community -
involvement and the role of the phvsician ‘as a health educator.

- 7.14 The utilisation of the district sub-divisional and taluka

Vtchsil hospitals for internship traming and development of their-

linkages with the medical colleges will not only improve the qua—
lity of health care and referral provided at’ these places but

will also act as 2 pacesctter for decentralisation of medical’
cducation and development of dsrict hospitals in the foreseeable

future as centres for imparting of medical education, thus enabling -
a movement away from the urbanized concept of medical educa-
tion. The existing medical collezes can then be used more profi--
tably for postgraduate specialisaton and development of courses.
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‘of training in respect of various cregories of para-medical and
technical personnel needed in the hesith fiald, In the internship
‘Training as suggested by us dbove, we would also like tc attach
the greatest importance to the desmbility of associating-general §
practtioners of good standing and experience in the training of

undergraduates.

b AN A A

735 We consider that the desirbility of continuing both the
‘internship and first year Junior Residency as organized at present
needs careful study.” A view has been cxpressed that educational

ends will be better served if either one or the other is retained
but not both. )

Conn'nuing Education

7-16 In the system of medical education prevalent today,
any doctor who goes out of the swstem of the medical college
has litte opportunity to come back to update his knowledge and §
skills; and no_facilities exist outside the svstem of medical educa- §
tion to achieve this objective. It is, therefore, essential o make
adequate provision for the continuing education of doctors in the .
medical pool of the country. In the modern world where a virtual
explosion of knowledge i taking place in most sciences and the
existing stocks of knowledge are being doubled every seven years

Or so, a programme of continuing education assumes immense
significance.

7-17 By continuing education, we mean the training of a q
physician, not with a view tc gaining additional degrees or diplo-
mas, but with a view to assisting him to maintain and extend
his professional competence throughout his life. The basic problem
of continuing education for physicians cannot be solved without
fundamental changes in the pattern of undergraduate  medical
education. The implementation of these changes will necessarily
tzke time. But in the meanwhile, the pressing problem is one
-of arranging continuing education for those who have already
been trained in a system that was not conducive to the develop-
ment of proper attitudes for continued life-long learning. Cont-
nuing education for physicians’ must ‘coneern itself with those
1ssue that are of deep significance to the heaith of the community
2nd also with educational activities for mixed teams of health
workers. Inter-professional education is of critical importance for

tie members of the health team o learn together how to solve

LTI
problems. It 1s, therefore, necessary to develop an organisational
pattern for the continuing educztion of physicians,
b= serving in Government or in: private, as joint acti

saly o

s %

the medical college, the professicnal associations znd the
service. -

faicia




287
. National System of Medicine

7.18 A reference has already been made to the need to evolve-
national system of medicine for the country by the development
£ an appropriate integrated relationship  between modern
nd indigenous systems of medicine. We recognize the significance
f the issues involved for the development of a comprehensive
lan of health services suited to our needs and aspirations although,
or want of time, it has not been possible for us to go into details.

Medical Manpower

7-19 Problems of medical manpower needs have not received
idequate attention. The number of admissions to medical col-
eges and the number of medical colleges themselves should be
sased on a sound policy of Health Manpower Development which,
in its turn, should be related ‘to the health needs and national
resources. Urgent steps need to be taken to generate such a policy
along scientific lines on a national basis. For the present, we are
of the view that there is no immediate need for increasing the
number of medical colleges admissions. On the country, attempts
should be made to reduce the admissions to the existing medical
colleges so that the teacher: students ratio. and quality of edu-
cation may improve. Similar exercise have also to be undertaken
for all othr categories of medical manpower. Needfess to say,
such exercises in forecasting manpower needs and adjusting the

system of .medical education to them are continuous rather than
one-shot affairs.

Content, Structure and Process of Educational Change

7.20 -There are three ingredients of every educational change:

— content or a determination of the type of change we
need; i

— structure or the creation of a machinery which is charged
. with the responsibility of bringing about the needed
change; and ' :

— process or the initiation of the actual process of
the educational change needed and nursing it to grow
till our main objective of bringing about the needed
change is realized. : . :

" What is happening at present in education is that everyome
o ~is‘husfi:xcbnc;[;tgt;hc content of change or ~about deter-
mining the type of changes we need. "We have no

- dearth of ideas on the subject and if all the recommen-

* dations made by eductional committees and commis-
“sions were put onc zfter another, instead of going
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round and round in circles as they citer do, we may have

e S g a ladder stretching from:the carth :0 the moon. :On the

- " other hand, little anumon m.ngaio he more important -

-~ question.of creating dppropriate structures for, .educational
b change although everyone knows that, withourt the exis-
“-tence of .the structures, no planned. educational change

can be brought about. What is worse, hardly any atten- - )

tion is paid to the most impormant question of initiating
the -needed change processes and of carefully nursing
them to grow.

7.21 The story of dcvclopmcms in medical education is not
-ary different from that of developments in general education as

a whole. We have been able to idenufy the basic dssues in the
- reform of medical education such as:

— determination of the objectives of undcrgraduétc mcdi—n
: cation .education and especially the overwheiming need

to_give a community orientation to it;

— revision of curricula, production of Icaming and teach-
ing materials, adoption of scuitable teaching methods,
cxaxmnatlon refortz, improvereat of faciiides in medi-
cal colleges, preparation of teachers and sach other issues
for the attainment of thess chvisctives;

— rcform of hospitais attacied w wmedical v.olhge and their
integration into a scheme of natoncl referral services
complex;

-— determination of the right dur-tion of the undergraduate
course;

— reorganisatdon of the pre-m:Tical course in 104243
pattern and of the programr.i= of ‘nternship;

— the future of the first vear of junior residency;

— provision of continuing ecucation;

—  post-graduate educaticn and research;

— evoludon of a national systerz 6 m=dicine;

— studies of medical mmanpowsr i ds;

-and so on. "e recornize thot thesz ~=~0L_ s have been become
e ' : and satisfactory’

extremely urge
solutions. !
been devoted mainiy
have any number of ezcel
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the sducaznicnal change we need may even confuse the issues,
is tf ancture 1o hring abeut the needed
F the structure, the guestion cf

t even arise. In 2 situation of
Ype, ittle purpose in producing one mere learned
report and in making yet another serics of pions and well mean-
ing recemmendations on the content of the reform of medical
education. We may do it as well as or as ill as any other group
of seven persons and the exercise will meet the same fate as that
~of earlier attempts on the subject. It is, therefore, of the utmost
Important that a suitable structure or 2n organisational framework
should be established which is charged with the task of imple-
menting the needed reforms and of initiating and nurs
ing the change process. We are thus convinced of the need
for ‘e esablishment of a UGC-type body for medical education
and reafirm the recommendation made on the subject by the Edu-
cation Commission (1964-66). In the absence of some such machi-
néry with the authority and resources to implement the desirable
reforms, we are afraid that the quality and relevance of medical
education may continue to remain as a no man’s land between
the Centre and the State; and without such a structure, there is
10 possibility of initiating a change process to ensure that medical
education advances to keep pace, not merely with advances in
medical knowledge and technology, but also’ with the needs and
priorities of national health.

I

7-22 Several other equally weighty considerations can be
advanced in support of this proposal. We have aiready shown
- that the organization of a paticnal programme of comprehensive
health services cannot be attempted unless the entire pattern of
medical education is overhauled and that this, in its turn, cannot
be attempted, in the absence of an organisation, with adequate
authority and funds, to deeide the compiex issues inveived and to
implement the decisions through a sigorous and sustained pro-
gramme of -action. The coordinaticn and maintenance of stan-
dards in higher education (including general, agricultural engi-
neering and medical education) is a constitutional responsibility
~of the Government of India. Institutional and finandial arrange-
ments to give cffort to this responsibility have been ‘made under
the UGC (for general education), ICAP. (for agricultural educa-
tion) and the AICTE (for engineering education). The important
field of medical education has-unfortunately no such arrangements;
and the neglect of this constitutional responsibility of the Centre
all these years is bsolutely indefensible. The case'for the crea
tion of a structure for the reform in medical education is further
strengthened by the failure of alf earlier attempts to reform medi-
cal education through repar after report, and recommendation,

i
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lik:.  ZLet us not forget that the reform of medical education is
no 2 oneshot affair. It needs contineous reaction  betwesn the
ourcut of the system and its management, between ithe Centre and
th: States, and between Universities and institutions of medical
education. No such reaction is possible unless there 1s a suitable

structure charged with the responsibility of reforming medical edu-

cation in all its aspects. :
The Medical and Health Education Commission

7.23 We, therefore, recommend that immediate steps should
be taken to setup, by an’ Act of Parliament, a Medical and Health
Ecucation Commission for coordination and maintenance of
standards 1n health medical education. It should be broadly
patterned after the UGC with 2 wholetime Chairman who should
be a non-official and a leading personality in the field of health
services and education. The total membership should be between
9 and 15, one-third representing the Central and State Govern-
ments and the universities, one-third representing the various
national councils and ‘one-third- consisting of leading persons in
the field of health and medical education and services. 1Its role
should be promotive and supportive and it should be responsible
for planning and implementng the reforms needed in health and
mzdical education. It should have the necessary administrative
machinery and steps should 2lso be taken to place substantial re-
scurces at its disposal in the Fifth Five Year Plan so that it can
start vigorously and become sfiective.

7.24 We have deliberataly used the term “Medical and Health
Education Commission”. It us not forget that, in the totality
o. health services, the doctor is the most important but not the
scis functionary. Equally important are a variety of para-medical
p-~sonnel who constitute important links of the health service. The
nurse, the pharmacist, the technicians in the field of laboratory
se-vices such as X-ray, pathgicgv or microbiology form the esser-
ti-! back-up of medical care. The dentists provide a specialised
scvice is can important and related field. Any programme of
toining that aims at improving the quality of medical care or

rescructuring of the system of medical education towards com-

jm

- nity care, must recognisc the need of assessment of the educe-

©-nal needs of all these other categories of medical and para-
5 Zical personnel. What we need, therefore, is an organisatio,
= only for the reform of the undergraduate or even the whoie
¢ edical education, znisation which will be respos-
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work in close collaboration with all of them. The oldest, largest
and the most important of these is the Medical Council of India.
The others include the Dental Council of India the Pharmacy
Councii of India and the Nursing Courcil of India. We would
like the prestige, authoritv, and the good-will of all these Coun-
cils to be fully utilized for purposes of bringing about an early
and effective reform of medical and health education. As every-
one is aware, the organisation of all these Councils leaves a good
deal to be desired, especially because they were originally set up
only to exercise an indirect regulatory function- while we are now
proposing to vest them with promotive and supportive func-
tions as well. We, therefore, recommend that the Government
of India should open -negotiations with all those Councils and
amend their Acts, especially with the purpose: of making them
operationally more viable and efficient to discharge the regula-
tory, promotive and supportive functions for the improvement of
medical and health educadon. We would also appeal to all these
Councils to cooperate with the Government in this programme.
In particular, each Coundil should be required to-set up an edu-
cation panel on prescribed lines and the Medical and Health Edu-
cation Commission should be under a statutory -obligation to
implement its programmes of reform and also to operate its finan-
cial powers in consultation with the panel of the concerned Coun-
cil. This will make full use of all the prestige, authority, good-
will and expertise of all the existing Councils and strengthen the

hands of the pr_oposcd Medical and Health Education Commis- -

sion in functiomng as an apex coordinating organisation and in
implementing a radical programme of reform in medical and
health education.

7.26 We would like to make it clear that the regulatory
functions which arc now being exercised bv the Councils will
continye to vest in them unchanged. In addition, thev will also
take on the responsibilites of advising the Medical and Health

Education Commission cn promotive and supportive measures in

their respective fields.

- 727 It 1s our considered opinion that the most important
step now needed is to establish the Medical and Health Education:
Commission. It will be the tesponsibility of this Commission to:
then start the process of change and to nurse it to grow. The
sooner this busic reform is implemented, more the better it will
be for the future of heaith and medical education and all that
will foilow therefrom. '

SUMMARY CF RECOMMENDATIONS

r2 briefly summarised in the paragrapis that follows,
HI/ND/84 '
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For convenience of reference, our main recommenda-,




A nation-wide network of efiSicio: w.g cffective health o vices

8.02 A time has come when the andre programme of crovid
Ing a nation-wide net work of =£ic on- and effective heaith services
needs to be reviewed Je noso wii 2 view to evoiving an
alternative strategy of developmunt more suitable for our cendi-
tons, limitations and potentiali We recommended that Goy-
crmment should undertake the ask of cvolving a nafional con-
sensus on the subject. The general rpringples stated in parueraph 2
of the report for the development of this network of heaich cervi-
ces may be taken as a basis for consideration in this effect.

Para-professional or Semi-professional Health Workers in the
community jtself ‘

8.03 We recommended that steps should be taken to create
bards of para-professional of semi-processional health of the workers
trom the community itself to provide simple promotive, preventivé
and curative health services which are needed by the commu-
nity.. They will include dais, fazmiv planning workers, persons
who could provide a simple curative service, and persons trained
In promotional and preventive heaith activides, including - the
control of communicable diseases.- Thev need not be multipurpose.
The young persons in the community, clementary school teachers,
and particularly educated and willing housewives would be the
roo! from which these workers could be drawn. There is ‘no
need to regulate their numbers nor to form them into a cadre
and pay them a remuneration from public funds. It would be
Cesirable to leave them to work on a self-employment and part-
tms basis. The responsibilities of Government in their regard
will be to make careful selection, to provide training and re-
Taining, and guidance and counselling (including  periodical
zvaluation), and supply material: needed at reasonable prices The
Director General of Health Services should be requested to work
out all the details of the programme during the current vear and
-2 should begin, as a centrally-sponscred scheme, in 1976-77. A
zairiv large part of the country should be covered by the scheme
cefere the end of the Fifth Plan and the entire country should
oz covered by the end of the Sixth Plan.

From the Community to the PHIC:

8.04. Between the commurity (and the local para-profsssicnal
szmi-professional or professional hezith workers within) and the
FHC, we should develop two cadres health workers and  heaith
Zssistants. '

b

(1) At present, there is a mal
seven thousand posuiation
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worker exch for a population of eight thou-
the end of the Sixth

rovide on:z male and one
female worker each for evesy 5.000 population, We
also recommend that every hezidi worker  should be
trained and equipped to cive simple specified remedie
(including proven indiger. i

today iilness.
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(2) Between the health workers and the PHC, there should
be 2 new cadre of health assistants. We should strive
to provide one male and one female health assistant for
two male and two female health workers res ectively.
The existing multipurpose supervisors should be incor-
porated into this cadre after ~ suitable training and it
should, in future, be treated as an incentive and

: promotional cadre for heaith workers. The health
assistants should bé invariably located at the sub-centres
and not at the PHC. Like the health workers, they
should also be trained and equipped to  give specific
remedies for simple day-to-day illnesses. While they
have a supervisory role, they should also function as
health workers in their own areas and carry out the
same duties and responsibilities, but at a higher level
of technical competence. °

(3) The PHC itself should be strengthened by the addition
of one more doctor, especially to look after maternal
and child health services and one nurse. The existing
allotment of Rs. 12,000 earmarked for the purchase of
drugs at each PHC is inadequate and should be increased.

- The possibility of utilising the services of senior doctors
at the medical college. regional, district or taluka hospi-
tals for brief periods of work (say two years at a time)
at the PHC level should also be explored. ’

The Referral 'Scrviccs' Complex

8.05. We recommended that the Primary Health Centres, as
well as the taluka/tehsil, disthcr, regional and medical college
hospitals should each develop living and direct links with the
community around them as well as with one another within a
total referral services complex. This linkage can best be secured
through a properly organised nternship programme. The way
in which the internship programme is organised at present is
wasteful. We recommend that, for purposes of training the interns
the district, sub-divisional and waluka/tehsil hospitals should be
used as the cut-reaches of the medica] colleges for entering into

the community and the programme itself organised on the broad
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nes indicated in paragraphs 7.10-13. We attach great im portance
v the desirabiliry of asmqat;nv general pracutioners of goc\ s‘*nd-
ng and cxpcncn,c in the training of unatr—vraduatw. The das

Coi-

.:;bxhty of continuing both the internship and the firs t year of the

‘unior residency as organised at present aiso needs e ,xammaac.n
Zstablishment of Medica! and Heals: Education Commission

8.06 There are several important issues in medical and health
=ducation which need discussions in depth and. decisions and what
is even more important, immediate, vigorous and. sustained imple-
mentation.  These include: the -determination of the objectives
of under-graduate medical education and giving a positive
community orientation to the entire programme; the re-orga-
nisation of pre-medical education in the 10+2+3 pattern; provi-
sion of the under-graduate curricuium including the preparation
of teachers, production of teaching and learning materials, adop-
tion of suitable methods of teaching and "\'BanUOP., the creation.
of necessary physical facilities in all medical colieges and conse-

‘quent reform of the hospitals attached to them; determining the

duration of the course and reducing it, if possible, by six- months
to one year, even while improving the standards; reorganisation
of the internship programme and of postgraduate teaching and
research, continuing education; and studies “of ‘medical and health
manpower needs; evaiuation of a national system of medicine;
and so on. No useful purpose would be solved by continuing
an endless debate on the content of these reforms. What is ncﬂdcd
most is the creation of & suitable structure, with adcquauc admi-
nistrative machinery and funds at is CL:Z)OSR., and to charge it
with the responsibility of determirning and 1mplcmcntmc a radical
programme of reform in rmdxcal and health education in the years:

ahead. From this pomt of view, we recommended that the Gov- ]

ernment of India shouid, under a.n Act of Parliament, 1mmcdxatf*lv
set up a Medical and Hcalth Education Commission for coordina-
ion and maintenance of standards in meadical and health educadon.

8.07 The Medical and Health Education Commission should

©-2 broadly patterned after the L'GC with 2 whole-time Chairman
-ho should be a non-official and 2 2 leading personality in the field
::" ealth services and ecducation. The toral me mt°rsmp should
; Dctwccn 9 and 15, one thirc representing the various Nattonal
ncils and one-third consisting of leadiz ing persons in the feld

b i.::alth and medical ecucation : Trs role should be
-smotive and supportive ov nansible ‘or D"m.
and 1mmcm‘:nanr' this
cation. It shouid
i:acmmr? and stops
s at its disposal in
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" 8.08 The Medical and Health Education Commission should
fanction as an apex coordinating agency and in close and eective
coliaboration with the National Councils. For this purpose, the
Government of India should open negotiations with ail the Coun-
cils and amend their Acts, especially with the purpose of making
them operationally viable and efficient to discharge the regulatory,
promotive and supportive functions. We also appeal to all these
Councils to cooperate with the Government in this programme.
In particular, each Council should be required to set up an edu-
cation panel on prescribed lines and the Medical and Health Edu-

<cation Commission should be under a statutory obligation to imple- -

ment its programme of reform in heaith and medical education
and also to operate its financial powers in consultation with the
panel of the concerned Council. This will make full use of the
prestige, authority, good will and expertise of all the National
Councils and strengthen the hands of the Medical and Health
Education Commission in implkementing a radical programme in
Health and Medical Education.

APPENDICES

APPENDIX 1I

Recommendations of varioes Conferences Committees. and Papers, Memorénda,
<. - received from various Individuals, Associations, etc., coosidered by the

'

a) Recommendations of various Confarncts/Commitfees. :
1. Reievant recommendations from the Bhore Committee Report—1946,

2. Recommendations made at the Conference on' Medical Education—
1955. N

.

1955.

4.  Recommendations made at the !st Conference of Deans and Principals
of Medical Colleges in India—1960.

‘5. Relevant recommendations from the Mudaliar Committee Report—
1961.

Recommendations made at the 2»d Conference of Deans and Prin-
cipals of Medical Colleges in India—1962. »

Recommendations made by the Chadha Committee for the streng-
thening of heaith services in the Malaria Maintenance Phasch{963,

Recommendations of Mukherjee Committee Report om Strengthenirig
of Health Services—1966. J ,

~Recommendations made at the 3ré Conference of Deans and Principals
.of Medical Colleges on Under-graduate Medical Education—1967.

10. Recommendations made by the Mudaiiar Committee on maintenance
of a High Standard of Preparaiory trainiag in the Pre-medical course—
186768,

11. Recommendztions- made by the “dedicci Education Commirtse in its
Report of 1969 which were modSed or znjarged at the Medicai Edu-
cation Conference heid in 1S7% xnd finally accepted by the Govern-
ment of India in s Resojution of 8-10-1970—1570. -

12, Recommendations made by the Fartar Singh Commiitee on Mult~
purpose Heaith Workers—1873.
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3. Recommendations made at the Conference on Medical Education—
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References, memoranda, papers, et »ceived from various cssecigtions,

individuals, eic :

1. Anand, D.
Professor of Preventive and social M=di-
cine, Jawaharlal Iostitute of Post-gradzzie
Mcdlcal Education and Researck, Pos-
dicherry.

2. Association, Indian Mcdlw’ Pamphis.
No. 37 of 8-4-74.

3. Assoctatlon Trained Nyrses of India "

4. liancrjee, D.
Jawaharlal Nehru University, New Dl

5. Bisht, D.B.
Pnnmpal, Jawaharlal [nsmute of Post-
graduate Ms=dical Education and K2-
search, Pondicherry.

6. Chaudhry, S. M.
lgx;;xtllana Azad Mzdical College, New
1

7. George, G. M.
Trichur.

8. Ghoshal, B. C.

A.D.G. (HA),
Directorate General of Health Services,
New Delhi.(formerly DAD{CH)

9. Health & Family Planning Ministry of. .

10. Kasliwal, R.M.
Jaipur.

11. Kumar, Sharad

Deputy Director Genere! (Mediczl),

Directorate General of Heulth Services.

12. Mathur, P. D.
Jaipur.

13.-Murthy, T. S.
Warangal

14. Naik, 1. P.
‘Member of the
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Note or the pomsed plu
for irzining of para-m\m..q}
workers.

Sugg-s‘nons r~g rding cha.xg‘s
in medical Education.

Memorandum opposing the new
cadre of Health Association.

Anarticle on Social and Cultura¥
Foundations of the Hezaith
Services Sysiem of India.

Note on  approach tg thne
training of medical students.
suited to Indian conditions,.

Su: --stions on changes  im
~ical Education. ¥

.
Opposition to Health Assistt ¥
Cadre. Suggestions on  re- 5
duction in MBBS course and ;
openins of new medicatcolleges.. J

chort on the activities of
Chittaranjan Mobile Hospitat
prepered at the end of the
4th Plan.

Views of the Group on the
suggestions for National Ser-
vices for a specified period
as a precondition for the
grant of a degres. i

Suggestions regarding training
of Hesalth  Assistant

A npote for rationalisation of
und:rgraduate medical cur-
riculum ina the Indian Medicai
‘Colleges.

Sugrsstions for improvement
t2aching in medical colleges.

Suipamt for Health Assistant
sére and proposal to rein-
{nzocuce BSe. (PH) school
gt WWarangsi if Central As.
istonee 1s forth coming.
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20. Sanjivi, K. S.

APPENDIX III

19. Ramalingaswami, V V.

18, Nay .‘ ushila Suggsstions regarding changs
Io.siurda Heslth Sociatey, Szvagram. in the pattern of undergra-
duar2 znd post-graduate madi-
¢zl education.
17. Pradhan, P.N. . N:2ed forcurriculum in Rural
Nagpur. . - M:dical  at undargraduste

and postgraduate levels £ir
a degree or diploma course

Puri, V, ¥V, . ) _ Suggestionsregarding changss in
Ex-S2.cretary,Madical Coundil of India medical education.

T . A note on some featurrs of
Director, All India Institute of Medical : nce--graduate medical 2du-
Sciences, New D:lai. cation.

- Paper on training of Madical
Madras. and Hezlih Assistants and

* changss in the contents of
curriculum for medical gra-
duates.

Training of Health Assistant

Venue of training.—Since the Health Assistant will be working pnman'ly in

the rural setting, a large part of his training should take place in that en-
vironment. Appropriate experience  is necessary in rural hospitals. in
demonstration and training health centres and in small rural dispensaries.
Thus the Health Assistants by working under close supervision in these
institutions will be prepared for work that may be less supervised. Dur-
ing his training the Health Assistant should spend more time in practical
field work rather than in the ciass room.

The Health Assistant should be trained in Government institutions.

c.ut-line of the curricalum —Curricolum for Heaith Assistants as well as cur-

ricula for existing Heaith Supervisors to qualify for Health Assistant after
an orientation course as well for regular training of new entrants have
been framed after a detailed study of the course contents of training for
the current categories of health workers and also proposed course contents

- for basic bealth workers. Heaith Assistants and other such categones of
workcrs avallablc in the field

FUNCTIONS OF TZE HEALTH ASSISTANT
Curative :

(a) first-aid in medical and s=zca]l emergencies;

“(b) diagnosis and outpatient T=atment of common diseases, major surgery

, in sub-centres;
(c) referral to the primary heaith centre of emergencies and cases requiring
hospﬂal.sauon

Pubiic Heaith Functioas:

et (a) -to carry -out ail functions required of the public health services andr

-family planning 2nd matermify child welfare services ;
(b)- immediate initiation of epdemic control measures ;

i 1) “Initiation and supervision of vaccination and preventive measures for

- communicable diszases ;

(d) school health and related activities, inciuding nutritionand dietetics,-

deatal and hezalth educatiom:”

(e) registration of births znd deafhs; :

(f) envircnmental sanitation. >ousing and latrines, disposal of sewags and
refuse. safe water SIpoiv. . ; ’

(g) reguiar visits to zil-the vil:zges in his area for the above functions.
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The Health Asu::ant is required to ac as tie nrs'-lme-of-dtmk against
dxscases ansmg from environmenta! sanitavien cefects. : «

3. Superwsory Funciions =

1. The Health Assistant wn]] exercise mpemnon over the area covered
by the mulupurpo:,c health .workers both maie md female.

2. The.Heaith Assxstams will check the work of the H~alth Workers both
male and female.

N
In the course of tour, the Health Assistam will ensure the regulanty of
visits, authenticity of records, rigid impiemessation of instructions, issued from
tme to time and mezintenance of ‘adequar standards of work .by the sub-
ordinate staff.

ORIENTATION TRA'NING COURSE FOR EXISTING H‘EALTH
SU”ERVISOR TO QUALIFY FOR HEALTH ASSISTANT -
Total duratlon of tralmng . . . . . . 6 moaths.
Institutional . . . . . 4 months. .
Fizld experiences at P. H C . « . . 2 months.
Totalnumber of working hoursin 4 months® 5%20x4=400 Hrs.”

L

hnowledge and skills required

-1, :rvision, guidance and control.
2. S cre-keeping, accounting and book-kesping: .
3. Treatment of emergencies. o ’ B
4. Medicaltreatment for various common ailmentsat
P.H.C.
5. H:alth administration.
Subjects to be covered : ' ¢
1. Anitomy and Physiology 5 . 25 hours.
2. Microbiology, Parasitology and Entomokoay « - « 30 bours.
3. Pharmacology and Pathciogy : ' . 50 hours.
4. Public H:21:h Administration inciuding sxore-kecpmg
accounting and book-keeing ; 5 90 hours.
5. Treatment of em=rgencies and diagnosis and trcatmem
of common diseases i . . : . 80 hours.
6. Hospital and casualty posting . . . i . 100 hours.
7. Environmental sanitation . A . 25 hours.

8. Examination,etc. . ¥ 1 5 % . 20 hours.

*Five hours a dayand tw:nty daysin amoath, ten days being allowsd for
Sundays, holidays and monthly tests.

REGULAR TQAIN'NG COURSE FOR HEALTH ASSISTANTS FOR
NEW ENTRANIS <8

Minimum qualifications for admission. . . . . *Higher Secondary

pass examinatiot or
its cquivajent with
medica! group of

subjects and
matkematics.
Toia! period of trzining . 5 PR . . s 2 yzars.
¢ ofinstitutiona ] reiinirg . . . . . . iyar.
- for field posting (internship) . . . . . € menths
of working hoursin onedy « v . . . 3 bours
No.of working hoursin one month . ” . . . &£x20=100hours
No.of yorking hoursin one semisster 6 meonths . F . 00 x3=500 hours

A WA et b,

vttt

T

e



PRpR DR R

L‘a S e

RN N Ry SR

1stand end sem3ster {3C00
Lab-procedurss and X L org ion If

3rd Semaster (50Chours) o7 sraiming indrsi-2id 2nd trediment
of minor ailments. N
Daiaijsof subjectsand topics withtims disribution (didactic and practicels ji—
i. Introudction F 8 . 5 . . . . 20 hours.
2. Basicsciencesand lab. procedurss Anatomwy, Paysiology, 100 hours.
Microbiology, Parasizojogy and Entamojozy, Patholcgy
and Pharmacology. .
3. Health Services Admiristratica . . . . 100 hours.
4. Control of communicz ble disezsesand epicdemilogyerd &0 hours.
national programmes. ‘
5. Staristics, socialsciencesandresearch methodology (data 1G5 hours.
¢>llzction, campilation,ta bulationand _presentation).
6. Eavironmsntal;sapitation . .+ . . e . 75 hours.
7. MCH. . 3 * - % . S - . 100 hours.
8. Growth and development . . . % . . 20.hours.
9. Nutrition 2nd nutritiondlprogrammes . . . . 50 hours.
10. School Health . . = N o - . . 20 hours.
11. Industrial Health . = é . . . . 20 hours. ’
12. B:alth education. . « e . . - . 75 hours.
13. Family Planningand Populaticaeducation . . 100 hours.
14, Nursing techniques apdarts. . . . . . 40 hours.
15. Laboratory techniques « s . . . « 50 hours.
16. Immuniztion and injection techniques . & . . 50 hours.
17. Examinations . . .« e . . . « 50 hours.
18. First-aid andtreatment of mincrailments . . 7. 332 hours.

1383 hours.

b

~* *With the adoption of 10+2+3 system of education the minimum
educationai qualification willbscome 1042 i.e., after 12 yearsat the school.
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Pt G

REPORT OF THE STUDY GROUP ON MEDICAL
CAZEZ SERYICES :

(AJIT PRASAD JAIN COMMITTEE)
SUMMARY OF RECOMMENDATIONS
ORGANISATICN COF MEDICAL FACILITIES
1. In order to develop institutional facilities the following
pattern is recommended to be attained by 1971 :—

eaching Hospitals . . 500 (to b= increased according _to the aum-
ber of students).
District Hospitels . 200 (may beraised vp to 300 bedsdeperding’
: on populi-tion).
Tehsil/Talug Hospitals 5 50 (may be raised deperdirgon pcriia-
tion),
Primary Hz21th Centres . 6 (may be increased to 100 derending
g on needs).

2. The bed strength of 125 districts which have at least ona:

200 bedded hospital may be raised to 300 depending on the popula-

tion served. In the remaining 210 districes hospitals, having less
than 200 beds, the strength should be raised to a minimum of 200
beds.  Ordinarily the distribution of these beds should be as
under :— '

Medical . 60
Surgical . . 4. . . . e e 40
Gynaecologyand Obstelicsihduding Moternity ., 35
Paediatries & . . « 5 - « = =0 . U5 -
Orthopaedies . . . .- ., ¢ s
Eye . . . F . . . .10
E.N.T. ‘ 3 s . . : ¥ 5 . 10
Skin . 5 . . . s oy 3 5 . 5
EMergency . . s s s . . . 5
Isolation . . e . . " s : 10
Psychiatry . 3 . " . . 5 .' . 5
200

3. Since the district hospital is to serve as a referral centre it
should provide specialist services in Medicine, Surgery, Obstetrics,
Gynaecology, Eye, E.NN.T., Paediatrics, Dentistery, Psychiatry, V.D.
The T.B. Clinic at the distsct headquarters, where it exists should
work in close liaison with the district hospital and the medical

. officer of the clinic shouid work as T.B. specialist to the district

hospital.
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4. Each of the g47 tehstls/wiuqs, which do not have hospi-
tals at present, should be provided with ons hospital each with a
_minimum bed strength of 50. Is other whsils or talugs, where
the bed strength is less than 50, it shouid b raised to a minimu
of s0. The distribution of beds should generally be; Medical=

20, Surgical = 15.  Maternity and Gyrazcology = 10 and Isola-
tion=5 beds. The tehsil/talug hospital should be provided with
three medical officers, one each for the three basic specialities i.c.

Medicine, Surgery and Gynaecoicgy and-Obstetrics.  The doctor-

in-charge of Gynaecology and Obstetrics should preferably be a’

woman, ~ She can also take charge of Maternity and Child Health
work and Family Planning.

; 5. At Primary Health Centres, of the six beds recommended,
4 should be for maternity cases and the bed strength could be raised
to ten depending on the needs. . .

6. The present number of beds viz. 3,18,000 should be rais-
ed to 4,20,000 in 1971 and to 6,30,200 beds in 1976, bringing the
bed-population ratio from 0.61 per thousand of population as at
present to 0.75 in 1971 and one bed per thousand of population by

1976.
5. A regular system of giving liberal grants-in-aid to volun-
tary and charitable organisations to open new teaching institutions
and other institutions for giving medical care and service should be
instituted on nor: rostrictive basls,

8. In order to make full utilisation of the beds available in
hospitals/Primary Health Centres, the following measures are
suggested :— :

(a) When a patient no longer nceds the speciaiised medical
care of a regional or a district hospital he should be sent
back to the tehsil/taluq hospital or the Primary Health
Centre nearest to his residence for general treatment.

(b) Convalescent homes may be set up where chronic and
incurable patients may stay on nominal payment and in
case of indigent persons free of charge.

(<) Medical Inns may be st up in the vicinity of bigger hospi-
tals, preferably by private bodies, where patients and
their relatives from mofussil areas may stay on payment
during the period of diagnosis; and

(d) Specialist, laboratory and diagnostic services as recom-
mended by the Group, may be provided scon at smaller
hospitals and Primary Health Centres in order to heip
create a climate of confidence and facilitate the working
of referral system. ‘

B s
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9. In order to provide specialist :orvices to the people living
in rural areas all teaching hospitals siculd be treated as regional
hospitals, each serving a spedned area or hinteriand covcring,_ it
necessary, two to thres districts. District hospitals, in areas which -
remain unattached to the teaching hossitzl, should be developed as
full-fledged referral centres. '

\ 10. Cases from district hospitals should be referred to teach-
ing hospitals, while cases from Tehsil /taluq hospitls and Primary
Health Centres should be referred to District Hospitals.  Primary
Health Centres should refer cases to their nearest referral hospital.
"The referring doctor, however, may in serious cases exercised his dis-
cretion and refer the cases to the teaching /special hospital direct.
Cases unless needing hospitalisation or specialised treatment should
be referred back to the originating hospitals or Primary Health Cen-

tres with proper diagnosis and instructions for further treatment.

11. In difficult areas and in areas where distances are long
and means of communication difficult such as hifly districts and
difficult areas like Bastar, certain tehsil /taluq hospitals should be
developed as full-fedged referral centres.

12. Mobile teams of specialists from district and teaching
hospitals should visit tehsil /taluq hospitals and Primary Health
Centres at regular intervals to advise the doctors on cases being treat-
ed there or for the transfer of cases needing specialist care
to referral hospitals. -

PRIMARY HEALTH CENTRES

13. The coverage of S0.000 population by a Primary Health
Centre is too heavy. In practice the Primary Hezlth Centre does
not serve more than 30 to 40 thousand people living within a radius
of two to four miles of the main centre and subcentres. It i,
therefore, suggested that by the year 1976 at least one of the sub-

centie in the Block should be raised to the status of Primary Health
Centre. '

14. Medical Officers of the Primary Health Centres should be
oriented in public health and training facilities for the type of staff
needed should be augmented. .

15. The lady doctor for the Family Planning work at the
Primary Health Centre should always be in addition to the lady
medical officer on health side. ; ;

16. In appropriate cases, wherever the need exists, the num-
ber of beds in the Primary Health Centre may be increased from 6
to 10.

17. Full use of spedalists visiting Primary Health Centre at
regular intervals should be made and the Primary Health Centze
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doctor should keep such cases needing specialist treatment in readi
ness. Ambulance service should also be fully made use of to make
the referral service successful. :

18. The laboratory technician with a microscope provided at
. the Primary Health Centre under National Malaria Eradication Pro-
gramme should be utilised to undertake simple tests like stool, urine,
blood etc. of patients attending the Primary Health Centre. '

19. The allopathic dispensaries functioning within the juris-
diction of the Primary Health Centre should bo continued as
hitherto and be treated as sub-centres to the main Primary Health
Centre. In Blocks which do not have a Primary Health Centre,
one of the existing allopathic dispensaries should be upgraded, to
the status of the Primary Health Centre and other dispensaries
would function as sub-centres. :

20. As an incentive to doctors to work in rural areas the pro-
vision of residential accommodation, grant of rural allowance and
posting by rotation’in rural and urban centres should be made a
must.  Efforts should also be made to improve working conditions
at the Primary Health Centres to form a unified cadre of doctors
in the State Government services and to provide regular training
facilides to the doctors of the Primary Health Centres preferably
at the district hospital.

OUT-PATIENT DEPARTMENT AND EMERGENCY
SERVICES

21. The Out-patient Department should be planned to pro-
vide services for one per cent of the population of the drea to be
catered for. It should be located at suitable distance from the in-
door wards, and be connected by a corridor to laboratory, X-ray
and other diagnostic rooms. In smaller hospitals and others where
sufficient accommodation is not available, the O.P.D. may be located
on the ground floor and indoor wards on upper floors.

22. The Out-patient Department should be sufficiently large
so as to avoid congestion. There should be a rcccption—cum-infor-

mation counter situated at a prominent and easily accessible place:

in the Central Registration Hall.

23. In order to help illiterate people coming from rural areas,
the Out-patient Department cards issued to patients should be in
different colours and if possible the symbois of speciality like Eye,
Ear, Nose, X-rav may bs printed prominently to identify concerned
clinical Department.

There shoulc be arrangements, in the vicinity of the hospi-
tal, for stay of patients and their attendants secking admission to
hosnitals for diagnostic purposes, either free or at nominal chargess.

A
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Such facilities can Sz easily provided by charity minded individuals
or organisations.. —Irovision of a cafetaria for patients and their
attendants should zlso be made.

- +ha

25. While planning out-patient Department provision for the
treatment of at least 10/ of the total number of patients expected
to attend the out-patient Department should be made for emergency

Cases.

26. An emergency ward should be added to every hospital
where a patient needing emergency service should be admitted at
once and kept for 24 houn, before being transferred to a regular

concerned ward.

27. Ambulance service to bring patients needing emergent
service should be provided at the Out-patient Department.

. 28. There should be separate doctors and other staff for the
Emergency Department and they should work. round the clock.
Services of other specialists should be available at call. The ser-
vices of a pathologist and radiologist should immediately be avail-
able to the Emergency Ward. In teaching hospitals there should
be a separate set-up of these services. '

29. The budget for drugs, medicines, instruments, equip-
ment and dressings for the Emergency Department should be kept
separate and be at least double of the needs of other corresponding
Departments.  Buffer stocks of drugs. should be kept with the
Medical Superintendent to meet the needs of the Emergency Depart-

ment.

SPECIAL HOSPITALS

30. To remove disparity in the distribution of special hospi-
tals, preference should be given to the backward States in the
matter of establishment of new special hospitals and provision of

. additional beds in existing institutions.

31. Treatment in spedal hospitals should be restricted to re-
ferred cases and cases which need specialised attention of the highest

order.

Tuberculosis

" 32. There should be no district without having at least one
T.B. Clinic with a minimum of 100 beds and those having less than
100 beds should be raised to 00 beds by 1976.

33. Domiciliarv treatment of T.B. should be intensified. = Ad-
mission of patients in T.B. hospitals should be conrined
to (1) medical emergencies, (2) surgery cases, (3) sputum positive
cases, and (4) cases not responding to domiciliary treatment.
23—88 CBHI/ND/84 -
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34.. District Tuberculosis Clinics /hospitals should run in close
liaison with Taluq/Tehsi} and District hospitals and T.B. Centres
should be in overall control of the Superintendent of the Tehsil /
Taluq/District Hospital. )

. 35. Régﬁlar supply of anti-tuberculosis drugs to the patients
attending the Tuberculosis clinics should e cosured and agency
of the basic health worker working at the Primary Health Centres

should be utilised to make available drugs to the patients domici-
liarily.

36. Before the mother is discharged from the hdspital the
baby should be B.C.G. vaccinated, For this adequate provision of
frecze-dried vacaine should bz made in maternity hospitals, <

Mental Hospitals

37- By 1976 the bed strength for mental cases should be rais-
<d to 1 : 15,000. Teaching hospitals should have 2 psychiatric
'~ clinic (Day Hospital) with 30 to 40 beds. District hospital should

have a psychiatric clinic with 2 minimum of 5 beds. - Regional
mental hospitals should be set up for a group of 8 to 10 contiguous
- districts.  Some of the existing meatal hospitals should be raised to
- the status of regional hospitals by inareasing their strength to 300—
400 beds.  Initially mental cases should be treated in psychiatric

clinics before being referred to teaching hospitals or to the mental
hospitals.

38. The existing medical colleges should be expanded to train
adequate number of doctors in mental sciences and teaching hospi-
tals be utilised for training para-medical personnel. :

39. The Indian Lunacy Act should be replaced by a suitable
Mental Health Legislation, ~ - :

Maternity Hospitals
40. The maternijty bed recommended by the Group, namely
70 beds in Teaching Hospitals, 35 in District Hospitals, 10 in Tehsil

Hospitals and 4 at each Primary Health Centre have been made on
the assumption that only such' cases that need hospitalisation, would

be admitted in hospitals and ordinary deliveries should be done in .
the homes of the patients by qualified midwives. ; =~

41. Facilities and equipment for applying advance practice in
the field of obstetrics and for isolatng septic from clean cases in
labour and for special nursing care to treat cases of toxaemia, teta-
nus, peurperal psychosis ete., which are now very much lacking or
- missing, should be made up.
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42. Training facllides for Midwives, Auxiliary 22~ = Mid-
wives and ior Dais should be made at the District Hosc +.. The
Lais sheuid also be paid similar stipend during the cours: - train-

ing as to Auxiliary Nurse Midwives.

Paediatric Hospitals

43. There should be one Paediatric hospital in eac: State
attached to one of the medical colleges. This hospital shouic have,
in addition to general section, a number of specialised sections such
as Paediatrics Haemotology, Endocrinology, Neurology, Surgical
Paediatrics, Orthopaedic Paediatric and Dental Services.

Cancer Hospitals

44. The cxisting four Cancer Hospitals at Bombay, Madras,
Calcutta and Delhi should be upgraded to regional centres and ope-
rational areas attached to each of them. In addition, two more
regional centres be opened one in Madhya Pradesh attached to
Bhopal Medical College and another at Varanasi, or at some place
in the State of Bihar.

Ophthalmic Hospitals

45. Training of specialists in Ophthalmology and provision of -
more beds to reach the norms of acﬁ'anccd countries namely, one
eye specialist and one ophthaimic bed needed for 10,000 and 3,000
population respecively is an ideal, which should be achieved. ~ The
work done by voluntary agencies in certain States in the field of

- eye relief is appreciated and suitable action be initiated in other

placc; also.

46. Mobile ophthalmic units, manned by the specialists of
the district hospital, should hold periodic eye clinics and camps at
Primary Hospital Centres. Periodic check up of eye discases
should be included as an important item in the School Health

rogramme. | ¢

Treatment for Leprosy Cascs

47. Excellent work done for the control of leprosy by volun-
tary agencies and International Organisations is appreciated and
they need further encouragement and financial help. -

- 48. Special emphasis should be laid on the detection of leprosy
in the School Health Programme for this age group.

49. Leprosy programme should be integrated with the Pri-
mary Health Centre and sufficient stocks of sulphones .should be
maintained at the Primary Health Centres who should obtain the
services of a spedialist at S.E.T. Centre wherever required.
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Infectious Diseases Hospirals -

50. The health authorities should take serious notice of the
deplorable state of affairs obtaining in Infectious Diseases Hospitals, -
State Governments should take over the responsibilities of running
Infectious Diseases Hospitals, in highly endemic areas, District
Hospitals should have isolation beds where communicable diseases
<xcept smallpox be treated, y

51. Cities with a population of 5 lakhs or more should have
an Infectious Diseases Hospital, Primary Health Centres. should
provide temporary shelter to Infectious Diseases patients, .

Dental Treatment

52. Fully equipped and staffed dental clinics should be set
up at the District hospitals where they do not already exist.  Be-
sides the dental surgeon, the Dental Clinic should have 2 dental-
hygienist and denta] mechanic. * Dental care of school children -
should be included in the Schoo] Health Service,

Convalescent Homes and Rehabilitation Centres

53. Convalescent Homes should be sct up in the vicinity of
teaching hospitals for chronic and incurable patients.

54. Facilities for rehabilitation, consisting of Medical Physical
taerapy, Occupational therapy, Speech Therapy and Prosthetic Sec-
tons should be set up at cach teaching hospital, At least one phy-
siotherapist should be appointed at the District Hospital.

INTEGRATION OF MEDICAL AND HEALTH SERVICES

55. Itis suggested that curative and preventive services,
Family Planning and Maternity and Chiid Health work should be
integrated from the highest to-the Jowest operational level under
a single administrative authority.

56. There should-be one single officer in the District respon-
sible for curative, preventive and family planning work and he be
designated as Chief Medical Officer, in ‘place of District Medical’
Oficer.  He should have two deputies to assist him—( 1) Deputy
Chief Medical Officer (Health) and Deputv Chief Medical Officer
{Family Planning & Maternity),  The present post of Family
Plannning Officer may be abolish=d. The Chisf Medical Officer
Wil be ex-officio Medica] Superintendent of the District Hospital
czd all other medica] institutions ia the Dismict will be under his

saarge. - All Civil Surgeons should be given three months’ orienta-
Son waining in public health so that they can work effectively as.

Chief Medical and Health Officer,
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=7. Medical Officer-incharge of the Primary Bealth Ceatre
hould be put.in full adminisiraziv 1 of the entr= health
shouid be put.in full adminisizazive control of the entir= hea
staff and be designared as the drawing and disbursing authority with
powers to grant leave to his staff.

STAFFING PATTERN AND REQUIREMENTS OF
EQUIPMENT

, 53. The standards for hospital appliances, equipment and in-
struments evolved by the Indian Standards Institute should be strict-
ly followed and no departure from these standards should
be permitted. ' :

59. -Staffing pattern for a Hospital with 50, 100, 200 and 300
beds have been recommended.

60. Private practice should be permitted to all Government
doctors except in the case of doctors working on the hesith side,
doctors working on laboratory and diagnostic services, doctors serv-
ing in teaching hospitals, Civil Surgeons of the Districts and Medi-
cal Superintendent of Hospitals and doctors working on research
projects.  Adequate non-practising allowance should be paid to the
incumbents of these posts. '

61. State Governments in the case of medical men working
in Directorates of Health and Medical Services and Central Govern-
ment in case of medical men working in the Directorate General of
Health Services should take their own decision in regard to payment
of non-practising allowance depending on their resources and service
conditions. ~

62. Doclors 'wprking-in difficult and remote areas should be
granted a special allowance during the period of their posting at
such places. :

63. System of honoraries should be continued in places where
whole-time Government doctors and specialists are either not avail-
able or Government cannot afford to engage them for want of funds.

* The services of eminent persons who are known to be devoted to
their profession and are prepared to work as honoraries, should be
utilised.  The honoraries should be subjected to same discipline as
whole-time doctors.  Their terms for recruitment and conditions of

. working like hours of duty etc. should be clearly laid down.

'LABORATORY AND DIAGNOSTIC SERVICES

64. Laboratory services in India vary from State to State and
within the States at all levels. Efforts to strengthen the services at
district and peripheral levels should be made. Any potential savings
by way of space, equipment, personnel and funds need to be over-
lookea.
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65. In teaching hospitals the set up of laboratory services
should include Cliniea] Biochemistry, incladng routine examina.
tions, Haematology including Biood Bank. Htopathology, Clinical
Microbiology including Stoo] CSF, Pleural zuids, Serology and
Surgica] Pathology, Autopsy including Cytoogy. . Each of these
sections should be under the charge of a comoetent and well train.
ed officer with a complement of technical staZ, but the responsibi-
lity for technical standards should rest with the pareat department
of the College. '

66." The set up at the District Hospital may include Haemoto-
logy including Blood Bank, Clinical Bio-chemwistry, Urine and Stool,
C.SF. Serology etc. and Microbiolo . If resources do not permit,
arrangements for such service may be made with the department
of Pathology and Microbiology in a neighbowring teaching hospi-
tal. Laboratories at. the District level shouid have 4 laboratory
technicians, 2 laboratory attendants, 2 sweeper and a clerk on their
staff. At the tehsil /taluq level there should be one laboratory
technician and one of the doctors should, in addition to his other
duties, look after the laboratory.  This doctor should be deputed
to a District Hospital for about 6 weeks training if necessary.

67. Non-medical graduates in Bio-chemistry or Micro-biology(_

* may be employed to do laboratory work.

training in pathology ‘should have sufficient postgraduate experi-
cnce in the speciality of the department,

69.  The number of technicians in a laboratory shéuld be fixed
-on the basis ef 1,000 tests per fully trained technician per month
as the maximum, . :

70- ‘The X-ray Department should be so sited as to be readily |

accessible to in-patient wards, the out-patient department and the
accident and emergency department,

71. Teaching hospitals should have four X-ray plants one of

300 10 500 M.A.; the second of roo M.A.; and third a portable
plant of 35—50 M.A. and the fourth 2 Dental X-ray Plant, besides
plants or machines for Diathermy and lamps for ultraviolet and
infrared. In large and busy hospitals there may be an additional
miniature Xeray set.

72. In district hospitals with 200 of more beds there should
be one 200 M.A. Unit, one 100 M.A. and one 35—s50 M.A. port-

able unit and one for denta] care, besides having lamps for ultra-

violet and infra red. The tebsil /talug hospitals should have one
l-ray plant of 50 M.A. and lamps for ultraviolet and infra red.

8. The departmental heads in 2 laboratory in large hospitals -
should be fully qualified medical man who in addition to general

i roxeg gl avie o
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73- Radiotheraov should »: confined to a few selected hespi-
tals and teaching hospitals.

74. Radioisotopes should e limited to teaching hospital: oxiy.
ANCILIARY SERVICES

75- Supply of linen in a Lospital should be the responsibility
- of an officer of the status of Matron or Assistant Matron who should
be in-charge of the service. Central linen room is recommended.

76. Clothing supplied to natients should be simple, economi-
cal, durable, clean and suited © the climatic requirements of the
place.

77- Mechanical laundry for linen in hospitals where the quan-
tity of linen is not less than 45,000 pieces per week is considered
_ economical, quick and involving the minimum wear and tear and
pilferage.  For this purpose smaller hospitals may be grouped.
Hospitals in the same city may combine to have central mechanical
washing. Small domestia washing machines may. be used in Dis-
trict and Taluq hospitals.

78. Hospitals with more than 200 beds should have a whole-
time dietician. In others one of the sisters should be trained in
basic knowledge of diets and put incharge ofdietary and food ser-
vices.  Trolleys insulated with saw dust and stainless stee] thermo
- Jars with a tap should be used for carrying food. Kitchen shouid
be preferably on the ground floor and be neat, clean and spacious.
Stainless utensils-and gas or smokeless chullah should be used.

79. Centra] Sterilisation Supply Department should be orga-
nised in all hospitals with bed strength 200 or more.  District
Hospitals should supply swrilised materials including dressings to
hospitals and dispensanies attached to them.  Blankets must be
thoroughly sterilised. The C. S. S. D. should be on the ground
fioor near the operation theatre and connected with telephone.

" 80. Non-store holding purchases organisation should be set
up in all States to coordinate the demands of medical stores and
drugs from various hospitals. Rate contracts should be settled with
‘suppliers/manufacturers and supplies received from them directly,
in larger packings and sent to the District Hospitals from where the
drugs and equipment be supplied to Tehsil/Taluq Hospitals und
Primary Health Centres in thedistrict.  Medicines should be stock-
ed for a period of six months. Quality control organisation shouid
ensure 1quleitj‘r of drugs received from suppliers and  supplied to
hospitals. :

81. Hospital pharmacies should be established in al] teaching
hospitals and tablets, injections, fluids and other common mixtures.
and ointments should be manufactured there.
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82. To check over-medication, there shouid be a Committee
consisting _ of specialists, who should meer penodically, examine
cases of misuse and €xcessive use and prescriptior of medicine, A
Prescribers’ Journa] should be started ‘by the Government of India
to begin with, ; -

83. The basis of treatment in hospital; should be the National
Formulary and the treatment should be prescribed by Pharmaco-

Pocia or generalic name ang use of branded ang patent medicines
should be discouraged. ‘

84. In addition to Hospita] Library, there should be a Pati-
ents’ Library having light reading and pictorial magazines, journals
and Periodicals, ag well as literature on dietary, nutrition
and health education material. At the Districr Hospitals there®
should be 2 fairly good library and doctors Working in other hospi-
tals of the district should become members and borrow books.
Medical and professiona] journals should be mad- available in all

Periodically a certificate to the Health Directorate thar all machines
and plants in the hospital are in working order and those out of
order have been sent for repairs.  Hospitals with bed strength of
=200 or more beds should haye a repairing cell consisting of one
Blacksmith, one painter, one carpenter and one Electrician,

86. In Teaching Hospitals providing post-graduate medical
studies records shoulq be kept in 2 precise manner with indexing
and oreserved in bound volumes or in microfilms, where felt neces-
sary.  The cases to be recorded should e marked by the doctors,
District Hospitals should adopt a simple method of record keeping.
Record should be maintained on the pattern of Internationa] Clags;.
fication of Diseases, In teaching hospitals there should pe one

cal Record Technician and one of the Medica] Officers in the hospi- ,:

tal should be made responsible for record kecping. More teaching

centres should be opened to train Medical Record Technicians.

87. All hospitals with 200 of more beds should have 2 blood
bank. " Doctors should persuade friends and relatives of patients o
donate blood. Bloog Bank: jg Teaching Hospitals should supply

WIS IR T et i
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lood to hospitats attached to them. These hospitals should have
refrigeration facilities and dust-free accommodation for storage and
equipment for blood transfusion.  Biood Banks should be equipped
with a udlitv van which should serve as a multipurpose vehicle for
transporting donors, blood donation teams and social workers, and
when free for propaganda purposes and for blood collection. A
small committee of experts to lay down standards for the collection
and storage of blood and for techniques of grouping and matching

sheuld be appointcd.

88. Designs of mortuaries for different sizes of hospitals have
been suggested.  Cold storage arrangements should be available in

 district and teaching hospitals. Cold room chambers should keep

a temperature of 4°C. Provision of ice in case of electricity or com-
pressor failure ~ should be made. The floor should be
stain-proof and easily washable.  Proper record for incoming and
outgoing dead bodies should be maintained and whenever required
the services of photographic and X-ray units should be avatlable.
Ground floor is the best location for a Morgue. It shouid have a
suitable exit leading to a loading area concealed from the view of
gaticnrs, and the public. - On an average there is one death per

ospital bed per vear and facilities for the custody of bodies and
post-mortems should be provided accordingly.

89. All out effort to inform the relatives, friends or persons
who may be visiting the patient during his illness, about the death
of the patient should be made before declaring a dead body as ua-
claimed.  Unclaimed bodies may be sent to teaching hospitals for
teaching and research purposes. Post-mortem need be done on
legal and police cases or for pathological purposes for teaching and

. research. = Delay in handing over the dead body on this account

should be minimised to the maximum extent possible.

SANITATION AND SECURITY ARRANGEMENTS PUBLIC
RELATIONS AND HEALTH EDUCATION

go. Full fleged House-keeping Cell with a qualified Sanitary
Inspector, Havaldars, Sweepers, Scavengers and Gardeners has been
suggested. :

91.. Three to four per cent of capital cost should be provided
for the maintenance and repairs of hospital buildings. - Restrictions
imposed on account of emergency or other matters in the allotment
of funds for repairs should not apply to hospitals.

92. Hospitals should have arrangements to maintain 2 daily
supply of 50 gailons of water per bed.  Drinking water in the
form of water coolers should be provided in verandahs and out-
patient department at suitable location. ~ Private donations should
be solicited for providing water coolers.
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93- One latrine seat for every six beds should be provided in
hospitals. Wherever piped water supply is available, all the sur-
face latrines should be converted into water-borne latrines attached
to the sewerage system or a septic tank. At other places water-
borne non-flushing latrines should be provided with a septic tank.

. 94. Cooks, food servers, attendants etc. who come in contact
with food should be screened and their health records maintained.

95. Regular physical verification of stores in all departments
will reduce pilferages.  Architects should pay adequate “attention
to consideration of security in the designing of hospitals.

Mﬁaw;vumumm{_ e L

'96. A good and courteous behaviour on the part of hospital *
workers and doctors and the receptiveness by patients and  their
attendants will constitute good public relations. "This cannot be
strictly enforced but are to be realised. -

- 97- In teaching hospitals, a Public Relations Officer should be .
appointed to look into the complaints and difficulties, bring them
to the notice of the concerned officer and secure redress.

98. In the Casualty and Emergency Departments the doctor
should be particularly polite and sympathetic and should spare no-
cHorts to console the relatives and attendants of the patient. A
brochure containing the “Dos” and “Don’ts” i.c. acts which he is
not expected to do, should be available for the benefit of the in-
patients.

99- Appointment of Hospital Advisory Committees in teach-
ing and district hospitals is suggested. These Committees should .
take lively interest in the affairs of the hospital and the staff and |
suggest measures to add to the comforts of patients, build better
relations and secure hospital support of voluntary institutions, chari-
tably disposed persons and social workers. _ i

100. Hospitals form an excelient nucleus for imparting health
education. In teaching hospitals there should be a qualified Health
Educator with medical or social science training. He should be-
assisted by medico-social workers trained in health education. The
set-up should include a projectionist to operate the audio-visual
equipment and artist-cum-photographer ~ for preparing education .
aids.  District hospitals should be provided with medico-social -
workers. The Medical Officer-incharge of the Primary Health
Centre should be responsible for heaith education in the Block and
he should utilise the Block Extension Educator in planning educa-

tion: matenal for the Primary Health Centre.

101. The equipment for health education work for hospitals.
of various sizes have been suggested.
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r02. Adeguzte display of heaith educacion matenal. be ks,

pamphlets and arrangements for display of short films may be c:zde-
in the Out-patient Departments in hospitals.

AUGMENTATICON OF RESOURCES

103. In order o augment financial resources the following

measures are suggested :— - .

(1) Levy of a charge of 10 paise- per attendance in the out-
patient departments of hospitals and dispensaries.

(i) A minimum charge of 25 paise per day of hospital siv.

(iil) Payment of dietcharges by patients who have a montaly

te)
mncome of Rs. 200/- or above.

(iv) Setting up of pay clinics in all m:ajdr hospitals in towns
with a population of five lakhs. o

(v) Provision of paying beds in district and teaching hosoi~
tals, where these do not exist.

(vi) Extension of Central Government Health Scheme and
Employees State Insurance Scheme.

(vii) Starting of Health Insurance Scheme in selected areas or-
among sclected groups of population.. '

(viii) Contribution from the L.I.C., and
(x1) Health Cess. -

104. The revenues, raised” by measures. suggested above,
should not go to the public exchequer but made avaliable to the-
hospital concerned cither directly or through an equivalent increase-
in its budget. Donations for putting up. of hospital buildings.
setting up of beds in them and for running hospitals should e
encouraged.

_ 105. Central Government Health Scheme and Emplovess
State Insurance Scheme should be extended to uncovered populaticn
and areas. Health Insurance Scheme may be tried on pilot basis
in sclected areas, both among the urban and rural populatioss.
State Governments should also initiate health insurance schems=:
for their employees by some banks and other organisations should
be discouraged and these organisations should also start their own
health insurance schemes. f ‘

106.. The Life Insurance Corporation should also join hands
with health agencies in their endeavour and be asked to set apart-
a prescribed proportion of its profits to finance the Health Insurance-
Scheme, |

107. . The levy of Health Cess as imposed in the State of

Mysore may be considered by other States also as.a source for rais--
Ing revenues.

S P e i . s
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FAMILY PLANNING PROGRAMME IN HOSPITALS

108. All medical men, general practitioners, specialists pae-
- diatricians and others should be made to take interest in Family
Planning work, and they be made aware of the urgency of the

population problems, modern methods anc latest research in Family

Pianning.

109. Family Planning Committees should be set up in all
hospitals to plan and review the progress made in regard to. Family
Planning. : - '

110. Family-Planning services should be provided in all hospi-

“tals through Family Planning Welfare Centres and no post should
be left unfilled. In teaching hospitals the Family Planning Welfare

Centres should work as a part of the Department of Gynaecology

and Obstetrics.  These centres should also organise “Well-baby™

Clinics.  Occasion: “hen women come for fitness for loop inser-

“tions or some other ramily planning advice, should be utilised for
detection of abnormalities/disease and wherever possible proper

advice given for treatment. ’

111, All hospitals should have facilities for sterilisation.

112. Doctors and para-medical staff who take active interest
in Family Planning, a remark to this effect may be made in his
character rolls. For outstanding work in Family Planning the
staff may be allowed double increments in pay.

113. As for educationa] programmes, ‘the - Family Planning
Welfare Centre should be situated at advantage point, all doctors
“wherever possible, should advise patients for Family Planning as

part of patient’s care; nurses during the patient’s stay in hospitals, -

can educate and motivate them for Family Planning.” At the time
when patient is discharged from hospital, eligible patients may be
clearly told the type of Family Planning advice needed and’ the
place to be visited by them. .

114. Orientation courses in Family Planning for doctors and
nurses should be organised in teaching hospitals.  Staff of Re-
gional Family Planning Centres may also be involved. ~Family
‘Planning should be made a subject of study in medical colleges as
part of undergraduate curricuium.

CENTRAL GOVERNMENT HEALTH SCHEME

115. High priority should be given to the construction pro-
gramme of dispensaries. The action on proposals  (?) to have a
separatae Hospital for Central Government Health Scheme bene-
“ficiaries in Delhi and (ii) 1o set up one poly clinic for every five
dispensaries to provide iaboratory, diagnostic and specialist services
‘should be expedited.

o
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116. Much o 22 time spent by the patents in the disoez-

sarizs will be redu>d if the Pharmacist’s counter is enlarged
accermmodate both < compounders dispensing special and ez
nary medicines and sepz-ate dmings be fixed for old and new ceses
and these timings are  strictly enforced excepting for emergency
cases.

117. Direct consuitation . with the specialists by beneficizries
drawing Rs. 1,200/- or more per month is not justified on madi-

«cal grounds and as such this distinction should be removed.

118. A Central Pharmacy be established in the medical <z
fpr the manufacture of certain drugs. -

119. The CGHS formulary of medicines is quite exhaustve.

" The practice of giving medicines outside the formulary and in ex-

cessive ‘quantity should be voluntarily discontinued and docors
should be considered as the best judge to prescribe the medicinss.

I20. A committee of experts should be set up to go into His
question and suggest measures for removing the disparity in expen-
iture in various dispensaries.

121. The use of proprietory names should be progressiveiy
climinated and the drugs should bear generic names.  Stricter inzer-
nal checks should be enforced to eliminate pilferage. To prevent
impersonation separate indentity cards for every beneficiary
taining his/her photograph should be issued. 4

122. The rates of contributions has remained the same sSnce

- the inception of the scheme in 1954 inspite of sharp rise i expendi-

ture.  Contributions made by  the beneficiaries to the C.G.HS.
should be raised in the same proportion as the rise in total emoic-
ments to the beneficiaries since the rates of contributions were last

- fixed.

»  123. Since the C.G.H.S., dispensaries are providing comore- -
hensive health care, they should be redesignated as “Health Centres
for Central Government Employees”.

DIFFICULT AREAS

124. The referral functions entrusted to . District Hospitals
generally, should, in case of Difficult Areas, be made in responsbi-
lity of the Sub-Divisional hospitals (tehsil, taluq or another suizble -
administrative sub-dvision.) These hospitals may have more than
50 beds and in addition to surgical, medical, gynaecological and"
obstetrics specialities should have other specialities such as opthai-
mclogy, dermatology, E.N.T. venereal diseases and dentistry.

125. The number of Primary Health Ceantres should be mised
o two in a Block. The frequency of visits of health workers
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should be raised gradually to one in 2 week. There should be a
provision of 10 beds and in addition an isolated hut.

126. Within areas of Primary Health Centres suitable sub-
centre to be known as ‘key villages’ should be seclected in such a
manner that one or another of the key villages lie within half a
day’s march from the fartherest village. Doctors from the P.H.C.
should wisit the village, examine patients and dispense medicine,
once in a week, on days extensively publicised.

12%. First aid kits should be kept in village- and school
teacher or a Surpanch or one of the Panchs should be given short
training course to provide first aid services to villages.

128. Doctors working an difficult areas should be**given
_higher rural allowance than obtaining in other rural areas. .

~ v||




