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APPENPIX 1.
“Sta dmeiit showsng average area and population of administrative units in the Provnces.

Per district Range of Variation.
' No. of | Ar 1 A | A
Name of Province. 0. O ea in verage verage . . .
districts. | sq. miles. |Population| area (in | population. Area in sq. miles. Population.
. ' ‘ sq. miles) .
[adras .. .e .o 24 *126,136 {*48,564,329| *5,255-7 | *2,023,514 989 to 9,107 209,709 to- 3,929,425
‘ombay - . . 19 76,443 | 20,849,840 4,023-3 1,097,360 153  to 6,646 261,147 to 1,373,466
jengal .. .. 126 477,408 160,306,525} 12,867-0 | 12,155,468 561 to 6,156 247,053 to 6,023,758
Mnited Provinces . .. .. 48 106,247 155,020,617 2,213-3 1,146,263 976 to 5,628 266,244  to 3,963,574
i .e .. 30 99,089 [28,418,819 3,303-0 947,294 80 to 9,979 38,5676 1,695,375
. . 16 69,745 | 36,340,151} 4,359-1 2,271,259 2,164 to 7,159 912,734 to 3,457,070
. 19 98,675 [16,813,584 5,177-6 884,925 2,435 to 9,205 438,342 to 1,549,509
.e 14 54,951 10,204,733 3,925-1 728,910 571 to 8,142 6,612 to 3,116,602
.o . 6 14,263 | 3,038,067 ; 2,377-2 506,344 1,098 to 4,216 289,404 1o 851,833
.o 6 32,108 | 8,728,5644,| 5,366-3 1,454,757 2,194 to 9,875 | 1,029,430 to 2,431,427
. 8 48,136 | 4,535,008 6,017-0 566,876 1,969 to 13,649 304,034 to 758,748
. 6 54,456 501,631 9,076-0 83,605 407  to 19,429 6,009 to 164,899
*Excluding Madras city.
{Excluding Calcutta city.
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APPENDIX 1—contd.

Name of Nun.ber Area  Popula- Average Aver;age

admiris- of (in.sq. tion area  popula-

Name of Province trative unit. such miles) (insq.  tion.

units. miles.)

1 2 3 4 5 6 7-
1. Madras . , +. Taluk 233 125,790 48,764,329 539-9 209,289
2." Bombay . .. Taluk 186 76,443 20,849,840 411-0 112,096
3. C. P. and Berar .. Tehsil 99 08,408 16,813,684 994-0 169,834
4. United Provinces .. Tehsil 206 106,149 55,020,617 3515-3 267,090
5. Punjab oo .. Tehsil 115 91,571 28,418,819 796-3 247,120
6. N.W.F.P. .. .. Tehsil 18 13,518 3,038,067 751-0 168,781
7. 8ind . .. Taluk 67 48,136 4,535,008 718-4 67,687
8. Orissa .. .. f Taluk* 21 - 17,632 2,083,126 834-8 142,054
-3 Thana 51 13,815 5,745,418 270-9 112,653,
9. Bengal . .. Thana 609 77,442 60,306,625 127-Z 99,025
10. Assam .. .. Thana 131 55,043 10,204,733 420-2 77,899
11, Bihar . .. Thana 201 69,356 36,340,151 345-C 180,797

*Taluk in respect of the portion taken from Madras Presidency & Thana in respeet
of that which was taken from *‘ Bihar & Orissa.”
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APPENDIX 2.
Long-term Programme,
8taff and hospital accommodation vn primary wnit, secondary vt and dis-

trict headquarters organisation tn'the long-term programme.

PRIMARY UNIT. SECONDARY UNIT. ¢
Name . No. Name No.
Contrclling Officers 1 | Administrative Officers .. .. 1
Medical Officers 5 | 650-bed hospital :
- Heads of the sections of medi-
cine, surgery, maternity,
Other staff : pathology & T. B. .. .. 5
Public health nurses 6
Midwives .. 6 | Medical Officers :
Sanitary inspectors .. 2 Senior Vlsmng officers (Part time) 26
Health assistants 2 Junior .. 12
Fitter mistry 1 Resident M. O. .. . 15.
Inferior servants 10 Anaesthetists . .. 18-
Pathologists .. .. 24
House staff .. . 45
75-bed hospital : :
Nurses :
Matron . 1| Nurses:
Assistant Matren 1 Matron . . 1
Night Sister 1 Assistant Matron S 1
Theatre Sister 1 Sister Tutor . 1
Ward Risters 4 Night Rister 1
Staff Nurses 12 Theatre Sisters . 3
Ward O. P. & Special depart
ment gisters . 40
Hospital social workers 3 - Assistant nigkt sist er 1
‘Ward attendants 8 Staff nurses 113
Compounders 3 Home sister 1
Cooks 3 Home keeper T, 1
Kitchen servants 3 Hospital social workers 15
Sweepers 8 Night staff nurses 2
Mistry 1 -
Malis 2
Kitchen staff*, -
cooks .. .. .. 15
Servants .. .. .. 15
1?&vlveepers . . . 50
istry .. . .. 2
Mali N .. 3
Other staff : e
Assistant Public Health Engmeer 1
Senior public health nurses . 2
Sanitary inspectors 2
Ward attendants 50
Compounders 25
Clerical :
Head clerk e .. 1
Clerks . " e 4
Statistical clerk e . 1
Typiste .. .. . 2
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APPENDIX. 2—contd.
Long-term Programme—contd.
District Headgquarters Organisation,

Name

Administrative staff :
Officer in charge of district health servxces .. .. ..

Deputies

2,500-bed Hospilal :
Heads of sections of medicine, matemlty, surgery and pa.tholoary

Research workers
Resoarch workers T. B.

Madical officers:

v

Senior medical officers
Junior medical officers
Resident M. O. )
Registrar & Anaesthetxst
Pathologmb

House staff

Nurses:

Matron Supermtendent
Matron

Assistant Matron
Sister Tutor

Night Sister

Theatre Sister

Sister nurses (for ward 0. P.

Assistant night sister
Night staff nurse

Staff nurse e
House sisters

House keeper

Hospital social worker
Jamadar .
Ward attendants
Pharmacist ..

* Compounders

Kilchen staff : .

Head cook .
Cook . .e
Kitchen setvants
Mistry .
Sweepers .. .
Mali

Public Health anmeenng

Sanitary engineers

Assistant sanitary engm.eers ..

Draftsmen
Inspector engmeermg

, Fitter mechanicl x4

Supervisory health visitor

Supervisory sanitary inspector.. o
QClerical staff : .

Head clerk
Accountant ..
Asst. accountant
Clerks

Statistical olerk

..

e

&' Special 'beptt.) .' .'

.. 1
..40rb5

—
[+ W

— o &
S TIPSR B R 0o

200
100-

80

200

_1L25

—
Is'l-n-tppgemb_g

ek
OO RO




APPENDIX 3,

Short-term Programme.
Staff of a 200-bed hospital and the administratwe organisation in @ secondary unté,_

Name

No. Scale of pay.

Supermtendent

M. O.’s in-Charge of Dapartments “of Medlclnq, Surgery,mld-

wifery & Gynaecology 4
M. O. in-Charge of Laboratory
House staff

Assistant M. O. in chatge of La,boratory

Part-time Doctors

Matron .
Assistant Matron .
Sister Tutor .e
Night Sister

Theater Sisters

Ward Sisters

Staff Nurses

Staff Nurses ..

Night Staff Nurses
House Sister
House'keeper

Senior pharmacist
Laboratory technicians
Caretaker

Laboratory attendants
Pharmacist .
Ward attendants
Sweepers

Cooks ..

Mali ..

Mistry ..

Clerk ..
Stenographer

Clerk . .P

Peons .. . . .

X-Ray Staff :

Senior M. O (X-Ray)
Assistant M. O. (X Ray)
Technician

Nurse ..

Attendants

Dental Service :
Orthodental Surgeon
Dentists ..
Dental hygienists

Rs.
500—30—800

400—30—700
400—30—1700
250—25—500
250—25—500
100 p.m.

200—10—300
150—5~~200
140—5—190
135—5-—185
125—5—175
115—5—166
100—=5—175
78—5-—126
75—5—125
100—5—150
100—5—150
60—3—90
60—5—100 -
40—2—60
30—2—50
40—2—60
30—2—50
25135
30—2—50
25—-1—35

© 40—2—60
150—10—250
100—5—200
75—5-—160
25—2—56

—

—
SR U2 et OO bt et bt DD T €O i DD b b el ek GO DD OB =t DD

bt

RO et bt i e i 0D

400—30—700
250—25—50
150—10—250
100—85—150
76—5—150
25—2—558

375-—25—750
250-—25—500
80—5—130

W DD et DD el bt e B

Administrative organisation in a secondary unil.

Name

No. Soue of pay.

Administrative Medical Officer

Deputy Administrative Medical Oﬂicet
Assistant Administraigve Medical Officer

(Maternity and CINId Welfare)
Agsistant Public Health Engineer
Senior Sanitary Inspectors ..
Senior Public Health Nurses
Head Clerk
Statistical Clerk
Stenographers v e
Clerk (1st Division) ..
Clerks (2nd Division) ..
Inferior servants .. ..
Dentist
Dental Hygwmsts
Attendant ..

<

Rs.
1,000—-50—1,200
500—30—800

—

400—30—700
400—30—1700
150—10—250
150—10—250
+ 200—10—300
200—10—300
100—5—200
150—10—250
75—5—150
25—2—55-
250—25—500
80—5—130
30—2—50

WD~

..
=IO RO s G0
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APPENDIX 4.

The Population of individual proviices ccvered by the scheme at the end
of first five and ten years.

End of five “End of ten

years. years, i
1. Madras .. . . .. .. 9,600,000 25,920,000
2. Bombay .. ‘- . . T. 7,600,000 11,400,000
3. Bengal . o .. .. . 10,400,000 31,200,000
4. U.P. .. . . .- . 19,200,000 28,800,000
5. Bihar . . . . . 6,400,000 18,560,000
6. Orissa .. ... .. .. . 2,400,000 4,560,000
7. Punjab .. . .. .. .. . 10,800,000 16,800,000
8. C. P & Berar .. .. Ve . 6, 030 000 9,120,000
9. Assam .. M . .. .. 2,800,000 5,600,000
18, Sind . . . . - 1,600,000 2,560,000
11, N.W.F.P. .. .. . .. 1,200,000 1,680,000

Total .. 73,080,000 156,200,000




APPENDIX 5.

A suggested scheme of implementation of thz prograsmme in individual

provinces during the first ten years.

MapRas (24 DisTRIOTS). 1941 Population 48-58 millions

PRIMARY UNITS3. SECONDARY UNITS.
r - - M = *
No.of Popula- No. of No. of No. of No. of No. of
Primary  bion dis- 3).bed 8soon.  200-bed  500-bed
units served. ponsaries hospitals  dary hoipitals hospita ls.
(40,000 inpri. in units. in *
Year. popula- mary units primary secondary
. bion) each units. units,
in a having
district. two emer-
gency and
two
matornity
beds.
1st Yoar .. 5 200,600 5 1 1 1 .
2:3 " L 5 200,000 5 1 1 1« ..
3d ., .. 5 200,000 5 i 1 1 -
th o, .. 7 289,000 7 2 1 1 .
P . . 10 409,000 10 2 1 1 .-
G, . 13 520,000 13 4 1 1 .
i o . 16 640,000 16 [ 2 1 1
ﬁ ° .. 19 760,000 19 8 2 1 1
gg . 23 920,000 23 11 2 1 1
I s .- 27 1089,009 27 14 2 1 i

Bousay (81 DsrrICTS). 1941 Pogpalation 29-85 millions.

PRIMARY UNITR. SECONDARY UNITS.
o . P,
P N ' - N
No.of Popula- No.of No. of No. of No. of No. of
Primary  tion dis- 30.bed  Bedon- 200.bed  500-bed
units served. pensaries hospitals dary hospitals hospitals.
{40,000 in pri- in units. in
. Year. popula- mary units primary secondary
tion) each units, units,
in & having
districh, twe emor-
genoy and
twe |
maatorn i
beda, v
1s% Year . 5 200,000 5 1 1 1 .
ol ,, . 5 200,000 5 1 1 1 .
3d .. 5 200,000 5 1 1 1 .
i{a ,, L 7 289,000 7 2 1 1 .
bth ,, .. 10 400,000 10 2 1 1 .
6th ,, .. 1. 440,000 11 3 1 1 .
Té .. 12 489,000 12 4 1 1 .
st ..~ 13 520,000 18 5 1 1
ok ,,. .. 14 560,000 14 " 1 1
1dh . 15 600,000 15 8 2 1
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APPENDIX B—contd.

Bxxear. (26 DisTriors).

1941 Population 60-31 millions.

PRIMARY UNITS.

SECONDARY UNITS.

2, A,
¥ R ~ . Al
No. of Popula- No. of No.of No.of No.of No. of
Primary  tion is- 30-bed Secon-  200-bed  500-bed
units served.  pensaries hospitals dary hospitals hospitals.
Yeasr. (40,000 in pri- in units. in
popula- mary units primary secondary
tion) each units. units.
in a having
distriot. two emer-
gency and
two
maternity
beds,
Ist Year . 5 200,000 5 1 1 1 ‘.
ond ,, .. 5 200,000 5 1 1 1 .
3d . 1] 200,000 [ 1 1 1 .
4th . 7 280,000 7 2. 1 | e
5th, ,, . 10 400,000 10 2 1 1 .
6th ,, . 14 560,000 14 4 1 1 ..
7th  ,, . .. 18 720,000 18 6 2. 1 1
st ,, .. 22 880,000 22 8 2 1 1
oth ,, . 26 1,040,000 26 11 2 1 L.
10tk ,, .30 1,200,000 30 15 2 1 1
- -~
Unitep ProvixCes (48 DisTricts). 1941 Population 55:02 millione
PRIMARY UNITS SECONDARY' UNITS.
r A " A A
No. of Popula- No.of No.of No.of No.of No. of
Primary tion dis- 30-bed Secon.  200-bed  500-bed
unjts served. pensaries  hospitals  dary hospitals hospitals.
(40,000 in pri- in units. in
Year. popula- mary units primary secondary
tion) each units, units.
in a baving
district. two emer-
geney and
two
maternity
bedas.
lst Year .. 5 200,000 5 1 1 1 ..
2nd . 5 200,000 5" 1 1 1 .
3rd » . 5 200,000 5 1 1 1 .
4th |, . 7 280,000 7 2 1 1 .
5th ., . 10 400,060 10 2 1 1 .
6th . 11 440,000 11 3 1 1 ..
e, o 12 480,000 12 4 1 1 I
8th ,, . 13 520,000 13 5 1 1 .
oth . . 14 §60,000 14 6 1 1 .
W0th . 15 X 15 8 2 1 1
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APPENDIX 5—conid.

Braar (16 DrstrICTS). 1941 Populatiop 36:34 millions,™

PRIMARY UNITS, SECONDABY UNITS.
A, P,
| ame N . il
* No. of Popula- No. of No. of Nd of No. of No. of
rimary  tion dis- 30.bed  Secon- 2)0.bed 590.hod
units served. pensaries hospitals  dary hospitals hospitals.
Year (40,000 in pri¢ in * units. in
popula- mary units primary secondary
tion) each units, units.
in a ~ having
distriot. two emer-
gency and
two
maternity
beds.
1st Year . 5 200,000 b 1 1 1 e
2nd ,, .. 5 200,000 5 1 1 1 2 e
3d ,, 5 200,000 5 1 1 1 .
4th . 7 280,000 7 2 1 1 .
5th ,, . 10 400,000 10 2 1- 1 .
6th ,, 13 520,000 13 4 1 1 o
Tth 17 680,000 " 17 6 2 1 1
8th ,, 21 840,000 21 8 2 1 1
oth ,, 25 1,000,000 25 11 .2 1 1.
0th 28 1,160,000 29 11 T2 1 1.
Orssa (6 DisrrIcT:). 164] Populaticn 8:73, millions.
PRIMARY UNITS. SECONDARY UNITS
[ g AT— - N O 2]
No. of Popula- No. of No. of No. of No. of No. of
Primary tion dis- 30-bed *Sacon-  20%b 1 3500-bed
units served. pensaries hospitals dary hospitats  hospitals,
Year. (40,000 in pri. in units, in
popula- mary units  primary secondary
tion) each univs. units.
in a having ;
diatrict. two emer-
gency and
two
maternity
beds.
1st Year 5 200,000 5 1 1 !
2nd ,, 5 200,000 5 1 1 1
3d |5 200,000 4] 1 1 1 ..
4th 7 280,000 7 2 1 1 .
6th 10 400,000 10 2 3 1 ..
6th ,, 11 440,000 11 3 1 1 ..
7th 13 520,000 13 4 1 1 ..
8tk ,, 15 600,000 15 6 2 1 1
9th ,, 17 680,000 17 8 2 1 1
Wwth ,, 19 760,000 19 10 2 1 1
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APPENDIX 5— contd.
Puxzaz (30 DisTriors). 1941 Population 28-42 millions.
PRIMARY UNITS. SECONDARY UNITS.
r— 3 A " —Ae Y
No.of Popula- No. of No. of No. of No. of No. of
Primary  tion dis- 30.bed Sehon-  200.bed  500-bed
units served. pensaries hospitals  dary hospitals hospitals,
(40,000 in pri- in _ units, im
popula- mary units primary secondary
Year. tion) cach. units, units,
in a having
district. two emer-
geney and
two
maternity
beds.
It Year . 5 200,000 5 1 1 1 =
xd 5 200,000 5 -l 1 1 .
3d ,, 5 200,000 & .1 1 1 .
4th ,, 7 280,000 7 2 1 1 -
bth 9 360,000 9 2 1 H .
s, . 10 400,000 10 3 1 1 .
7th 11 440,000 11 4 1 1 .
8th 12- 480,000 12 5 - 1 1 .
9h ,, 18 520,000 13 6 -1 1 .
o, -1 560;000 -14 9 1 H .
Eivigay, Peoiaxtms & Bear (10 Disrarors). 1841 Populasion 1651 milliodky
PRIMARY UNITS. SECONDARY UNITS.
le A amn s - A -
No.of «Popula- No, of No. of No. of No. of No. of
Primary - tion dis- 30-bed  Secon- 200-bed  500-be
units served. pensries hospitals dary hospitals hospitals,
(40,000 in pri- in unita, in
popula- mary units primary sscondary
Year. tion) each units, uRits,
in a having .
&istrict.. two emer-
gonoy and
two
maternity
beda.
16§ Year § 200,000 5 1 1 1 .
ond ,, 5 200,000 I 1 1 1 .
da 5 200,000 5 1 1 1 ..
dth ,, 7 282,000 g 2 1 1 .
%, s 320,000 8 2 1 1 .-
6th ,, 8 320,000 [ 2 1 1 ..
T, 9 360,000 9 3 1 1 ..
8h 10 400,000 19 4 1 1 .
% ., 11 440,000 11 5 1 H v
108 e 480,008 12 ] 1 1 .
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APPENDIX 5— contd.

1941 Population 10-20 millions.

Assam (14 DisTr10T3).
PRIMARY UNITS. SECONDARY UNTTS.
No.of Popula- No.of No. of No. of No. of No. of
Primary  tion dis- 30.bed 7 Sehon-  200-bed 500-bed
units served. ponsaries hospitals  dary bospitals hospitals.’
(40,000 inpri- in unita, in
Year. popula- mary units primary sccondary
tion) each units. units.
in a having
disfrict. two emor-
gency and
two
maternity
. beds.
13t Year 5 200,000 5 1 1 1
204, 5 200,000 5 1 1 1
3d 5 200, 5 1 1 1
4th ,, 5 200,000 5 1 1 1
5th 5 200,000 5 1 1 1
6th . .. 6 240,000 8 1 1 1
e, .. 7 280,000 7 2 1 1
8, .. 8 329,000 8 3 1 1
ﬁ . . 9 X -8 ‘4 1 1
¢ - . 10 460,960 10 3 1 1
Bovp {8 IysrRzors). 1841 Population 454 millien,
PRIMARY UNITS. SECONDARY UNITS.
r - A . ~— _AL -
No.of Popula: No.of No, of No. of No. of No. of!
Primary  tion dis- 30-bed Seocon-  200.bed 500-bed
units sorved. pensaries hospitals  dary bospitals hospitals.
(40,000 in pri- in units. in
Year. popula- mary units primary secondary
biom) each umite. ids,
in & having
digtrics. two omex-
- goncy and
twe
- materaity
beds.
185 Year 5 200,000 5 1 1 1 -
2nd ,, 5 200,000 5 1 1 1 .
xR, 5 200,000 5 1 1 1 .
4h 5 200,000 5 1 1 1 .
§th ,, & 200,000 5 1 1 1 .
6tk ,, 5 200,000 5 1 1 1 .
74, 6 240,000 .6 2 1 - 1 .
8th 6 240,000 6 2 1 1 .
9 . . 7 280,000 7 3 1 1 .
1w, s 8 320,000 8 1 3 1
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APPENDIX B5—contd.

N. W. F. P. (8 Dsrriors), 1941 Population 3:04 millions.
PRIMARY UNITS. SECONDARY UNITS.
L A '_\f-P-__—A-__—— _—
No. of -Popula- No.of No,of No.of No. of No. of
i tion dis- 30-bed Secon- 200-bed 500-bed
units  served. pensaries hospitals  dary hospitals hospitals.
(40,000 in pri- in units. in
popula- mary units primary secondary
Year. tion) each units. units.
in a having
district, two emer-
gency and
two
maternity
beds.
Ist Year .e [ 200,000 5" )3 1 1 .
2od ,, .e & 260,000 3] 1 1 1 .,
8d . 5 200,000 5 1 1 1 ..
dth . 5 200,000 ] 1 1 1 .o
6th ,, . b 200,000 ] 1 1 1 ..
6th ,, .. 5 200,000 5 1 1 1 .
7th . 6 240,000 » 8 2 1 1 .
sth 8 240,000 8 2 1 1 e
gth . 6 240,000 6 2 1 1 “
10th ,, . 7 280,000 7 .3 1 1 ik

a4t
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,APPENDIX 6.
Total provision of hospital beds of all types al the end of the first five and

lew years.
End of first End of first
five years. ten years,
General beds—

1, Primary unit dispensaries .. .. . 7,808 15,620
2. Thirty-bed hospitals .. . .ot 12,120 59,700
3. 200-bed bospitals .. . .. 43,200 43,200
4, 500-bed hospitals .e .o .. 69,500
5. Medical colleges .. .. .. 17,000 32,600
80,128 220,620
Tubercalosie beds e . .. . 6,600 13,200
. 86,728 233,820
Leprosy .. R .. .. .. 14,000 28,000
100,728 « 261,820
Menta) beds .. .. e .. .. 9,000 18,000
109,725 279,820
Existing . . . . . 73,000 - 73,000
Total ‘e .. . .. . 182,782 352,820
Aproximately . e .. . 183,000 353,000
Population .. e . «+ 330 millions 345 millions.

Rate per 1,000 population . . .. 0:556 1-03
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APPENDIX 7,

A provincial nutrition organisdtion.

Name.

No.

Scale.

taff—
Chief Nutrition Officer
Field—
¥ield workers
Inferior servants

Laboratory—
Chief Assistant .
{Chemistry & Biochemisiry)
Chemist .. Fs ..

Laboratory assistarnt

Animal attendants

Inferior servants
Office—

Stenographer

Typist clerks

Statistician »

Artist

Inferior servants

[ 7 V-

W ww -

[l -

Rs. 600—40—1,000.

Rs. 300—20—500.
Rs. 25—2—56.

Rs. 300—20—500.

Rs. 160—10—250
Rs. 50—5—100.
Rs. 25—2--55.
Rs. 26—2—56.

Rs! 75—5—150.
Rs. §0—5—100.
Rs. 150—10—250.
Rs. 100—5—150.
Rs., 25—2—55.
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APPENDIX &

A. Provincial venereal discases organicaticn and its expenditure.
Details of Expenditure. :

1. Provincial organisation— 1st five years 'Fen years.

1st year. .. . .. 1,80,696 Rs, Bs.

2nd ,, .. . .. *1,83,898

3rd ,, .. . .. 1,87,081] r

4th ,, .. . .. 1,90,2737

5th ,, .. .. .. 1,93,446 9,35,394 x11=1,02,89,334

6éth ,, .. AN .. 1,97,108

7th , - .. .. 200,317

8th ,, .. .. .. 2,038,948

9th ,, .. . .. 2,06,738
10th .\ .. . .7 2,09,949 19,53,454511= 2,34,87, 17
2. District organisation—

1st year .. e .. 13,497

2nd ,, ..% .. .. 14,039

3rd ,, .- . .. 14,582

4th 4, .. . ... 15,125

Sth , .. . .. 15,668 72,911%216= 1,57,48,776

6th ,, .. e . 16,382

Teh ., .. .. .. 16,934

8th , .. .. .. 17,485

9th ,, .. .. e 18,037
10th - ,, .. 18,580  1,60,358x216 = 3,46,33,008
3. Purclmse oj Drugs——

1st year .. . .. 4,000

ond ,, .. .. .. 4,000

3rd , .- . .. 4,000

4th ,, .. . .. 6,000

5th ,, .. , . 8,000 26,000%216=__ 56,16,600

6th ,, .. e .. 10,400

7th ., .. . .. 12,800

8th ,, .. .. . 15,200

9h .. .. . . 18,400 _

10th ,, .. .. .. 21,600 ~ 1,04,400 x 216= . 2,25,50,400

Total .. ‘ 3,16,54,1103 7,86,71,402
STAFF.
- Name. No. Scale.

1. Provincial Organisation—
Officer in charge
Assistant officers in charge
Propaganda officer .. Lt
Social worker supervisor ..

Rs. 600—30—1,000,
Rs. 500—30—800.
Rs. 350—25—500.
Rs. 250—25—500.

Propaganda workers . 100—5—150.
Clerks Rs. 100—5—200.
Accountant Rs. 150—5—250.
Stenographers Rs. 100—5—200.

DO KD et 09 OO =+ pp
w
@

Inferior servants Rs. 256—2—55,

2. Disirict clinic organisation—

Medical officer 1 .Rs.250—25—3500
Social worker ) 1 Rs. 1255150
Clerk 4 1 Rs. 100—5—200.
Peon . 1 Rs. 25—2—835.
Sweeper . \ 1 Rs. 25—1—35.

3. Provision for
purchese of druge—
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APPENDIX 9.
EstivaTes or EXPENDITURE ON MENTAL INSTITUTIONS.
Fusrt fiveyears.
(1) Improvements in mental hospifals. - Non.recurring Reourring
: Rs. Rs.
(a) Madras .. .. .. .. .. 10,00,000
(b)) Poona .. . R v 10,00,000
(c) Agrs, . . . .. .. 25,00,000
(d) Nagpur .. .. .- .. .. 25,00,000
(e) Lahore ]
= (new hospital 1,500 beds) .. .. . 50,00,000
{[) Ranchi
(Europe&n'Mental Hospital) .. .. 10,00,000
(9) Ranchi N .
(Indian Mental Hospital) .. .. Ve 10,00,000
(k) Thana
(Converted into Mental Deficiency or Senile
Home) .. .o .o . 5,00,000
) 1,45,00,000
(2) Opening of two new mental hospitals in Bombay &
Calcutta .. .- . .. .- 22,00,000
1,67,00,000
(3) Beds—8,000 *
(Total number in all the above eight mental hospi-
tals including 2 new ones)
@ Rs. 1,000/- per bed X 5 years .. .e 4,50,00,000
(4) Training of nurses in mental hospitals—2 years
course—100 nurses to be admitted for training each
ar. -
%‘%tal number of nurses that require stipends eto.
in first five years=000, @ 75/- per month .
900X 75 X 12 months .. .e .. 8,10,000
i
(5) Training of doctors in the United Kingdom 20 X 8,000 X 5 ~ 8,00,000
Dootors.
(6) Salaries of Central and Provincial Mental Officers:
Centre .e .e .o .e .e 1,66,560
Provinces .. . .- . .. 8,80,650
(7) Maintenance charges o roapital works .. . 10,02,000
—
Total (recnrring) 4,86,59,110
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(Rs.) (Rs.)

@ Res. 10,00,000 per hospital

APPENDIX 9-+contd.
EsrmaTes ol {xPENDITURE ON MENTAL INSTITUTIONS,
Second five years.
(1) Improvements to the remaining mental hospifals ; Non-recorring] Recurring
(a) Almedabad (500 beds) )
(b) Ratnagiri »
(¢) Dharwar ’e
(d) Calicut »»
(e) Waltair
(f) Baxreilly— (100, beds)

() Benares
(») Hyderabad (Sind)
(5} Assam—(1,000 beds)

10,00,000 x 9 =

jab, U.P., Bihar and Central Provinces, each- with
500 beds, @ Ras. 22 lakhs per hospltal for bmldmg
and equipment

{3) Opening of gre new mental hospitals in Madras, Pun-

(8) Ingreasing the bed strength of the two new mental
hospitals in Calcutta and Bombay, started in the
first five years, from 200 to 500 beds .

Total (non-recurring) Rs.

Reourring :—

(¢) Total beds (1st five years  2nd five years)

’ 9,000 4 9,000
=18,000

@ Rs. 1,000 per bed per year for five years -

(8) Training of nurses—50 nurses to be admitted each
year for two years course. Each nurse gets Rs, 75
p-m. as stipend during training 550X 76X 12= ..

(8) Training of doctors :
208,000 x5— .. .. . ..

LY

-

(7) Salaxies of Central and Provinoial Mental 7 Centre’

Officers attached to the respeotlve health
organisations

| Provinoes
(8) Maintenance charges on capital works ..

Total (recurring)

Grand Total (recurring) of the let ten years

90,00,000

1,10,00,000

22,00,000

2,22,00,000

9,00,00,000

4,95,000

8,00,000

1,73,460
10,32,350

38,37,000

9,63,37,810

’

14,49,96,920




APPENDIX 9—ooncld.

Mental Health Organisation.
"+ Denire : (Further details.) :
st year. -2nd year. 3rd year. 4thyear. b5thyesr 6thyear. 7thyear. 8thyear. 9thyear. 10thiyear.
. Rs.
Menptal Officer at the Centre @ Rs. -
1,900-—50—2,100 . 92,800 23,400 24,000 24,600  25,200s 25,200 25200 25200 25,200 25,200
Pension @ Rs. 176 p.m. 2,112 2,112 2,112 2,112 2,112 2,112 2112 2,112 2,112 2,112
Leave salary @ 15 p.c. 3,420 3,510 3,600 3,690 3,780 3,780 3,780 3,780 3,780 3,780
Allowances 3,600 3,600 3,600 3,600 3,600 3,600 3,600 3,600 3,600 3,600
Total 81,982 32,622 33,312 34,002 34,692 34,962 34,692 34,692 34,692 34,602
1st five years.  Rs. 1,66,560. '
Second fiwe years. Rs. 1,73{460.
1st ten years. Rs. 3,40,020.
Provinces : lst year. 2nd year. 3rd year. 4thyear. O5thyear. 6thyear. 7thyear. 8thyear. 9thyear. 10th year.
L4
Provincial Mental Officer @-
Rs. 600—40—1,000 plus 7,200 7,680 8,160 8,640 9,120 9,600 10,080 10,560 11,040 11,520
250 p.m. as special pay 3,000 3,000 3,060 3,000 3,000 3,000 3,000 3,000 3,000 3,000
Pensiong@ Res. 98 p.m. 1,1%¢ 1,176 1,176 1,176 1,176 1,176 1,176 1,176 1,176 1,176
Leave salary @ 15 p.c. 1,530 1,602 1,674 1,746 1,818 1,890 . 1,962 2,034 2,106 2,178
Allowances .. 2,000 2,000 2,000 2,000 2,000 2,000 2,000 . 2,000 2,000 2,000
Total 14,906 15458 16,010 16,562 17,114 17,666 18,218 18,770 19,322 19,874
1st five S, Rs. 80.050.
Second five years. Rs, 93,850.
1st ten years. Rs.1,73,900.
Rs.
Yor eleven Provinces : 1st five years : 80,050 11 = 8,80,550

Second five years : 93,850 11=10,32,350

} lst ten yeazs=Rs. 19,12,900.
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APPENDIX 10.
JEsTIMATES 0¥ EXPENDITURE ON LEPROSY ORGANISATIONS,
Leprosy (Centre). ‘
. Oentral Leprody Institute .. 1st five years, 1st ten years,
_ Rs. 'R
Non.reourring expenditure .. . 5,00,000 5,00,000
Recurring —
Ham’oenmoe @ 3 p.c. per year on the above *
ocapital works . . 30,000 1,065,006
*Annual reoumng oost moludmg salaries of staﬁ'
etic. 4,30,386 $,39,462
Total (l‘eonrting) ' 4,60,386 10,44,¢62
*Annus] recarring oost from year {o year :
R 1st 5 years.. ls iten years,
8.
1st year . . L 79,782
2nd year . . . 82,930
3rd year .. .o .. 86,077
4th year - .. . 9,223
5th year L .. . 92,372 4,830,386
6th year P .. .. 95,620
7th year e .. . 08,663
8th year .e .. 1,01,815-
9th year 1,04,963
10th year £ 1,08,110 9,39,462

LIBRARY

NATIONAL INSTITUTE OF
Uz C ADMIY 15T RATION

nieCos

g




ARYRNDTE W—aani,
Btaff of the Central Leprosy Insiitute (Zearstor socerte).

No. 18t year. 2nd yesr. 3rd yoar. 4thyear. Oth year. 6th year. 7th year. {S{;h year. 9th year. 10th year.

Chief @ 1,250.-50——1 750 .. 1 15000 15,600 16,200 16,800 17,400 18,000 18,600 19,200 19,800 20,400
. Benior Assistants— @ Rs. 800 ~ ] )
40—1,200 19,200 20,160 21,1204 22,080 23,040 24,000 24,960 25,920 26,880 27,840

2
Junior Assistants— @ Rs. 600~
80-~900 T2 14,400 15,120 15,840 16,560 17,280 18,000 18,720 19,440 20,160 20,880
1

§hoial worker— @ Re. 876—25—750 4,500 4,800 5,100 5,400 5,70C 6,000 6,300 6,600 6,900 7,200
,Bther staff including ministerial -
staff including contingencies @ .
Ra. 15,000 per year .. . .. 15000 15000 15000 15000 15000 16000 15,000 15000 15000 16,000
Pemgion & leave salary charges. .. .. 11,682 12,250 12,817 13,385 13,952 14,520 15,088 15,656 16,223 16,790

Total Ra. .. .. 79,782 82,930 86,077 89,226 92,372 95,520 98,668 1,01,815 1,04,963 1,08,110
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APPENDIX 10—contd.
Leprosy (Provinces).
Non-recurring. 1st five years. 1st ten years,
Rs. Rs. -~
1. Inercasing the existing beds provision by 14,000 beds
for institutional treatment, in the first five yea,rs @
Rs. 1,000 per bed per year . .+ 1,40,00,000
Adding a similar provmon durmg the second five
years . .. 2,80,00,000
Total (non-recurring) .. .. .. 1,40,00,000 2,80,00,000

(N.B.—Working details are given below item by item.)
I1. Recurring.
(a) Maintenanod @ 3 p.o. per year on the above
non-mEumng expenditure, assuming the. same’
annual inorease in the number of beds .. . 8,40,000 37,80,000
(b) Annual recurring cost for maintaining, from
year to ybar, the above-metnoned beds @ Rs. 400
per bed pér year .. . 1,68,00,000 6,16,00,000
{c) Cost of Provinoial Leprosy orgatﬁsatlons, after
reduction of the total by one-third, to conform ‘
more correctly to varying provincial rceds .. 24,094,646 55,79,926

{d) Propaganda and publicity @ Rs. 5,000 per
province per year .. Y 2,76 000 5,50,000

{e) Financial help to voluntexy organisations @
Rs. 125 per bed per year, for 10,000 beds during

tho first five years .. 62,50,000
Adding a similar provmon dunng the second ﬁve .
years .. - 1,87,50,800
{f) Development, of Group lsola.txon Cnlomes @
Rs. 3 lakhs per year .. 15,00,000 30,00,000
. Total (recwring) .. .. .. 2,81,59,646 9,32,59,926
Details: :

(@) Tt is assumed thav the increase of 14,000 beds is affected evenly
over tho first five years, or 2,800 beds are added every year. A similar
annual provision will be made during the second five year period also.

Maintenance @ 3 p.c. p.a.

lat five years. 1st ten years
Maintenancé charges on :

1st year capital expenditure Rs. 28,00,000 .. .. 3,36,000 7,56,000
2nd ” ” 5 .. .. 2,652,000 6,72,000
3rd ” e » .. .. 1,68,000 5,88,000
4th ” . " . .. 84,000 5,04,000
5th » ” » .. . 4,20,000
8,40,000
" 6th " " - " . 3,36,000
7th ” .o ’ .. .. 2,52/000
8th » - .. .. 1,68,000
oth " ,, v . .. 84,000
10th »s » ' .. . * e

37,806,000
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APPEND¥X 10-—concld,

X ok,
e

)
{ )New beds. Total beds. Total maintenance ohargas.
. : Rs.
1st year 2,800 . . 2,800 11,20,000
2nd year 2,800 .. .. 5,600 22,40,000
3rd year 2,800 .. .. 8,400 33,60,000
4th year 2,800 e .. 11,200 44,80,000 Rs.
Bth year 2,800 .. .. 14,000 56,00,000  1,68,00,000
6th year 2,800 . .. 16,800 67,20 000
7th year 2,800 . .. 19,600 78,40,000
8th yéar 2,800 .. . 22,400 89,60,000
gth year 2,800 . .. 25,200 1,00,80,000 Re.
10sb year 2,800 . .. 28,000  1,12,00,000  6,16,00,000
|
(¢) Details of annual expenditure Ic%n Provincial Leprosy Organisations.
8.
1st yoor .- .. 62,333
ondyear .. b .. . 65,653
3rd year . .. .. 87,564
4th year . .e .. 70,764 4 9
.. .. . 73,976 340,179%11
$th year O X X 94,04,640
fith year - . . 77,844
7th year .. .. .. 80,871
8th year .. . .. 84,320
9th year .. . .. 817,328 .
165k .. . .. 90,6567 60,809 X 11 x 2
yoar o7 LERX xR = 55,719,926
(€) 5000115 = 2,75,000
1st ten years 2,75,0004-2,75,000 . .
() 1st five yoars==10,000X 125X 5 . ==62,50,000
2n4d five years=20,000X 125X 5"~ . =1,26,00,000
Total ten years .. 1,26,00,06b+62,50,000 =1,87,50,000
(f) 1st five years .. 3,00,000% & =15,00,000

Ten years .. “ 15,00,000-4-15,00,000

= 5,50,000
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APPENDIX 1.

ESTIMATE OF DOCTORS REQUIRED AT THE END OF FIRST FIVE YEARS
AND FIRST TEN YEARS.

Medical Colleges : First
First five years. , ten years.

The estimate for a medical college has
been based on the suggestions put
forward by the Goodenough Com.
mittes, namely, for preclinical sub-
jects 89 and for clinical subjects 119
in each college.

Toltjal required .. .. .. I88x24 =4,612 43x188 =8,084
nit : .

2 Doctors for each primary unit .. 2%X1952  =3,904 - 2X3005 =17,810
30 Bed hospital : 1 Doctor esch . 1x404 =404 1x1990 =1,900

Secondary Unit ;
3 M.O.’s for each secondary unit .. 3x216 == G48 3x3856 =1,088
200 Bed hospitals : 15 Doctors for each 15X216 =3,240 16x216 =3,240

500 Bed hospital .. .. 16x189 =2085
Mobile, dentsl orgamsatxons . .o 1%3566 =366
District headquarters organisation : two
doctors for each . .. 2%x216 =432 . =432
Gendral Directorgte L . .e .21 e 21
Pravincial Directorale : . 2011 =220 . 220
Tuberculosid : '
5 Doctors for each 200-bed hospital
1:40 ve .. e 6x33 =165 5x 66 =330
Main clinics 3 for each . .. 3%x338 =99 3% 66 =108
District oliics: 2 for each . .. 2x183 =366 2% 366 =732
Travelling tuberculosis olinics’ . . . 1X710 =710
Mental diseases :
1 Doctor for 60 beds : 9,000 néw beds -
in each period .. . . .. 180 . 360
Malaria ; '
Headquarters e .e - - 44 .. res
Dﬁ txes - "u o - 22
%mi Unit, 10 for each provmoe o7 10x11 =11C 26X11 =275
prosy :
14,000 beds, 1 doctor for 40 v .. 350 .. 700
Venereal diseases :
Provinces . .. . Bx11 =56 lox11 =110
Districts .. e .. 1xa1e =216 2%216 =432
Aehool health :
2 for each province e . 2x.11 = 22 4%11 =44
Nutrition ¢
5 for each Prevince . ., 8x 11 w=f6 56

Totals , 15043 29,314

B
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APPENDIX 12.
Estimate of nurses for hospitats and dispensaries required at the end of
first five and first ten years.

anarv units dispensaries . . ..
80-bed hospitals ; 8 nurses per hospital
Secondry Unit.
200 bed hospitals 50 nurses per hospital
£00 bed hospitals 125 nurses per hospital
Hospitals atlached to Medical Colleges.
1,000 beds in each and 250 nurses

Tuberculosis.

200 bed hospital for every centre,
each hospital will have 20 nurses

Travelling tuberculosis clinics : One nurse
ineach . ..
Mental.

9,000 new beds in each pemod
I nurse for 20 beds

Leprosy.

First five years.
1062 1= 1,952
404X 8= 3,232
216X 650= 10,800
260 24= © 6,000
33x20= 660
Nil
450
\
700

To provide for 14,000 beds in each penod :

} nurse for 20 beds

-

Totals 23,794

First teni years,
3905x 1=3, 905
1990 8=16,920

216X 50=10,800
. 139 125=17,375

260 % 43=10,750

66x 20=]1,320

710X 1=710

900

1,400

- 63,080

Public health nurses for outdoor duty.

Primary Unit.

Public health nurses per unit 1952% 4= 7,808
_ Secondary Unit.
2 Benior public health nurses per unit 216X 2=432
Tuberculosis.
Three public health nurses for every main clinic 33X 3= 99
Two for every district clinic . . 183 % 2==366
S8chool Health.
1 Senior public health nurses for every Province 11x1=11
8,716

Total number of nurses required ( public health

nurses and hospital nurses)

32,610

3905 % 4=15,620
366 % 2="T10

66x 3=188
366 %2=732

17,282

80,362
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APPENDIX 13
NursERIES 1N THE SovIET UNiox.

(Exteact from Professor Henry E. Sigerist's book ‘‘Socialised Medicine in the
Soviet Union’.)

The Soviet nursery servos a three-fold purpose. It liberates the working
woman, it cares.for the child, and it educates the child as well as the mother,
The director of the nursery is generally a woman physician and the stafl
consists of doctors, psychologists, and nurses. Most nurseries have a capacity
of from about 50 to 125 children. They are organised in three divisions : one
for theinfants under one year, one for children in the second year, and one
for those in the third year. Some nyrseries are operated in shifts according
to the working hours of the mothers.

Today the equipment and routine of Soviet nurseries are more or less
standardised and similar institutions are found in Moscow and in the Cau-
casus, as well as in Central Asia and Siberia. On her way to work the mother
brings her child to the nursery, undresses him, puts the clothes in a locker,
and delivers the nude child to a nurse who weighs him and gives him to the
pediatrician for a routine examination. Tho temperature is taken andif
any symptoms are discovered, the child is brought to the infirmary or, in
case of more serious illness, to the hospital. If a child is found to be dirty
and neglected, the mother and child are sent home and a visiting nurse goes
to inspect it. Qnco in the nursery, the child is dressed in nursery clothing
and joins the children of his age. Small infants are kept in cribs; they have
toys to play with, arid at regular intervals the mothers come to nurse them.
The mother removes her working dress, and puts on a sterilised gown es-
pecially made for the purpose with slits at the breasts. After having fed
the child, the mother receives her own lunch in the nursery free of charge.
Insuch a way a very close co-operation develops between the nursery work-
ers and the mothers, who are in daily contact with pediatricians. In the
nurseries, mothers learn how a child should properly be dressed and fed.
They learn that fresh air is not harmful to children, as was believed for cen-
turies and is still believed in many parts of Europe. Home visitors inspect
the living places regularly in order to find out under what conditions the
children live,.

Once a child begins to crawl, he enters the second group. He then plays
in the pen and has a different set of toys. Gradually he is taught to develop
certain habits, such as bathing and eating. He learns to urinate and go
to the stool at definite times. Special tables accommodating three children
have been devised for meals, on the assumption that one nurse can feed
threechildren. Eatingin groups also develops a certain spirit of co-operation
for regardless of how greedy a child may be, he soon learns that he has to
await his turn. At the age of one year and nine months a child is expected
to be able to undress alone and at the age of two and a half years he is ex-
peci_;ed to make his own bed and to dress himself. Part of the standard
equipment of every mursery is a staircase and slide. At the age of two the
child is expected to be able to walk upstairs, and at two years and nine
months, to walk downstairs without holding on to the banister. Older
children play in groups ; their tovs are automobiles, locomotives, aeroplanes,
tractors, besides, of course, dolls and teddy bears. They sing and dance:
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Whenever possible, they play out-of-doors shovelling snow, and chopping
wood. In the summer many nurseries are moved to the country. The
children are brought in contact with nature and labour, and there is no more
touching sight than to see a brigade of youngsters watching a herd of cattle
or observing the work of a tractor and listening to an explanation of its use,

. At the age of three the child leaves the nursery as an independent little
citizen, who 1s healthy in mind and body and does not have to rely ou«ﬁlults
in his daily living habits. During these three years the mother has_ ad a
thorough education that will prove valuable to herin rearing later children.

APPENDIX 14,
Provincial Malaria Organisation.

(a) Provincial Headquarters staff:

First five years. Second five years.
Assistant Director of Health Services (Malariology)
Entomologist. .. .. ..
Sanitary Engineer
Overseers
Draftsman
Antimalaria Officer

1
1
1
4 | The same staff,
1
.. . . 1
Laboratory Assistants .. . .. .. b
2
3
8
2
2

Ry

‘Antimalaria Assistants .

Clerks . . S

Insect collectors

Inferior servants .. .. . ..
Sweepers . . . . .

(B} Regional Organisation.—While five Deputy Assistant Directors
arg eventually to be provided in all the major provinces none will be appoint-
ed during the first five years and only two such posts will be created during
wike sscond fiye years.

First five years, Second five years,
Deputy Assistant Directors of
Health .- .. 2
Nd Clerks .. . .o 2

{¢) Malaria Control Units :

Number of malaria control units to be

established during the
Staff of one unit :— First five years,  Second five years,
Antimalaria assistant . .o
Laboratory essistants o . 16 15

Malaria SBupervisors .. . ..
Hield workers . . .

gi—am*—
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List of equipment required for the Provincial Headgquarters Unit..

1. Microscopes, high power .. . . .. Ten.
2. Microscopes, dissecting, small .. .. .. .. Ten.
3. Microscopes, dissecting, binocular .. .. .. Two.
4. Other laboratory equipment of the type of hand lenses, breed- .
ing cages, glassware, balance, pnmus stoves, etc. 1nc1udmg .
chemicals .. . .. . Asrequired (A yearly
- alltoment of Rs. 800).
5. Surveyor’s equipment for the sanitary Engineer and his staff
6. Bicycles. .. .. .. .. .. .. Ten,
7. Typewriters, standard .. .. .. .. Two.
8. Typewriters, portable .. N RNET .. One.
9. Epidiascope for instructional purposes o .. .. One.
10. Cinema Projector instructional purposes . .. One.

List of equipment required for the Provincial control Unit.
(@) T-ransport———

(1) Trucks, 3[4 ton 4 4,'weapons carrier R .. Two.
(2) Trucks, 3/4 ton, 4 x 4 (Jeep) . . .. One.
(b) Tentage—
Tents, 160 pound .. .. . .. .. Three.
{c) Sprayers, spraying equipment, etc.— -
{1) Petrol driven sprayers, 1 to 2 H. P. .. .. .. Four.
(2) MISH type hand sprayers .. . . .. One hundred.
(3) Enapsack sprayers, oil . .. .. .. Twelve.
(4) Stirrup pumps, double barrel, complete with speclal nozzles,
lances, ete. .. . .. Twenty.
(6) Empty drums, 40 gallons .. .. .. .. Five.
(6) Empty drums, 5 gallona .. .. .- .. Twenty.
(7) Empty drums, 1 gallon .. .. .. .. Twenty -
(8) Buckets, 3.4 gallons . .o .e .. Forty.
{#) Field Worker's Implements—
(1) Hoes . . . .. o <o Two dozen.
{2) Pick axes .. . e 0 «. One dogen.
{3) Machetos .. .. .. . .. .. Two dozen.
(4) Axes, wood cutting .e . ve . Six,
{e) Laboratory equipment such as hand lenses, breeding cages,
catching apparatus, glassware, balance, primus stoves, ete. As required (A year-
ly allotment of Rs.,
'8,000/-

(f) Pertablo typewn'be; . . .. . -. Ome,
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APPENDIX 15.
MopeL Mosquito ORDINANGE.
United States Public Health Service.

Section 1.—It shall be unlawful for any person to have, keep, maintain,
cause, or permit within the corporate limits of............ any collection of
standing or flowing water in which mosquitoes breed or are likely to breed,
unless such collection of water is treated so as effectually to prevent such
breeding.

Section 2.—Collections of water in which mosquitoes breed or are likely
to breed are those contained in ditches, ponds, pools, excavations, holes,
depressions, open cess-pools, privy vaults, fountains, cisterns, tanks, shallow
wells, barrels, troughs (excegt horse troughs in frequent use), urns, cans,
bozes, bottles, tubs, buckets, deféctive house roof gutters, tanks or flush -
olosets, or other water containers.

.. Section 3.—The natural presence of mosquito larvae in standing or run-
ning water shall be evidence that mosquitoes arc breeding there.

Section 4.—Collections of water in which mosquitoes breed or are likely
to breed shall be treated by such one or more of the following methods as
shall be approved by the health officer :— .

(Here follows description of methods).

Section 5—1In case the person responsible for the condition of premises
on which mosquitoes breed or are likely to breed, fails or refuses to take
necessary measures to prevent their breeding within three days after notice in
writing has been given him by the health officers, or within such longer time
after such notice as may be specified in the notice, the said person responsible
shall be deemed guilty of a violation of this ordinance ; and for each day after
the expiration of three days from the day on which such notice is given him,
or for each day after the expiration of the time specified in the notice, as the
cage may be, that the person responsible fails or refuses to take such measures,
the said person responsible shallibe deemed guilty of a separate violation of
this ordinance, and in case of such failure or refusal of the person responsible,
the health officer is authorised to take necessary measures to prevent the breed
ing of mosquitoes, and all necessary costs incurred by the health officer fo
that purpose shall be a charge against the person' responsible.

Section 6 —For the purpose of this ordinance the person responsible for
the condition of any premises is the person using or occupying the same ;
or, in case no person is using or occupying the premises, the person who by
law is entitled to the immediate possession of the same ; or in case the pre-
mises are used or occupied by two or more tenants of a common landlord ;
each tenant, however, is responsible for that part of the premises, which he
occupies to the exclusion of the other tenants ; provided, that in case the
premises are-occupied by a tenant under an yearly or monthly tenancy, or
under a lease for not more than a year, or under any lease whereby the lessor
is expressly or impliedly obligated to keep the premises,in repair, and the
collection of standing or flowing water in which mosquitoes breed or are
likely to breed is owing to the disrepair of the building or buildings, or to
any natural quality of the premises, or to any*conditions that existed at the
time when the tenant entered into possession, or to anything done ox the
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premises by the landlord during the existence of the tenancy or leass, then
and in such case, the landlord is the person responsible ; provided further,
that any person who has caused to exist on any premises of which he is not
the owner, landlord, occupant, or tenant any collection of water in which
mosquitoes breed or are likely to breed is responsible, as well as the ewner,
landlord, tenant, or occupant, as the case may be.

Section 7.—For the]purpose of enforcing the provisions of this ordinance
the health officer, or his lawful subordinate, may at all reasonable times
enter in andupon any premises within his jurisdiction.

Section 8.—Any person found guilty of a violation of this ordinance, as.
described in Section 5 hereof, shall be punished by a fine of not less than
‘one dollar ($ 1) and not more than twenty-five dollars ($ 25).

Section 9.—This ordinance shall be in full force and effect on and after
the{...... «+.+.) day from the day on which it is approved.

Rl
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APPENDIX 16.
DesTrRUOTION OF MOSQUITOES;
Siraits Seitlements.
Ordinance No. 174.

To provide for the destruction of mosquitoes :—

1. Shorttitle. Application.—This Ordinance shall apply to all property
of every description including that belonging to or vested in or maintained
by the_Crown.

2. Interpretation,—In this Ordinance, unless there is something repug-
nant in the subject or context, \ _

“ House” .. includesdwelling house, warehouse, office, shop, achool
and any other building in which persons are em-
ployed ;

‘“ Mosquito ”.. means the insect and includes its eggs, larvae and
pupae;

“ Owner ”’ .. includes the person for the time-being receiving the rent
of any premises, whether on his own account or as
agent or trustee or as receiver, or who would receive
the same if such land or house were let to a tenant,
and includes the Crown ;

¢ Qocupier” ., means the person in occupation of any premises or
having the charge, management or control thereof
either on his own account or as agent of another
person but does not include a lodger ; .

“ Premises ” .. includes mossuages, buildings, lands, easements and
hereditaments of any tenure, whéther open or en-
closed, whether built-on or not, whether public
private, and whether maintained or not under
statutory authority ;

““ Banitar

Autho‘r{ty » .. means within.any Municipal limits, the Municipal
Health Officer and in any Rural District, the Rural
Board Health Officer.

8. Entry and inspection.by sanitary authority or authorised persom—(1)
The sanitary-authority or any person authorised by him either generally or
specially in that behalfin writing may, between the hours of sixin the momy-
ing and six in the evening, with or without assistants, enter and examine an a
premises in order to ascertain whether they or any thing thercon are in a
condition favourable to the propagation or harbouring of mosquitoes ; pre-
vided that no person shall, unless with the consent of the occupier, thereof.
enter any house under this section without twelve hours’ previous Dotice
being given to the occupier, if any, thereof.

(2) Subject tosuch notice as aforesaid, the owner and the occupier of any
premises shall permit the sanitary authority or any person so authorised by
him as aforesaid with or without assistants to have atcess thereto and to
any part thereof for the purpose of subsection (1) and shall supply all such
information as the sanitary authority requires and as is reasonably nece ssary
for that purpose.
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4, General power of sanitary authority to order action.—(}¥) The sanitary
authority, if as a result of any such examination it appears to him that any
premises or anything thereon is favourable to the propagation or harbouring
of mosquitoes, may, by order in writing addressed to the owner or occupier
of such premises direct him within a specified time to take such specified
measures with regard to the premises or for the treatment, destruction or
removal of anything thereon as may bring them into a condition not
favourable to the propagation or harbouring of mosquitoes.

(2) In particular and without prejudice to the generality of the powers
aforesaid the sanitaty authority may in such order direct the owner
or occupier to drain any land or fill up inequalities in the surface thereof
80 as to keep the land permanently free from standing water to the extent
required by the order.

B. Power of sanitary authority to order covering of tanks, etc.—(1) The
sanitary authority may, by order in writing, direct the occupier of any pre-
mises 80 to cover within a specified time and keep continuously covered any
specified vessel or receptacle, including any tank or cistern, on or appertaining
to the premises that mosquitoes shall be unable to enter such vessel or
raceptacle. .

(2) Where any premises are unoccupitd such order may be addressed
to the owner thereof ag if he was the occupier.

6. Power of sanitary authority to take preventive measures—The sanitary
authority or any person authorised by him, either generally or specially in
that behalf in writing may also, with the consent of the occupier, take such
measures as are reasonably necessary.—

(@) to destroy mosquitoes wherever found ;

(b) to collect and remove empty tins, cans, bottles or other receptacles
in which mosquitoes may breed ;

A
(¢) to cut down and remove any grass, bamboo stumps, forn or under-
. growth in which mosquitoes are likely to breed or be hdrboured ;

(d) to bring any water or sgamp into a condition not favourable to the
propagation or harbouring of mosquitoes-; )

{e) to fill with concrete or otherwise. treat holes or hollows in trees .
which hold or are likely to hold water.

7. Enforcement of order—(1) If the owner or occupier of-any premises
on whom an order under section 4or 5 has been served fails to comply with
the terms thereof, the sanitary authority or any person authorised by him,
either generally or specially in that behalf in writing may enter upon or into
the said premises with such assistants and things as are necessary and may
perform and do thereon or therein all acts and things required by the'said
order to be performed or done, and the cost thereof shall be recoverable from
the owner or occupier by the sanitary authority.

{2) 1f the amount of such costs is not paid by the party liable to pay the

same within seven days after demand, such amountmay bereported to a
Police Court and recovered in thé same way as if it was a fine imposed by such

Gourt. -

(3) Nothing in this section shall affect any liability of any person to
prosecution and punishment under section 8.
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8. Penalty for default.—(1) Any owner or occupier of any premises, on
whom an order under section 4 or 5 has been served, who neglects to comply
with the terms thereof, shall be liable, on conviction by aPolice Court, to a
fine not exceeding five hundred dollars or to imprisonment of either descrip-
tion for a term which may extend to six months.

(2) No person shall be punishable under this section for neglect to comply
with any order in respect whereof he has appealed ashereinafter provided
unless such order has been confirmed on appeal.

10. Persons unable to meet necessary expenditure—1f it appears to the
sanitary authority after due inquiry that any person has not the means to meet
the necessary-expenses of doing anything required to be done by him under
this Ordinance, such necessary expenses may be met from Municipal or Rural
Board Funds, as the case may be. ’

11. No compensation.—No person shall be entitled to compensation for
any expense incurred or damage occasioned by any order given or act déne
in pursuance of this Ordinance or any rule made thereunder unless such
damage has been occasioned maliciously or without reasonable cause.

13. Penalty for obstructing sanitary authority.—Any person, who obstructs
the sanitary authority or any person authorised by him orany person engaged
in carrying out this Ordinance in any act authorised by this Ordinance, shall
be liable, on conviction by a Police Court, to a fine not exceeding two hundred
dollars or to imprisonment of either description for a term which may extend
to three months.

14. Penalty for injuring works, etc., executed, etc., by sanitaryauthority —
Any person who, without the consent of the sanitary authority, interferes with,
injures, destroys or renders useless any works executed or any materials or
things placed in, under or upon any premises by or under the orders of the
ganitary authority, shall be liable, on conviction before a Police Court, to a
fine not exceeding five hundred dollars, and the sanitary authority may in
addition recover from such person in the same manner as if it was fine
imposed by a Police Court, such costs and &penses as it incurs in re-executing
the works or replacing the materials or things so intexfered with, injured,
destroyed or rendered useless.

15. Duty of owner and occupier to protect works for destruction of mosqui-
toes.—(1). Whero the sanitary authority or any department of Government or
the Municipality has constructed any works with the object of preventing the
breeding of mosquitoes whether before or after the coming into force of this
Ordinance the onwerand the occupier of the premises on which such works.
stand shall prevent such premises being used in any manner whatsoever thatis
likely to cause or has caused the deterioration or to lessen the efficiency of
such works.

(2) Penalty.—Where anysuch premises are used in such a manner asto
‘lessen the full efficiency of such works the owner and th8 occupier of such
premises shall subject to sub-section (4) be liable on conviction before a.
Police Court to a fine not exceeding five hundred dolfars and the sanitary
authority may enter upon the premises and execute any necessary repairs or-
work thereon and recover from such person in the same manner as if it was.
fine imposed by a Police Court such costs and expenses as itthereby incurs.
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. APPENDIX 17..
ANTIMOSQUITO PrOVISION IN TAE BoumBAy MUNieirAL:AcT,
Section 3.~ Definition of terms —

(¢) * Water work ” includes a lake, stream, spring, pump, reservoir,
}qi_sterns, tank, duct, whther covered or open, sluice, mainpipe culvert,
engine and any machimery, land, buildingor thing for,supply orused for
supplying watgr.;
() ““ Nuisance’” includes any act, omission, place.ox thing-which
.causes or-jg likely;to chuse injury, danger, annoyance .or offence to the
senge of sight, smelling or hearing, or-whichiis or may bé:dangetous to life
ot injurious to health or property, '
(aay ““;Dagigerops,Disease.’; meang,gholers and anygendemic, epidemic
or inféétiogs,?ji,spgse. by whieh the life of man js epdangered.

o Segtion 61— Matlers to:bei. provided for-by.the Corporativti.—It shall be
{ncumbent on the ., corporatien to make adequate provision; by any.means of
mgasures which is lawfully.competent ta them to 'usb«omtake;gfor each of
the following mafters, namely ) ,

ua{d) The reclamation:ofrunhealthy:Tocalities, the removalivfnoxious

vegetatiom:and.generally the abatement of all miisenices.

(9) Mensure§ f0r pieventing”and checking thé spPead éf’dangerous
digeases;

Section 64.—Special functipns of the Commissioner.—(3) subject, when>
‘gver it is in this Adt edptessly'do’diréétet, to the approval g ‘6aplticn Of the
corporation or the standing committee and subjécét &lsc £o allothiér rebttictions;
Jimitations and, conditions impoged .by this Act, the entire.g¢xecutivé power
for the purpose of carrying out the provisions of this Act vests in the. €om-
Jnissioner. -«

Section 68.—Municipal officers may be empowered to exercise certain of the
f:wers of the Commissioner.—(1) Any of the powers, duties or functions con-

rred or imposed upon or vested in the Commissioner by any of the gections,
sub-sections, or clauses mentioned in sub-section (2) may be exercised, per-
formed or discharged, under the Commissioner’s control and subject to his
revision and to such conditions and limitations, if any, as he.shall think fit to'
prescribe, by any municipal officer whom the Commissioner, generally or
specially empowers in writing in this behalf; and in each of the said sections,
sub-sections and clauses the word * Commissioner ”’ shall, to the extent
toﬂiwhich any municipal officer is so empowered, be deerhed to include sych
officer. "

(2) The sections, sub-sectidns and clauses of this Act referred t¢ ip spbe
section (1) aré the following namely :—

279, 374, 877, 381, 3814, 488, 489.

Bection 274.~Provisions ds t6 ‘cisterns.~41) Thé Commissiorier may
whenever it shall appear to him to be necessary, by' #ritten notice require,
$hat any premises fyrnished yith a private water-supply from any municipal
water-work ghall, within a reasonable, period, which shall be prescribed. in
fhe said notige, he.proyided with a storage cistern of such size, material, quality
pnd descrjpfion, apd .with such. fittings andplaced in such a position and ~ith
sich means of agcess ashe thinks fit..

H1342HSDC
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Bection 279.—~Power to cut off private water-supply or to turn off water —(1 ¥
The Commissioner may cut off the connection between any municipal water-
work and any premises to which a private water-supply is furnished by the
corporation or turn off the water from such premises in any of the following
cases, namely :—

(b) if the owner or occupier of the premises neglects, within the period:
»prescribed in this behalf in any notice given under sub-section (1) of section
274, to comply with any requisition made to him by the Commissioner re«
garding the provision of a storage-cistern, or the means of access thereto,
provided that............ the Commissioner shall not take action without-
the sanction of the standing committee.

Section 374.—Power to inspect premises for sanitary purposes.—The
Commissioner may inspect any building or other premises for the purpose of
ascertaining the sanitary conditions thereof. (But see Section 488).

Section 317.—Neglected premises.—If it shall appear to the Commissioner
that any premises are overgrown with rank and noisome vegetation or are
othcrwise in an unwholesome or filthy condition, or, by reason of their not
being properly enclosed are resorted to by the public for purposes of nature,
o1 are otherwise a nuisance to the neighbouring inhabitants, the Commis--
sioner may, by written notice, require the owner or occupier of sudh
premises to.cleanse, clear or enclose the same, or, with the approval of the
standing committee, may require him to take such other order with the same-
as the Commissioner thinks necessary.

Section 381.—Filling in of pools, etc., which are a nuisance— () 1f in the
opinion of the Commissioner—

(a) any podl, ditch, tank, well, pond, quarry-hole, drain, watercourse
or any collection of water, or -

+ (b) any cistern, receptacle for water or any article or thing capable of
containing water whether or not such cistern or receptacle, article or thing
contains water and is within or outside a building, or :

() any land on which water accumulates or is likely to accumulate,
ar

{d) any premises or part of any premises occupied or unoccupied, or
under construction, reconstruction or demolition, is or is likely to become
a breeding place of mosquitoes or which is in other respects, a nuisance
as defined in clause (z) of section 3. .

(#) The Commissioner may by notice in writing require t’he person by
whose act, default or sufferance, a nuisance arises, exists or continues, oris
likely to arise, and the owner, lessee or occupier of the land, building or pre-
wises on which the nuisance arises, exists or continues or is likely to arise,
or any ouc or more of such person, owner, lessee and occupier, to remove,
discontinur or abate the nuisance by taking such measures and by executing
such work in such manner with such materials as the Commissioner shall
prescribe in such notice.

(i%7) The Commissioner may also by any notice under clause (43), or by
another nonice, served on such person, owner, lessee and occupier, or on any
one or more of them require them or any one or morg of them to take all steps-
requisite or necessary to prevent a recurrence of the nuisance, and may, if he
think« it desirable, specify any work to-be executed or measures to be earried
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‘outor that purpose, and may serve any further such notice notwjthstanding
that the nuisance may have been abated or removed, if he considers that it 18
likely to recur.

Provided thatif at any time within six months from the date of the service
of any such notice, the nuisance recurs through the failure of the person o
persons upon whom such notice has been served to comply with the require-
ments contained in suich notice, such person or persons shall be liable witho!
sny further notice to the penalties provided in this Act for offences under
this section.

(¢v) Where the nuisance arises or exists or is likely to arise or recur in
connection with the construction, reconstruction or demolitiow of any pre--
mises, or part of any premises, the Commissioner may in addition to serving
any notice on any one or more of the persons mentioned in clause (i) serve
any such notice on any architect, contractor or other person employed to
‘earry out such work of construction, reconstruction or demeolition, and also om
any Bub-contractor employed by such contractor or other person, or any
one or more of such contractor, person and sub-contractor.

 Section 3814.—Permission for mnew well, etc.—(1) No new well, tank, _
-pond, cistern or fountain shall be dug or constructed without the previous
permission in writing of the-Commissioner. '

(2) If any such work is begun or completed without such permission,
the Commissioner may either—

(a) by written notice require the owner or other person who has done
such work to fill up or demolish such work in such manner as the Com-
aissioner shall prescribe, or

(b) grant written permission to retain such work, but such permission-
shall not exempt such owner from proceedings for contravening the Ppro-
visions of sub-section (1).

Section 461.—By-laws, for what purposes to be made.—The corporation
may from time to time make by-laws, not inconsistent with this Act, with
respect to the following matters, namely :—

(@) regulating, in any particular, not specifically provided for in this
Act, the construction, maintenance and control of drains, ventilation-shafts
or pipes, cess-pools, water-closets, privies, latrines, urinals, drainage-works .
of every description, whether belonging to the corporation ot to other persons
municipal water-works, private communication-pipes and public streets ;

(b) regulating all matters and things connected with the supply and
use of water.

Section 471.—Certain offences punishahle with fine—whoever
(a) contravenes any provision of any of the sections, sub-sections or
clauses mentioned in the first column of the following table, or of any
regulation made thereuader ; or
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(b) fails to comply with any requisition lawfully made him ynder
"afiy of the said 'sectioms, sﬁb%égcﬁ;lngpb’f'clgﬁses*; PROR A, }

‘shall be punished, for each such loﬂ'ence; with fine which may extend tp,!the

amount mentioned in that behalf in the third column of the zaid table.

. '3 - v

Bection, sub-section Subject. Fine which may
or clause. ' . " be in_:po}sl'g(?.
o ‘ P . Rs,

Section 274 .. Requisition to' provide storage cisternsand . 50

Il

other fittings to be used for conmections
with water works.

Bection 377 ° " «. Regnisition to cleanse; etc., neglected prémises ‘ 0

Bection 381 F5| .. Requisitionto.-fill in pools, etc,, which are a 50
) nuisance. .

Bection 3814, sub-  Digging or congtrueting Wel!, etc., without per-, 500

* gection (1). ! migsion., ) ]
Bectioh 381 A sub.” Regquisition to fill in or demolish well, ete. . 500
« sedtion (2). » :
Section 472 —Coritinuing dffences.>—~Whdever, after having been'coti-*
victed of— , . 5
" (a) contravening any ‘provision of any of the sections; ‘sub-sections
of clauses mentionéd in the first column of the following table, ot of ap'?f'
regulation made, thereunder, or N i
(b} failing to. comply with.any requisition lawfully made npon him
under any of the said sections, sub-sections or clauses, i
conginues to contravene. the said provision or to neglect to comply with the
said requisition, or fails to remove or rectify any work or thing done in-
contraventioh of the said provision, ak the case may be, shall be punished for-
each day that he continues so to offend, with fine which may extend to the
amount mentioned in that behalf in the third column of the said table.

Ty

ey

Beetion, sub-section Dai!{',
or clause. Subject. Fine whick
may be
imposed.
Bection 377 .. .. Regulation to cleanse, etc., neglected premises b
Bection 381 .. .. Requisition to fill in pools, etc., which are & | 80
nuisance.

Section 3814, .8ub:section Requisition to £ill in or demolish well, ete. .. 50
).

.Sé‘ct,ion 488 = Power of entry—The Commissioner may enter into or
upon any building or land, with or without assistance or workmen, in order to
make any inspection or survey or to execute any work which is authorised by
this Act or by any regulation or by-law framed under this Act to be made or
executed, or which it is necessary for any of the purposes, or in pursuance of
any of the provisions, of this Act-orof any such regulation or by-law, to make
sr-executes:

7 Provided that—
(@) except when it is in this Act otherwise expressly providéd, no suck
ontry shall be made between sunset and sunrise ;
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(). except when itis in this Act otherwise expredsly provided, no bujld-
dng which is used as a human dwelling shall be so entered, unless-with the
consent of the occupier thereof, ‘without giving the said occupier not. less
than twenty-four hours’ previous written notice of the intention to make
such entry, and unless for any sufficient reason .it shall be deemed in-
expedient to furnish such information, of the purpose thereof;,

(¢) sufficient notice shall in every instance be given, even whern any
premises may otherwise be entered without notice, to enable the inmates
of any apartment appropriated to females to remove to some-part of theé.
premises where their privacy need notbe distirbed ;

(d) due regard shall always be had, so far as may be compatible With
the exigencies of the purpose for which the entry is made, to the social
and religious usages of the occupants of the premises entered.

Section £89.— Enforcement of orders to execute works, etc.—(1) When any
requisition or order is made, by written notice, by the Commissioner or by any
municipal officer empowered under section 68 in this behalf, under any section,
sub-section or clause of this Act mentioned in sub-section (2), a reasonable
period shall be prescribed in such notice for carrying such requisition or order
into effect and if, within the period so prescribed, such requisition or order or
any portion of such requisition or order is not complied with, the Commissioner
may take such measures or cause such work to be executed or such thing to be
done as shall, in his opinion, be necessary for giving due effect to the requisi-
tion or order so made, and, unless it is otherwise in this Act expressly provided,
the expenses thereof shall be paid by the person or by any one of the persons
to whom such requisition or order was addressed.

(2) The sections, sub-sections and clauses of this Act referred to in sub-
section (1) are the following, namely :—

274, 377, 381, 381A.

(3) The Commissioner may take any measure, execute any work or cause
anything to be done under this section, whether or not the person who has
failed to comply with the requisition or order is liable to punishment or has
been prosecuted or sentenced to any punishment for such failure.

Section 517 — Legal proceedings.—(1) The Commissioner may—

" (a) take, or withdraw from, proceedings against any person whe is
charged with—
(s) any offence against this Act ;

. (#) any offence which affects or is likely to affect any property oz
interest of the corporation or the due administration of this Act ;

(#3) committing any nuisance whatsoever.

_Section 518.—Power to Government to provide for performance of duties
8 default of any municipal authority. (1) If, upon complaint being made to
him and after such inquity as he thinks fit to make, it shall at any time appear,
to thé Governor in Council that any of the provisions of sections 61, 381 and
3814A,...... have not been or are not being duly carried out or enforced,
she Governor in Council may make an order prescribing a period within which
such provision shall be carried out or getesESREpMRGIA~:
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(2) Provided, that, except in any case which appears to the Governor
in Council to be one of emergency, no such order shall be made until after the
expiry of one month from the date of service of a written notice on the corpo-
ration, and, if the Governor in Council shall think fit, on the Commissioner,
requiring cause to be shown why such order should not be made, nor until the
cause, if any, so shown has been considered by the Governor in Council.

(3) If, within the period prescribed in an order made under sub-section
(1) the provision is not carried out or enforced, the Governor in Council may
appoint some person to carry out or enforce the same and may direct that the
expense of carrying out or enforcing such provision together with such reason-
sble remuneration to the person carrying out or enforcing the same as the
Governor in Council shall determine, and the cost of the proceedings under
this section shall be paid out of the municipal fund. B
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APPENDIX 18.

ExyracTs FROM THE ANNUAL REpORT OR THE PusLio HEALTH
CoMMISSIONER WITH THE GOVERNMENT OF INDIA FOR 1936.
(1) The Leprosy Colony at Uzuakoli in Africa.

During 1936-37 the colony had a total population of 1,061 inhabitants,
of whom 901 were resident patients on 31st March, 1937. A few years pre~
wlously the site of the colony was a dense jungle, but Dr. Brown, the first
Modical Superintendent, who built up the institution, worked with enthu-
siasm, patience and tact and since August, 1932, when the first patients were
admitted, the colony has grown into a community of lepers, who carry out
among themselves all the functions of civilized life including agriculture,
industry, housing, education of the children, social actiyities and even mainte-
mance of law. All”patients are expected to work. Every able-bodied
patient receives on admission a farm and a certain quantity of sced ; at
“harvest time he has to refurn a portion to the community store. Various
Yocal agricultural products are produced. The palm oil industry is a flourish-
ing concern, whilst other industries include weaving, carving, tailoring, net
making, manufacture of musical instruments, basket making and soap manu-
facture. The cultivation of Hydnocarpus wightiana is also being attempted.
Road making and house-building are important occupations and blacksmiths
and carpenters thrive. All of the 170 children in the colony attend the school
which is staffed by eight teachers, some of whom had teaching experience
defore they joined the colony.

As the outside population have a prejudice against buying articles made
by lepérs, these are sold by the patients to their fellow patients, so that inter-
pal consumption forms the main incentive for industrial activity.

Exercise for the patients is by no means neglected. For many, their
occupations afford sufficient exercise in the “open air ; for those who work
indoors, like teachers and nurses, football, volley ball and tennis provide
zecreation and exereise. _

The most admirable part of the community life is the excellent discipline™
and spirit of-harmony that prevail among the inmates although about 300
willages are represented in the 'colony. All offences are tried by a court
consisting of the Chief assistud by a council of headmen and a head woman
and although all have a right of appeal to a special court conducted by the

medical officer, its jurisdiction is seldom necessary.

" Seventeen babies have been born in the colony to leper mothers.  These
infahts were all separated from their mothers at birth and were admitted to a
‘Babies houss, whore they were brought up on artificial foods, exception being
made in the case of small and feeble infants, which were permitted to be
breast-fed by the mothers, care being taken to prevent contact with the
mother except at the nipple.

All patients received treatment on modern lines and during the year 17
persons were discharged as cured because of “ absence of symptoms, return of
pigmentation and sensation in the patches, and repeated negative bacterio-
{ogical examinations. ”

The whole institution is managed on an economical basis and running
costs amount to the incredibly small sum of about Rs. 3-8-0 per patient pep
month, this including the staff comprised of a Medical Superintendent, .a Tog
H worker who looks after the industrial and agricultural side of the work,
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lady honorary worker, who attends to the unaffected children and the nur-
sing gtaff. This is a surprisingly fine achievement and jt has been rendered
possible,only because of the spirit of self-sacrifice that the founder .brought
to task he had assumed, his genius for organisation and an understanding
,)sggnpgzthy which enabled him to win the confidence of the African and enlist
lis co-operation for his own befterment.

- (2) Forest. Farm Colony at Mangaltarai tn the Central Provinces.

v This'is a' ‘co-opérative undertaking, Government, the Americaw
Mennonite'Mission and_ the Mission to Lépers all being represertted on the
Bﬁoﬁzd of " Control — : :

s ‘" Its primary purpose is to re-establish in life arrested cases of the

.disease who have cleared up in Mission Homes in the Central Provinces

and Berar, but who need to live under healthy conditions and with soms
assurance of a livelihood if the risk of relapse is to be reduced to & minimum..
1t is.also for healthy childzen of lepers, that.they too may have opportunity .
of winning from the forest their own farmstead.

An area of 6,288'acres was set aside by the Government fo the plrpoze of
provididg holdings 5f 15 actes each and the terms of the settlenient provide
thdt, for the fitst twd years, 20 per cent. of the persons admitted might be
non-leptous peoplé’ with agricultiral éxperience in order to help the regular
coldnists to settle down to an agritultural life. The Government provided
funds for water supply and for clearing the land, whilst the Mission to Tepers
sanctioned a grant to help the colonists to tide over the first few months unti
the harvesting of the first crops. The American Mennonite Mission sanctionéd
the appointment of one of its members as the manager of the colony and.he
busied himself-with organising the work, establishing a rural school, introduc-
ing a medical service, supervising a co-operative society and dealing with the-
many other problems of a pioneer venture. The development of this under-
taking will be watched with interest ; its success will no doubt encourage-
others to make similar attempts to relieve the leprosy situation of the country.

.The great importance of protecting children from infection has already
bee_n emphasised and, under existing conditions, it is almest impossiblé to-
prévent spread of infection to this susceptible group of the comniunity. The
development of leper colonies should be able to play a prominent part in this
direction. In the first place, provision can be made for the segregation of
mfents born to luprous mothers ; secondly, life in the colony'is itself an edu-
eation to the resident patient in that he learns to avoid infecting others
and, lastly, when he is discharged, he can help to spread the knowledge he has.
gamed amongst his friends and acquaintances.
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ExracT ¥ROM THE REPORT ON LEPROSY AND I18 ConTROL IN INDIA (1941}
BY A-8PECIAL COMMITTEE APPOINTED BY THE,CENRAL ADVISORY BoARD o¥F
Heavrn,

Certain principles-recommended by this Committee for regulating| future
leprosy legislation,

=~ (1) The disease should be notifiable but. notification should be‘e confi-
dential and confined to cases who are infective. The present legislation-
for the notification of leprosyis to a large extent a dead letter.
= (2) Legislation should provide power to isolate]infective cased which: -
are a danger t6 the community. For paupers who are suffering from lepro-
8y, however, as defined in Section 2 of the present Lepers Act, legal power

should apply to all cases.

(3) A patient éompulsorily isolated outside] his own home shquld:be
maintained at public expense. -

(4) When a pauper suffering from leprosy is rémoved to an &sf'lum
under legal fowers the complete cost’ of his maintenance in the asylums
should be met by the administrative authority applying theSAct.

(5) Legislation should include-powers for the§ Health Offichrs* to
examine cases who- are'suspected to be'in an infective condition. -

'(6) Legal powers regarding the occupation of patients with leprosy
detailed in the present Lepers Act, shall be retained but for infective cases
only, ’

(7) The powers of arrest and removal of a person who appears to be &
pauper suffering from leprosy should be entrusted to the health authori-
ties and the services of the Police called in only when difficulty arises.

7 +(8) ‘Legal power should be provided whereby a person who, aftet com--
mittal to an asylum, absconds, can be committed to a Leper Jail by order
of-a magistrate. Section 12 of the Lepers Act provides for arrest without
warrant and return to the asylum of persons compulsorily isolated. This
js inadequate. '
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Oentres where facilities for yadium and deep X-ray treatments are provided.

Whether facihiies for radium

Whether deep X.ray therapy

Province, treatment xist. If 8o, in Remarks. is provided. If so, in which Remarks,
which hospital, X hospital. :
T
1 Delhi .. Yes. At Lidy Hardinge Hos. No.
pital. .

2 U.P. .. No . . .. Itis proposed as apartoffives Yes. Atthe MedicalCollege, Two more deep X.ray therapy
year plan of postwar recon- Agra, and King George’s units are proposed to be in-
struction and development of Medical College, Lucknow. stalled in the Province under
the Medical D2partment in this postwar reconstruction scheme
provinoe to establish a radium t (Gorakhpur & Benares).
institute at the Medical Col-

v lege, Agra. .

3 Bihar .. Yes. At Patna Medical Col- Yes. At Patna Medical Col- .

lege Hospital. » lege, Hospital.

4 !C.P. & Berar No .. . .. It isproposed to provide radium  No. It is proposed to provide deep
treatment, when the New Mayo X.ray therapy whenthe New
Hospital, Nagpur, is built in Mayo Hospital, Nagpur, is
the five-year postwar plan. built in the five.-year postwar

plan,
5 Ajmer .. No No. e
6 Coorg .. No .. .. .. No. . .
7 Madras ®.. Yes. At Barnard Institute Yes. At Barnard Institute
of Radiology, Government of Radiology, Goyernment
General Hospital, Madras, GeneralHospital, Madras and
& King George Hospital, Erskine Hospital, Madura.
Vizagapatam, ‘ )

8 N.W.F.P. No .. .. .« Arrangements are being made No.

o to provide facilities for radium
treatment in Lady Reading
Hospital, Peshawar.
3

Arrangements are being made
to provide deep-X.ray theraoy
in the Lady Reading Hospital,
Peshawar. !

44
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11

12

13

<14

15

Bengal

Assam 4 ...

Baluchistan

Orissa

Bombay

Sind

Punjab

Yes. 1. Medical College
Hospital, Calcutta (Govern.-
ment). 2. Presidency Ge-
neral Hospital, Calcutta
(Government). 3, Carmi-
chael Hospital, Belgachia,
Galcutta (Private). 4. Chit-
taranjan Seva Sadan, Cal-
cutta (Private).

Yes. At Welsh Mission Hos-
pital, Shillong (380 mgms.

of radium).

No

Yes. At Cuttack General
Hospital.

Yes. At Tata Memorial
Hospital, Parel, Bombay.

No

¥es. At 1. Mayé and *

2. Lady Willingdon Hospi-
tals, Lahore,

Yes. 1. Medical College
Hospital, Caloutta (Govern-
ment). 2. Presidency Ge-
neral Hospital, Calcutta.
3. Campbell Hospital,
Calcutta (Apparatus out of
order).

No.

No.

No.

Yes. At 1. J.J. Group of
Hospitals (Bombay Goverri-
ment). 2. G. T. Hospital,
Bombay (Government). 3.
Tata Memorial Hospital,
Parel, Bombay (Private).
4. K. E.M; Hospital, Parel,
Bi)mbay_ (Municipal Hospi-
tal). .

No

Yes. At 1. Mayo Hos-
pital, Lahore. 2. Victoria
Jubilee Hospital, Amritsar,

44
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APPENDIX 21.

-RerorT BY CoLoNEL M. Tavior, O.B.E., MDD, DPH, IMS, on m®
- ToUR OF MENTAL HOSPITALS AT THE REQUEST OF THE HEALTH SURVEW
AND DEvVELOPMENT COMMITTEE.

CALCUTTA.

I"commenced my tour on 30th December, 1944, in order to meet Dr+
@. Bose, in Calcutta, as he intended leaving the city on 1st January, 1945~
for some weeks. .

In Calcutta, I visited and inspected the following :—
(1) Lumbini Park Mental Hospital and Cliniec.
(2) The Mental Hospital for Male Patiehts at Mankundu.
{3) The Mental Hospital for Females, 78, Lower Circular Road,

Csleutta.

(4) The Observation Ward, Bhawanipore.

(8) The Out-door :Neuro-Psychiatric Clinic, Medical College Hos
pital, Calcutta.

(6) The Out-door Neuro-Psychiatric Clinic, Carmichael Medical

College, Calcutta..

. Lumbini Park Mental Hospital. .

This institution is managed by the Indian Psycho-Analytical Society..
The daily average number of in-patients treated is 20 (males 14, females
). During the period 5th February, 1940, to 31st December, 1941, a total
of 175 new mental cases attended the Outdoor Clinic.

The Outdoor Clinic at Lumbini Park Mental Hospital is also open to-
General Patients (8,191 was the total number attending from day to day
during the period 5th February 1940— 31st December 1941).

There are two Resident Physicians, the respective salarjes being Rs. 100/~
and Rs. 75/- per mensem, and a number of honorary visiting physicians
who attend for a total of 14 hours pgr week. The work of the outdoor
clinic and routine work can leave very little time at the disposal of the resi-
dent physicians for ward work, and the salaries paid to the Nursing Person-
nel would indicate that the nursing care cannot be of a very high standard.

The Senior Nurse receives a salary of Rs. 20, and the three remaining
members of the Nursing Staff receive salaries at the rate of Rs. 15 per men-
sem, plus food and lodging. Sixteen male attendants receive salaries at
Ra. 25, and five female attendants Rs. 10, plus food and lodging.

It is stated in the report from 5th February 1940 to 1st December 194%
that ““ for want of funds trained nurses cannot be employed to look aftex
the patients .

The rates for indoor patients are as follows :— Rs.
(¢) First Class Bed .. . .. .. 300 p.m.
(45} Second Class Bed .. .. . . 200 p.m.
(137) Third Class Bed .. .. . .. 150 p.m.

and “a special charge shall be made if special nursing has to be arranged
for ; this shall only be done with the written sanction of the guardians ; the.

nrge for the special nurse shall be paid in advance. Special medicines will
slso be charged ‘for at cost price *’.



The rates at the Eurgpesy Mental Hospital, Ranchi are as follows .—

¥ .
(#) First (Class (inclusiye ot three private attendants) 300 pm, |
{11) Second Class (inclusivé of two private attend; )
ants) .. 200 p,m.
{@ii) Third 'Class 46 p.m.

<with European diet, all tah;ugs',‘ and ho charge l:for éxpr}g,g.
In (3) aqd,(fiis the guardians are cé.l}ed,npon _é&z‘pqe,t,y e cogt-of

' Dparness, Allowance ”'to the private attendants at the, scale as,sanc-

tiwoned.})yx Government.

.~ It is obvious that (apart from the one free bed) Lumbipi, Park, Mental
Hospital. cannot, at pregent, be widely patronised,by the geperhl, commu-
Ly,

, Owing to the small numbers the per capita rate is extremely highwwiz.,
Ra. 2,091 per’ anhum.

It-has been pointed: out ithat the rvisiting: physiciansiwhé are all highly
gualified, spend a total of 14 hours per week in the hospital.: : Thisséan
qearcely, be, . considered;;-adequate, for specialized treatment;;One.tf the
%onorary -physicians is 4, MR.C.L.E., .D.P.M,, but he visits .one day per
week for two hours. Honorary Physicians. are, as a rule, veryjealous:of
#heir hrﬁ,mga?i?,esbu,t'take t&leif responsibilities l.igléﬂ QERIe

st Fhe equipment is neither extexsive, nor modeérn, jand; the envirgn-
@gﬁt:o'f,th‘qligspital leaves mugh to be,,desiré Ip There {fs‘ Tbkle nrmon
égq;:’c};vqr,stionz 6ccf1pa§ional therapy, or rehabilitation.

The institption to all intents and Purposes iy a Private, Home; apd
Fflgmpered as it ,is by its extensive outdoor clinic ? r general patients, and
Aack of funds, it cannot be considered a satisfactory institution for, the, treat-
anent of mental patients. As at present conducted, I do:npt, rate ;the faci-
Uities for training very highly. "This institution, given, adequate .fupds

y meet the cost of expansion on modern lines, would, in time, become
« useful hospital, and a good teaching school.

Mankundu Mental Hospital, Calcutta.

. The Male Section of this hospital is situated at Mankundu, about 22
mniles. from Calcutta City, and the Female' Section at, 78, Lower Circular
Road, ‘Calcutta. i

<+ -The: daily average number of patients in both sections, is 56 {males 43,
stermales: 13). ,

P'*The dims of this institution atcording to'thé ’prospectus are :—

1§y “To provide for' up-to-date institutional tr * * “nt of roental

-cases, and to place the same within the reach of the

1 + {#) .To provide facilities for training in, and, research in Psychiatry
..and , Prvchological Therapy.
(117) Lo trair up nurees for attending to mental cases.

5 The lack of funds has, so far, prevented these aims, and all that can be
4aid 18r"thé 'fngutution, st present, is that &¥én the sthndarll ‘of’ ciibtodial
<afé’ canriot yet be ccasfered satisfdetory.

In the male section at Mankundu, the buildings are good, but'in & very
#had istate, of répair, and-the compound {(there isino .:Maliyis an mbsolute
gungle.; I fotind.the *patients under poor-control, and the.Whole atmosphire
<fkhg hospital was most,depressing.



.  The Mental Hospital for Females.

The female section (75, Lower Circular Road, Calcutta) is located im
a rented house, not very suitable for the purpose, but the patients appeared
to be happier and better cared for..

I gained the impression that the Nursing Personnel in both sections
was of poor quality and totally inadequate.

Here again, there is an imposing list of Visiting Physicians. Their
hours of attendance are not specified, but the state of the institution, as &
whole, reflects no credit on any one. It stands as an indictment to Bengal-
. The Chief Medical Officer and the Secretary to the Court of Governors
of this hospital, who accompanied me on my visit, are well aware of the limi-
tations of this Institution, as is the Court-of Governors. The Court has
appealed to Government for financial aid, and they have offered to hand
the institution over to the control of Government. If financial aid is not
forthcoming the Cqurt envisages the early closure of this hospital. The
buildings and land were a gift, but, as is usual with such gifts, carry no
endowment.

The Court of Governors in 1941 appointed a sub-committee to enquire
into the management of this hospital.  The following are some extracta
from the report of the sub-committee :—

“ While paying our highest compliments to the Founder Secretary-
for his bold and single-handed efforts, we cannot but state that the hos-
pital has, so far, been working with thoroughly inadequate equipment .

“ It seems that the authorities 6f the hospital had no idea of the
eminence which this institution was destined to rise to in so short a
time. Considering the difficulties of managing mental patients in private
homes and the hardship entailed in securing accommodation in the
Ranchi Hospital (Indian) where the accommodation is scarcely sufficient
for Criminal Lunatics*, it is no wonder that the first non-official attempt
in this line was kindly received, leniently judged, and eagerly availed
of by the public. We hold, however, that the hospital should be
properly equipped without further delay.”

I endorse the comments of this sub-committee with regard to the
Founder-Secreta_ry, whom I had the pleasure of meeting, and I would also
pay a tribute to the medical .-men whoshave attempted the impossible with
the meagre resources at their disposal and the numerous handicaps with
which they had to contend. The results attained, in spite of the very for-
midable obstacles, reflect credit on the entire staff. Theyhave, in a small
measure, assumed a responsibility which Government and the Corporation
have, so far, shirked.

Fifty p- .he patientsin this hospital are non-paying, and the
maintenance charges for paying patients are mush less than at Lumbini
Park. -

The attending physicians receive travelling allowance only, ‘while the
remuneration of the nursing staff and attendants issrather less than is nor-
mally paid to menials.

* The statement in this report, that the accommodation in the Indian
Mental Hospital, Ranchi, is scarcely sufficient for cfiminal lunatics, is
i acorrect. The total authorised accommodation is for 1,300 patients,
snl the number of criminal patients at present under treatment is 421
(males 392, females 29).




Unitil adequate funds are available for vast improvements in the build~
ings, adequate whole-time qualified personnel, and niodern equipment
this institution is neither in a position to render modern treatment in the
psychoses, nor to afford any facilities for teaching in Psychiatry.

Mental Observation Ward, Bhawanipore,
Calcutta.

This institution receives Magistrates’ cases, and patients for obser-
vition sent by the police authorities.

The Superintendent is the professor of Medical Jurisprudence in the
Utiversity, and, as a sideline, he is Lecturer in Mental Diseases. The
Buildings are first class, in very good order (rather over-done with massive
iron bars), and located in a central area of the city. There are 30 beds,
and the daily average number of patients is 10.

It is here that the under-graduates receive their instrdction in the psy-
ehiatry (ten lecture demonstrations), and to augment the clinical material,
twelve patients are transported.from the Indian Mental Hospital, Ranchi.
The patients so transported are classified into three groups :—

Group I. Idiocy (1), Imbecility (1), Obsessional Neurosis (1), G.P.I. (1)-
Group II.  Mania (2), Melancholia (1), Dementia Paranoides (1).

@Group III.  Dementia Praecox (Schizophrenia) (1), Paranoia (1}
Confusional Insanity (1), Drug Psychosis(1).

The training of the Calcutta Undergraduates in this most important
branch of medicine is totally inadequate. The students are merely bein
exploited. The first essential step would be to divorce Psychiatry from Medica
jurisprudence and appoint a Psychiatrist as Lecturer, and the Second,
and more important, the provision of suitable clinical material.

T am’of the opinion that thig institution could be modernised at a small
cost and could more efficiently contribute to psychiatric education. I
suggested to the Surgeon-General that it would make an admirable Psychiatric
Unit, with out-patient departmentand beds. The Observation Ward would
also be possible in thersame Unit., The Surgeon-General agreed.

The Psychological Clinie, Carmichael Medical College, Calcutta.

This clinic is open from 8 a.m. to 10a.m. on Tuesdaysand Thursdays
~—Outdoor patients only.

Dr. G. Bose is in charge of the Clinic and is assisted by Dr. Nagendra-
nath De, M.B,, D.T.M. (Cal.), M.R.C.P.E.,, D.P.M. (Lond.), and Dr. 8.
Banerjee, B.Sc., M.B. (Cal), D.P.H. (Lond.}).

During 1943, 57 new cases from Calcutta and 17 from the moffussil
received treatment at this clinic, and 17 old cases from Calcutta and 5 from
the moffussil also attended. The total number of patients receiving treat-
ment during 1943, was 96, the average daily attendance was 4 (1 new, 3 old
cages),> and included Psychoneurotics and Psychotics.

The total expenditure for the year amounted to Rs. 42-2-0.

Clinical lectures ,and demonstrations were held regularly for senior
students, of, the Carmichael Medical College, and Post-Graduate students of
the Department of Psychiatry, University of Calcutta.



/
- Clinje tor Nenrology.and Psyshiatry, Mental Colleze, Hospital, fiajeuttay
PHYSICIAN AN GHARGE—Dr. Chandra Saha; M.S¢., MB.; D.T.M.
1(Cal.), F.R.F.PS. (Glas.), M.R.C.P. (Lond.)s ‘
This clinié¢ opetied it' July 1987, ‘cldsed in Decetiiber 1941, te-opened
in July 1943, closed again 1943 ang .a'.gai‘)q ;g—ppg&egg%}}damh 1944.

Fd g Jhnd ¥ a 1,!.1 =
As will be seen, this Neuro-Psychiatric clinic has had a chequered
cagest, and, in e Toport of 1942, She prhsi,cian:iwbarge states * for want
of beds ahd 106ms, ispecial méthods of treatment and iqées“tightib,n capuot
be undertaken . > : S

3 wh’: L i e b daeln by el Bl 8T T Y3 e . T - ‘t‘

. When' this, élihic’ did’ function, 'the daily average numher 'of patients
wé;,, new cases 1° 8{1}4‘31’& cakes 4, in ‘the proportion of two stc}ifati-ié? 'éa?pne'
Negjological cage, , =, .

The Physiciandn-éﬁargq rightly states that the clinic is still in jts embry-
onic‘ stage, ‘and& he hfxq a scheme fOE further develgpment. '

e Pr'inci}%’zifﬂ‘&f ’%ﬂe‘(‘}pﬂégé" 1%’ dkainst Nero-Psychiatiié ‘Clinicd, and
considérs bherd Shduld he =separate Netirological and, Paychiatrid Clikics.
The ‘¢onseribus of ' present da¥ opinion is in favéur of ‘the Prinéipal’s {{‘ﬁieys’
Both clinics ‘are poorly equipped, and conducted éntirely, by Hongrar
PLYainihiie, 4 subjéct WhiH T shal dedl with lateh, 1 o D ey

: e Al S L Lo . Syl
“Npilé in " Chlbutta 1 to0k the'bpportunity ‘of dallifig on the'Strgeon-
Generatiwith thé) Government of Bengal,.the Sécretary, Public Health and
Loeal Self-Government, | Government. of Bengal; and the Registrar, Cal-
- cutta University. 1also made contact with manpy othercgentlemen, itfclud-
ing. the Professor of; Physiology, Medical ,College, but space is too short te
give details of all discussions. They will be embodied in my, General Re-
marks.~

I left Calcutta,” having formed ‘the” opimion that the mental hospitals
and-clinics which I visited there cannot be considered satisfactory, and are
far below the standard which one would expect to find in a University City.

There is a crying need for'a modern Mental Hospital for Indians'in Cal-
Juttd“of At'least’ 250 beds—both in the interests of the community and the
wniversity. The Bulk of the clinical material passes to the Indian Men-
tal Hospital, Ranchi, and it is not feasible either to send large number ot
patients from Ranchi to Cajeutta, or to send Medical Students to Reanchi.

v }

* "“'le"question of expanding'and modernizing the existing Mental Hos-
pitals in Calcutta would be a matter for the Bengal Government; it is ad-
~isablé'‘that-instjtutions where a teachirg programme is carried out shopld
comne ehtirely under Government control and supervis‘igh. . b

; It would be more economical, and woxilé Jead to greater leiﬁqiené ’,“'to
‘bgild, i9 Calcutta & modern Mental Hospi'tal of 250 beds on a suitable sjte,
with 3 view to possiblé later expansion to1,000 beds, '

3

. i 3]
A need which is equally drgent is, a Home for Mental-Defectives,of at
least 200 beds. Ty ' %

If the climate in-Lahore, Bombay, Agra, Nagpur, Madras, ig,notcon-
eidered a har to the erection of Mental Hospitals, then the project is feagible
£3° Cdleutta, and 'should be ‘seriously tonsidered béfaré further ﬂexpmgn
progtarhities are’' undertaken a Ranchi. '
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MADRAS
In Madras, my programme included visits to the following;

(1) The Government Mental Hospital.

(2) General Hospital, Madras,

(3) The Madras University.

(4) The Madras Medical Céllege.

(6) The Stanley Medical College.

(6) Nursery Schools and Montessori Schools.
(7) The Children’s Aid Society.

The Government Mental Hospital
The hospital is_built over a large area (approximately 60 acres), and
there is ample ground space and playing fields. The buildings are good
and are kept in a good state of repair.

The daily average number of patients during 1943 was 1,223 (males
861, females 362). There are no criminal patients.

The hospital is grossly overcrowded, and only a small percentage of the
patients have cots. Some of the best wards are at present requisitioned for
AR.P. work.

In spite of this, the custodial care is of a reasonably good standard (by
the term “ Custodial Care ” I mean the orderly and systematic methods by
which physical, recreational, and hygienic activities are regularly carried
on). .
The Medical Superintendent holds the degree of M.B.B.S. (Madras),
and has been on the staff of the hospital for 14 years; the members of the
medical staff are temporary, and belong to the General Service cadre, and
are not highly qualified.”

The Deputy Superintendent, who had been on the staff for 2-8/12 years
informed me that he was working in the Mental Hospital merely  because
he had been posted there ”’, and he sounded as if he had a grievance.

Of the 7 Medical Officers one holds the M.R.C.S., L.R.C.P., and L.M.S.8.A.
(Lond.), and six are L.M.Ps. There are two women apothecaries. The
Medical Superintendent says be is handicapped by continual changes in the
Medical Stafi. The Deputy Superintendent with 2-8/12 years service holds
the longest record of service of the present staff.

The Medical Superintendent has had no Post-Graduate courses of in-
gtruction, and the standard of Psycho-therapy can well be imagined. Tha
Medical Staff is barely sufficient to give proper medical and surgical care
to all the patients who develop acute or chronic’physical disease during the
course of their Psychoses. The ratio per cent discharged recovered to daily
average strength is 10° 79, and the-ratio per cent of cases recovered to direct
admissions is only 12.20. These figures indicate that detention rather
than therapy is the main function of this institution. -

The Medical Swperintendent is responsible for the training of Under-
Graduates from the Madras, Stanley and Missionary Medical Colleges.
There are four courses (12 lectures and demonstrations) per annum; the
average number of students attending each course being 35. The number
of students receiving instruction is therefore 140 per annum.

H1342HSDC 4
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T am of the opinion that this responsibility is too heavy for ihe present
Buperintendent, who has had wuo clinical or Post-Graduate experience ount-
egide the Madras Menta! Hospital. I understand the Madras Government
proposes to press for the release of the permanent Superintendent who is
at present serving as a Psychiatrist in the Army, and I consider that this
is an urgent necessity.

There are no Outdoor Psychiatric Clinics at any of the Madras Hospitals,
and this is well, for there are no officers with the qualifications and experience
to conduct such eclinics. .

There areat present no facilities in Madras for Post-Graduate training
in Psychiatry. I shall return to this subject in my General Remarks. lLet
me, however, quote Lt.-Col. G. R. McRobert, I.M.S., Professor of Medicine,
Madruas, one of the ablest men in the Medical profession in India today, in
an address he delivered recently before the Council of Post-Graduate Medi-
cal Education of the University oi Madras :—

“ For diseases of Mind we huve not in the whole Madras Presidency,
with its teeming millions, and v:st amount of mental disorder and Psy-
choneuroses, a single Mental Exert, technically qualified to teach even
np to the pass M.B. standard, far less to instruct Specialists.”

The Social Services which I was invited to visit in Madras are still in
the pioneering stage. They included the Children’s Aid 8iciety,
Egmore ; the Madras Vigilance Association, Mylapore ; the Nursery School
Projects (Vepery Nursery School), and one of the Montessori Schools.- They
are, nodoubt, being conducted conscientiously by persons who are trying to
do the job to the best of their ability, but they lack that Psychiatric back-
ground which makes for efficiecncy. There will be no co-ordinition in these
Social Services until Madras has an organized Mental Health Servico.
Efficiency is not possible until an adequate numberof trained Psychiatrists
and Psychologists is available.

T do not helieve that Paychiatry is the answer to all problems in life,
but there is no doubt that a Paychiatric approach to the understanding of
human behaviour should be made to an increasing extent by all workers
in the fields of Physiological, Social, and Psychological maladaptation.

BANGALORE

My programme here included visits to the
(1) Government Mental Hospital,
(2) Government Medical Schools,
(3) Government Generaf‘Hospitals,

and T bad interviews with the Senior Sargeon (the Alministrative Medi-
cal Officer, Mysore Government), the Residency Surgeon, aud some of the

Teaching Stafl at the General Hospitals.

Mysore Governmant Mantal Hospital
After the depressing experience at the Mintal Hospitals in Caleutta
and Madras, it was a real pleasure to visit the Bingalgre Mental Hospital,
The Hospital is comparatively new (1937), anl his been plannad on the
Villa system, the latest design for Al:nstal Hospitals. The spucious lawas
and gardens are well kept.
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Accommodation is available for 300 patients (males 200, females 100).
The pavilions for male and female patients are self-contained, and arranged
in a square quadrangle, with units of 4 to 20 patients. There are smﬂle
rooms (rather #mall) in each pavilion, which are intended for bmst,erous
patients. \

Special rooms are provided for paying patients, and some Cottages
are available for well-to-do patients.

All the essentials for moliern treatment are present in this hospital—
modern Hvdrotherapeutxc Units, a well-eyuipgad Operation Theatre, a
Psychological Laboratory, conducted by a full-time qualified Psychologist,
a useful Occupational Therapy Department, a Club and Diversional The-
rapy Units, excellent Surgical and Laboratory Equipm~ns, and extensive
Fruit and Vegetable Garden, where patients-so inclind can occupy them-
selves.

Electrical Convulsant Therapy apparatus and an Encephalography Unit
will be installed as soon as they are available on the market.

The Hospital is supervised by two Boards of Visitors, one, compesed of
State Officials, deals with the interests of Mysore State patients, the second,
composed of Magistrates, Medical Oftficers of important hospitals, and a
few non-officials, looks after the interests of Civil Patients (non K ysore)
and patients from the Military Area.

The Hospital receives paying patients from any part of India, provi-
ded there is a reasonable expectation of recovery.

Patients are to a large.extent selected, and, in the circumstanceq, ths
recovery rate to direct admissions exceeds 40 per cout. This high recivery
rate is "the best indication of the standard of treatment.

The_types of patients undergoing treatment in this hospital inclode
the S(,hlzopbremc—Paranmd Group, the Affective Group, the Organic Re-
action Group, the Psycho-Neurotic Group, Epilepsy, Pre-scnile, Senile and

- Arterio-Sclerotic Dementias, and Mental Deficiency.

The clinical material is ample, both for under-graduate and post-
graduate teaching.

The hospital also conducts a daily Out-Patient Department, where
Psycho -Neurotics and patieuts who do not require hospitalization, and those
who, have been discharged but need continuation of treatment are attended,

In addition to the above class of patients many cases are referred to
this clinic for opinion where a Psychological basis for physical symptoms
is suspected. LUroblem Children, Delinquents, Dull and Backward Child-
ren of various grales and types, and children suffeiing from speech
defects, etc., are also treated. The number of out-patientsz (new and old)
attending the Out-Door Clinic during 1943, was 5,242, and during the same
period 705 adnlts and 162 chiliren were examined in the Psychological
Laboratory. The: Psycholozist hopes for additional equipment in the pear
future, and plans for the extension of buildings are already in  hand. The
extension will inclule a Research Laboratory and s Neurological Labora-
tory.

The Case Records are admirably maintained, and clinical assistants
and stuleats huve an excellent opportunity of a detailed study of cases
Placed at their disposal.

<A
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The Hospital is recognized as a teaching Institution for the M.B.B.S.,
and BA. (Hons.) in Psychology of the Mysore University, and the L.M.P.
course of the Medical School. The hospital is also recognized- as a School
for post-graduate work and some research work is already being under-
taken. /

«  The staff as'a whole gives the impression of high standard of efficiency.

This hospital, as at present conducted, is well adapted for both under-
gradate and post-graduate teaching, but a caution is necessary. The
Medical Superintendent is a highly trained and experienced teacher
and clinician, but there is no Deputy Superintendent and under-study.
The Superintendent is on a ten years contract which is completed in March
1945, Itisdoubtful if he will remain in the service of the Mysore Govern-
ment, and the scale of pay is so inadequate that it will never command the
services of a man of comparable ability to the present Superintendent. In
short, the Bangalore Mental Hospital is a “ one man show ” ran by Dr.
Govindaswamy. If Dr. Govindaswamy ‘leaves Bangalore, the Mental Hos-
pital will deteriorate, and the teaching facilities will disappear.

There is an adequate staff,'on a poor scale of pay. My remarks on Nuz-
sing Personnel apply equally to this Institution as to all the others visited.

I would offer the following -criticism on the layout of the Bangalore
Mental Hospital. The residential quarters are much too near the hospital
wards. The residence of the Medical Superintendent is less than a stone’s
throw from the residence of some of his subordinates. Bangalore Mental
Hospital might well be accepted as a model, but these defects should be
avoided in the erection of new Hospitals.

POONA.

At Poona, I visited the Central Mental Hospital, and the Medical School
Hospital, and had interviews with Lt.-Col. B, Z. Shah, LM.S. (Retd.), Medi-
cal Superintendent of the Mental Hospital, and Lt.-Col. 8. Prall, IL.M.8,,
Civil Surgeon and Superintendent of the Medical School Hospital.

Central! Mental Hospital, Poona.

This institution is situated at Yeravda, about 7 miles from Poona City,
and is conveniently within reach of the students of the Medical School.
T understand the Poona Medical School will be up-graded to the status of
a College in the near future.

The authorized accommodation is as follows:—
Male Female Total

‘Europeans .. .. .. .. 141 74 215
Indian Section No. 1 . .. .. 124 127 251
Indian Section No. 2 .. . . 456 178 584
Acute Section . . . . 34 11 45
Infirmary . - .. . 79 83 132

Tqtal .. 784 443 1,991

The daily average number of patients during 1943 was 1,326—almost 100
more than the authorised scale,.and since the authorized scale, according to
floor space is nore too generous, this hospital can, at present, be described as
ov er-erowded.

During 1943 there were only 21-Voluntary patients.
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Occupational Therapy has been restricted Fowing to the difficuity -in
procuring raw materials, and Diversion Therapy for all patients has not been
possible owing to lack of funds.

The total annual expenditure (1943 was Rs. 4,90,927; theamount
received from paying patients was Rs. 1,47,627, so that the totalcost falling
on Government amounted to Rs. 3,43,300. \

The annual total per capita cost in 1948 was Rs. 368°28, and it can
therefore be assumed that in normal times the per capite cost was much
less than one Rupee per day. :

Staff.—The Superintendent; due to the present emergency, is a retired
I. M. 8. officer who does not profess to be a Psychiatrist, and the remaining
members of the professional staff lack experience in Psychiatry.

In 1942 the ratio per cent. of patients discharged recovered to direct
admissions was 15°89. This is a'very satisfactory figure considering that
the hospital has insufficient medical staff to give more than cursory attention
to patients.

This institution could be converted into a first class Mental Hospital
with very little expenditure. The buildings are good, well kept, and suitable.
Some of the massive iron bars might well be removed.

The equipment in all departments is poor, but this can quite easily be
remedied as funds. become available. The outstanding deficiencies in this
bospital are the lack of trained Psychiatrists, and trained nurses, and the
Bombay Government will have to work on the theory that more and better
trained professional personnel is the urgent need of the Central Mental
Hospital at Poona.

Bight lectures, with demonstrations, are given to the students of the
B. J. Medical School, Poona, by the Medical Superintendent, and, with the
present staff, this hospital is quite unable to extend its teaching burden to
include either M. B. students or Post-Graduate.

There is no Psychiatric Clinic at the B..J. Medical School Hospital, and
&t present there is no scheme to include one in the near future.

BOMBAY;

My programme in Bombay included interviews with the Surgeon-General,
the Registrar of the University, the Dean of the Medical Faculty of the Uni-
versity, the Dean of Seth G. 8. Medical College , the Principal of the Girant
Medical College, the Hon. Psychiatrists, Grant Medical College, and the Hon.
Lecturer in Psychiatry, G. S. Medical College, and others.

1 visited the Psychiatric Clinic, J. J. Group of Hospitals, the N. M. Mental
Hospital, Thana, the Indian Institute of Psychiatrty and Mental Hygiene,
and the Child Guidance Clinic, Sir'D. J. Tata School of Social Work. )

Thana Mental Hospital
. This institution is situated about 20—25 miles from Bombay. Although

not very old (1901) it cannot be described as a Modern Mental Hospital. Its.
present function is obviously one of segregation rather than of active therapy.

The daily average number of patients during 1944 was 500° 2—a number
considerably in excess of the authorised scale.

The ratio per cent. of patients discharged recovered to direct admissions
during1914 was 20, a figure which reflects credit on the Superintendent and his’
staff.
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The numiber of Voluntary patients in 1944 was 40, and the daily average
number of criminal patients for the same period was 32°5.

There is, I understand, a scheme for improving the present hospital,
or alternatively to ercct & new Mental Hospital. The latter alternutive scems
the better, but with a prograumme for a Post-Graduate course in Psychiatry
and a large number of Undergraduates in Mediciue, it would he worth while
considering the erection of a modern Mental Hospital on the sume lines as the
Meantal Hospital, Bangalore, of about 250—200 beds, and on a site accessible
to’ both teachers and students. Almost a whole forenoon or afternoen is
expended in travelling to and from this institution by those attending demons-
trations. ’

The Out-Patient Psychiatric Clinic—J. J. Group of Hospitals, is under
the direction of Dr..Masani, the Hon. Psychintrist, who hoidsa D.P.M. There
are 4 beds allotted for in-patients, and the average number of patients said to
attend the Outdoor Clinic, is 12. The clinic functions twice weekly, and
the Physician’s sessions extend from 2 to 3 hours. The clinic is poorly
equipped, and the House Physician (who is shared by the T. B. Clinic), is
studying for his M. D. degree in Midwifery and Gynaecology.

Students for the M. B. degree attend thir elinic for 7 or 8 sessions ; they
have 14 lecture demonstrations at the Grant Medical College, and five demons-
trations at the Thana Mental Hospital. The Hon. Physician's suggestions to
increase the lectures to 50 will, no doubt, be strongly opposed, in view of the
already over-loaded curriculum.

Seth G. €. Medical Colicge.

There is no regular out-door Psychiatrie Clinic and no heds allotted for
Psychiatric cases. The Hon. Lecturer in Psychiatry visits when calied
upon. Heis M.B. B.S. (Bombay), and did an extensive post-graduate course
(18 months) in the U.S.A. His visits average two per week, and the number of
patients seen average two per week,

Diploma in Psychological Medicine. I have studied very carefully
the Syllabus for the Diploma of Psychological Medicine of the Bombay Uni-
versity, and I have had lengthy discussions on it with the Surgeon-General,
Bombay, the University authorities, and the two Physicians on whom will
fall the burden of teaching in Psychology and Psychiatry.

T did not discuss the teaching of Anatomy and Physiology of the Central
Nervous System. There is no Psychological Department in the University,
and the two Hon. Physician Lecturers will have no Psychological Laboratory.
at their disposal. The out-door Psvchiatric Clinics are poorly-equipped for
teaching purposes, while the Mental Hospital at Thana cannot be described
as of a very high standard.

The Bombay Diploma in Psychological Medicine requires no training n
Experimental and Practical Psychology, but I cannot see how Psychology
can be taught in a scientific manner without a Psychological lizboratory, and
a well-equipped Psychological Department.

Psychiatry cannot be learned fiom bosks and didactic lectures. Tt must
come as the result of actual cortact with patients. Theories may be dis-
cussed-in the Class Room, but when we attempt tb fit them to conditions ag
they are, something is missing, and.that something is skill and understanding.
which can only be acquired through the medi.im of clinical experience.
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2 am definitely of the opinion that teachers in Psycnolngicar Medicine must
have long experience of full time clinical work in Mentul Hospitals. This.is-
particularly imyportant in Post-Graduate instruction,

1 have discussed this question in some detail. I would remind the
Committee that T am discussing Principles and not individuals, and with the
Present facilities for teaching I cannot be convinced thut the standard of the
Diplema in Psychological Medicine, Bombay, will be very high, and I believe
most of the authorities I have interviewed take this logical view also.

I do not suggest that the scheme be dropped. On the contrary, a
beginning must be made sometime, but the authorities must press on schemes
which will ensure better facilities for training.

The Superintendent, Thana Mental Hospital, has shown me Plans for a
new Mental Hospital, and bas given me a note embodying his suggestions
for improvements. The document is too lengthy and in too great detail for
ivclusion in this report, but T have suggested that it be forwarded to the
proper authorities for carcful consideration.

It would be more convenient for teachers and students if a site for a
modern Mental Hospital could be found nearer the Medical Schools.

The Travelling Allowances granted to the Honorary Physicians permit
them to visit the Thana Mental Hospital once per week— occasionally twice,
Tt takes approximately 24 to 3 hours in travelling, and therefore the time at
their disposal for Psychotherapy and Clinical Study can be but limited.
Teaching at Thana Mental Hospital should obviously be the cntire respon-
#ibility of the Superintendent of the Mental Hospital.

Social Services in Bembay.

A creditable start has been made, and I was greatly impressed by the
work of the Child Guidance Clinic of the Sir Dorabji Tata Institute of Social
8ciences. The number of children dealt with issmatl. During 1939, the
number of new cases admitted was 63. and 11 old cases remained from 1938,
In spite of these small numbers, this institntion will be of great help in the:
training of both undergraduates and post-graduates in the study of Problem
Children, and Child Psychology.

In the latest published report (1939) it was claimed that * the results of
the work were gratifying, taking into account the extreme infancy of the
Clinic, and the shdPtage of trained Staff . “This has been the usual experience
of most Clinics. Further development of this ~hild Guidance Clinic will
bring forth well-trained Psychiatric Social Wo kers, who will be capable’
of treating the family members, while the Psychiaurist works with the patient.

NAGPUR.

I visited the Nagpur Mental Hospital, the Mayo Hospital and had dis-
cussions with the Inspector-General of Civil Horpitals, the Superintendent,
Medical School, and the Superintendent of the Mental Hospital.

The Nagpur (Central Provinces and Berar) Mental Hospital,

The Medical Superiatendent (Dr. J. Roy, M.B., D.P.M.) handed me 8
pote with * Certain suggestions reparding the Post-War Reorgarization
Scheme' about mediga) relief and health development”. These aré of
interest and I shall enumerate some of them briefly. He says :—

(1) “It is not known definitely whether 1he Medical Relief Advisory
Committee of the Health Survey and Develop nent Committee will’ adviss’
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the Central Government to consider ‘ Health Probléfns and its Develop-
ment * as an All-India problem or whether the Government of India will
decide to leave these problems for the consideration of Provincial Govern-
ments for necessary action. If it is the latter, then it must be admitted that
there will be no uniformity in the execution of the scheme, as some of the
Provinces may not be in a position to give effect even to the most urgent
needs on account of their financial position.”

I agree entirely.

(2) He recommends the creation of a Mental Health Service as in the
United Kingdom or United States, America, and advises :—

(a) Compulsory Primary Education, of the right type.

(b) Creation of a Mental Health Service consisting of Psychiatrists
Psychologists and trained Social Workers.

(¢) Systematic psychbmetric investigation of all school-going children
and necessary gradation as regards their capability to pursue different
vocations. This implies specially trained vocational and industrial Psy-
chologists.

(d) Creation of separate and independgnt chairs in Psychiatry and
Psychelogy in all the Universities. There must be under-graduate and
post-graduate courses.

(¢) Psychology and Principles of Psychological Medicine must be
included in the curricula of Medical Education.

(f) Children’s Clinics must be as wide-spread as possible.

He also strongly advocates that “ the Health Problem (both Mental and
Physical) be treated and dealt with as a Central Subject by the Central Gov-
ernment to ensure uniformity, as otherwise, it is just possible that some of the
Provincial Governments may find it beyond their financial resources to give
full effect to the scheme for which grant of a subvention might become neces-

sary.

It is not possible to enumerate all of Dr. Roy’s observations. The above
would be the ideal, and in due course will be practicable, but it is more than a
quarter of a century since the United States of America and United Kingdom,
took up Mental Health problems, and since the subject, has, so far been
ghirked in India, we cannot expect the ideal scheme to materialise for some
congiderable time.

The Mental Hospital has accommodation for 600 patients (beds do not
yet exist for all patients,"and in the Isolation Block they are of cement )—
Males 458, Females 142. There is no other Mental Hospita] in the Central
Provinces. The 1931 Census révealed the Insane Population of the Central
Provinces to be 5,033 (Males 3,161, Females 1,872). There would appear to be a
clear case for increasing the accommodation. '

The hospital is of a very poor type, and some of the buildings date from
the first half of the Nineteenth Century. The ratio per cent. of patients
discharged recovered direct admissions during 1944 was 21°15. Jn view
of the numerous handicaps, this figure is very creditable.
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The following is the list of defects, as prepared by the Medical Superin-
tendent :—

(?) Inadequacy of the Medical Staff.

() Inadequacy of the Nursing Staff.

(42) Very poor quality of the Attendant Staff.

(w) No Neuro-Surgeon, no Biochemist, no Pathologist. (Labora-
tory buildings have been completed, but the scale of payis not likely to
attract a good Bio-Chemist).

(v) Some of the buildings are of the archaic type.

(v) There are no Occupational Therapists nor Physical Culturists.

(vis) Inadquacy of menial establishment.
(viti) Very low scale of pay for all Staff (Medical, Nursing, Attendants).
(iz) Mental Defectives have to be admitted along with the Psychotic

in the.same hespital, as a result of the definition “ Lunatic ” [Section 3 {4)

of the Indian Lunacy Act, 1912].

T do not think the Superintendent has been ungeperous. I might add that,
in my opinion, it is the poorest type of Mental Hospital, I have visited in
India, which has Government support. In his observations the Medical
Superintendent states : ““ From time to time the unsatisfactory state of affairs
had been brought to notice of the Government, and a six-year planned scheme
was submitted in 1938, to which effect is being given, as far as war conditions
will permit.” He concludes with the following : ‘T made it clear at that
time that my recommendations were only the first stage towards making
this hospital a hospjtal for Mental Diseases in fact as well as in name”.

Students for.the L. M. P. Diploma receive five lectures, which is included
as a branch of Medical Jurisprudence, but there is an advance on Bengal—
the Medical Superintendent of the Mental Hospital is the Lecturer. .

There is a proposal under consideration to include a short course in
Psychology in the curriculum of the Medical 8chool Students, Nagpur.  This
13 a step in the right direction.

There are no facilities for Post-Graduate study in Nagpur, and thete are,

8o far, no Psychiatric units in the General Hospitals.

My General Rematks apply to Nagpur.

It appears to me to be a mistake to go on with piece-meal expenditure
on a Mental Hospital, which for all practical purposes is obsolete. The present
Mental Hospital, with certajn improvements, might well be converted into
a home for Senile and Chronic cases, but for the treatment of the Psychoses
and Psycho-neuroses, and a teaching programme, a new Mental Hospital
of 500 beds (sited with a view to ultimate extension to 1,000 beds) should

be the immediate target.

i

AGRA., :
At Agra I had lengthy discussions with Major-General Buckley, Prin
cipal of the Agra Medical College, some of the Professorial Staff of the
Medical College, and Dr. Lal, Superintendent of the Mental Hospital.
Mental Hospital.

The accommodation in this hospital is for 600 patients, and the daily
average number under treatment during 1944 was 517°32.
There are no Voluntary patients and no Criminal patients.
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This hospital stands in need of many improvements. The Superinten-
dent is enthusiastic, and is doiug his utmost to make progress. He is M.B,
B.S, and had a short course of training at the European Meutal Hospital,
Ranchi, before he took over charge of the hospital about two vears ago, and
be hopes that the United Provinces Government will grant him facilities to
proceed to the United Kingdom to obtain the Diploma in Psychological
Medicine at an early date,

I propose to make some quotations from his answers to my Questionnaire,
He states :—

(1) ““ There are no nursing arrangements of any_sort. Even patients
with Enteric, Pneumonia and wother debilitating diseases get no nursing.
They are at the mercy of so-called attendants, popular idea being that they
are just like Warders of Jails. They hesitate to touch patients when un-
clean, not to mention giving them bedpans or urinals; or cleaning them
when neccessary. They look to the sweepers to do all this-for the patients,
1t is difficult to undertake any specialised treatment without team work,
the main constituents of which should be efficient nursing and medical care.
For special treatment like Cardiazol shock, Continuous Narcosis, Pyre-
totherapy, and Hydrotherapy, careful watching and tending is necessary
during and after treatmment. To carry on this job it is necessary that trained
nurses ghould be appointed in the Male Section and trained female, nurses

should be appointed in the Female Section..................vuunn. .

“In my opinion due to the above difficulties it is necessary that nurses
be appointed for the Mental Hospital before any real attempt to give modern
specialired treatment can be seriously undertaken. Nine male nurses for
the Male Section of this hospital, and six femalz nurses for the Female Section
should be appointed in the first instance.” -

* Hydrotherapy—In this hospital there is anly one Hydrotherapy Tub
in the Male Section and one.in the Female Section. The result is that not
more than one patient can be treated in each Section. For this treatment
to be effective it is necessary that the patients should be in the bath for 6—10
hours.......covviiinniiiniaeia.n 1 think there should be at least nine
tubs before the bare needs could be met with.”

The Superintendent has constructive proposals for Gecupational Therapy,
Recreational Therapy, etc., and he has hopes that they will receive
eympathetic consideration in the near future.

The Superintendent goes on to state :—

“ Increase in the number of attendants is absolutely necessary in order
to reduce restraint to a minimum. The other Mental Hospitals spend double
the sum that is spent in this hospital per patiert on supervision. Unless the
number of attendants is doubled, the restraint abolished, outbursts of s
violence and destructive tendencies of the patients cannot be stopped, and
unless the patients have a feelirg of freedem, the progress of mentaldeteriora-
tion in {he mentally sick cannot be effectively checked.”

* Staff—There are only two Medical Officers in the Male ‘Section with a
population of about 400 patiente—at least two more Medical Officers are
required to ca1.v out special treatment, and lock after the patients effectively
—one should I'e Pgychologist. One additional Medical Officer for the Female
Bection is an absolute necessity.”
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*“ Diet—The dict of .Class IT1 patients is very poor as compared with
~other hospitals. They have hardly any changes. The same menu of dal roti
in the morning, and roti sag in the evening goes on, day in and day out, and
one can imagine the monotony of the meals and the atient’s feclings and
reactions. Other Mental Hospitals spend about double thesum per patient
that is epent here on diet. Better diet, with occasional changes, will improve
the physical health, and the mental health, too, will certainly improve.”

The Medical Superintendent has submitted the diet scliedule of the
Indian Mental Hospital, Ranchi, and has invited the attention of the autho-
rities to the marked difference. He has also submitted scheme for improve-
ment in the kitchens.

He has also suggested that an apparatus for electrical convulsant therapy
be installed.

T need hardly say that T endorse the condemnations enumerated by the
Medical Superintendent, and T am of the opiniof that they are worthy of
consideration from the Medico-Legal as wcll as the humane point of view,

It might be mentioned that in this hospital a verylarge numberof the.
patients have been suffering from anklyostomiasis. This difficult problem
is being tackled by the staff, but it is still prevalent to an alanning extent.
1 think further comment on this institution is superfluous.

A course of 18 lectures is given to the M. B.sstudents of the Agra Medical
College, the Lucknow Medical College, and the Lady Hardinge Medical Col-
lege, Delhi, and three lectures in normal Psychology are given to 2nd year
students of the Agra Medical College.

Post-Graduate teaching is not contemplated at this school, and in my
opinion, the burden of teaching M. B. students is too heavy, and cannot be
carried out efficiently by the present Supcrmtendent until he has taken the.
D.P.M. course himself. -

The Superintendent, however, has very progresswe views, and has the
makings of a first class Superintendent and Clinical teacher. He deéservea
every encouragement. and he should be given every facility to carry out his
study programme.

LAHORE.

At Lahore T visited the Punjab Mental Hospital, and had lengthy inter-
views with the Inspéctor-General of Civil Hospitals, and a Confefence was also.
arranged by the Inspector-General of Civil Hospitals. which was attended:
by the Principal, K. E. Medical College, Lahore, the Principal, Balak Ram
Medical College, Lahore, the Principal, Glancy M«dical College, Amritsar, the
Principal, Arya Medical School, Ludhiana, the K :gistrar, Punjab University,
and the Secretary, Punjab State Medical Faculty.

Punjab Mental Hospital.

This hospital has an authorised accommodation for 1,300 patients, and
the daily average number under treatment during 1943 was 1,226 14.

The present Medical Superintendent is a retired P. C. M. 8. Officer, and’
holds the degree of M.B.B.S. Before appointment to this onerous post
(the Punjab Menta] Hospital is one of the-largest in India) he had no expe-
Tience whatsoever of Mental Hospitals or Psychiatry.

I propose to quote from a statement prepared by the Superintendent in.

snswer to my Questionnaire.
G—L (O, S Lt O.
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(1) * The Medical Staff is most inadequate.~ This becomes very evident
when one compares it with the Staff of the Mayo Hospital, e.g., for 85 beds
for sane, responsive and co-operating patients in a section of the Mayo
Hospital there are; one Physician, one Clinical Assistant, and three House
Surgeons, besides fully qualified nurses, ete. This staff is purely for the
treatment of the cases, and have nothing to do with administrative, or Labo-
ratory work, etc. In the Mental Hospital there are 1,225 patients with only
one Medical Superintendent, one Deputy Superintendent, and one Assistant
Superintendent, on general duty, recently engaged, one Lady Doctor, two
Sub-Assistant Surgeons, and two part-time House Surgeons who work for a
couple of hours only. The patients are resistive, mute, unresponsive, un-
clean and filthy in their habits, and some have to be tube-fed. They have
to be looked after, treated for physical ailments and mental troubles........
............................ A thousand and one other administrative
duties are to be ‘carried out by this meagre staff. They (the Medical Staff)
fail or are rather forced into the habit of neglecting duties and then become
callous, and finally their emotional apathy becomes level with that of a
Schizophrenic. It will take a doctor 20 hours to devote one minute to a
lot of 1,200 patients.”

The Superintendent goes on to say—

“If any of our patients suffers from a physical ailment which we cannot
properly diagnose for lack of facilities or lack of specialized knowledge, we send
such cases to the Mayo Hospital. Generally there is great difficulty, I do not
say reluctance, for, as a rule, a bed is not available.”

The Superintendent further points out that although the Asylum hase
been converted into a so-called hospital, the “ contents of a bottle cannot be
altered by changing the label.” He says : “ the same bars, the same rotten
cells, the same counterparts of Jail Warders as Attendants remain. The
trained nurse, the sympathetic Warders, the specially qualified doctor, are
all conspicuous by their absence. There are no special facilities or apparatus
for newly discovered forms of mental treatment.” He points out that the
hospital is a detention camp for criminal cases, and an asylum for demented
non-criminal cises. He suggests that a Visiting Surgeon and Physician
be appointed from the Mayo Hospital, but even with this arrangement, he
considers that the Staff should at least be doubled.

There are no outdoor Psychiatric Clinics connected with General Hos-
pitals in Lahore, and I agree with the Superintendent when he says that it
will be several years before such- Clinies can enter the realm of practical
politics. He rightly states that *“‘ the training received by our Medical men
in Psychiatry is very scanty, and they are likely to make a muddle of-it if
they are encouraged to meddle in this line.”

There are three new Wards with accommodation for 300 patients in this
hospital (completed in 1937), and they are of a good type. The accommoda-
tion for the remaining 1,000 patients can only be described as deplorable.
There is almost a 100 per cent. infestation of Ascaris Lumbricoides in the
hospital population. An entirely new hospital built on modern lines is an
urgent necessity.

The Medical Superintendent admits his limitations. He has no know-
ledge of Mental Diseases, and his own statements reveal how such a situation
reacts on a subordinate staff. He is most unhappy ifi thesappointment, and
is merely there from a sense of duty in the present emergency. I am of the
opinion that the most urgent requirement in this hospital is the appointment
of a qualified Medical Buperintendent.
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The Medical Superintendent is responsible for the training of 90 M.B.
B.S., and 60 L.8.M.F. students per annum. He sums up the situation him-
self when he states that the  training received is very scanty .

There are at present no facilities in Lahore for Postgraduate teaching in
Psychological Medicine, and none is contemplated in the near future.

My limited Survey of the conditions in the Punjab Mental Hospital
convinces me that in this institution adequate understanding of Menta]
Disorders, and adequate Therapy are both wanting. The problem is very
complex but urgent.

After my visit to the Punjab Mental Hospital I read in the daily paper
that the Provincial Government had a scheme for relieving the congestion
and overcrowding in Punjab Jails by opening more jails under their first
five-year plan. Provision is to be made for 30,000 prisoners, and in place of
the old fashioned jail buildings, modern structures have been planned which
will have flush latrines, ete.

These jails will have organized Occupational Therapy Schemes, and
expansion of the present Jail libraries and education staff.

“The Punjab Mental Hospital is worse than many of the Central Jails
I have visited in India. The Government of the Punjab-will no doubt exer-
cise, in some measure, the same solicitude for unfortunate patients whose
only crime is that they suffer from Mental Diseases, which, in the majority
of cases, can be cured or relieved.

RANCHI.
Indian Mental Hospital, Ranchi.

1 visited this hospital on 6th February, 1945.

The daily average number of patients during” 1943-44 was 129782,
(males 1,034°41, females 263°41) of whom 424°04 (males 38972, females
34°32) were Criminal patients.

This hospital is of a very high standard and compares favourably with
the new Mental Hospital in Bangalore. It is in advance of the Bangalore
Mental Hospital, as all patients are allowed beds, bed-linen and mattresses,
whereas a large number of the patients in the Bangalore Mental Hospital
sleep on mats on the floor.

The Medical Superintendent is a very able member of the Provincial
Medical Service, Bihar, and holds the degree of M. B. (Cal.) and the D.T.M.
& H. (Lond.). He was on the Staff of the European Mental Hospital for
some time as Medical Officer, and later as Deputy Superintendent. He is
anxious to obtain and prepare to study for a Diploma in Psychological
Medicine in the United Kingdom, and I consider he is the right type for
employment in a Mental Hospital Service.

The first Deputy Superintendent holds the M. D. in Psychological
Medicine of Patna University, but has little clinical experience. I have
stressed the need for a high standard and uniformity in M.D. degrees in India,
and until such uniformity 1s attained, I think such Degrees cannot be serious-
ly considered when making appointments.

The second Deputy Superintendent is M. B. (Cal.), with no special
training in Psychigtry, while the remaining five Medical Officers hold the
L.M.P. Diploma. *

In the Female Section there is a Matron and four nurses—all general
trained—and the management of the patients and the Wards is superior
to any other hospital I have visited on this tour.
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There are no Occupational Therapists, but a well orzanized Work De-.
partment, cxists and its beu ficial eflects are evident. The department gives
en impression of industry ad contentment.

The Diversional Therayy Department is being developed, and the hos-
pital has its own Cinema, aad well-equipped entertainment rooms. These
are, at present, located in one of the Wards, but a separate unit is desirable,
and I undecstoed this will bu considered as soon as building prograinmes
can return to normal.

The per capita rate per anuam is Rs. 570-10-0 — much higher than any
other Mental Hospital for Indians only, but the additioual expenditure is
reflected in the whole atmosphere of the institution — it is a Mental Hospital.

The ratio per cent. of cases discharged recovered to direct admissions 1n
1943-44 was 24°53, a very creditable figure, in view of the large number of
Criminal patients, who can only be discharged after their individual cases have
beca considered by Government. It is the exception for any criminal cases
to be discharged in less than five years from the ddte of their admission to
hospital. - .

The students from Patna University atténd the hospital for a period of
three weeks, for what is described as intensive training in Mental Diseases
in accordance with the Curriculum passed by the Board of Studies of the
Patna University. The number of lectures per Course is 20, and "34 students
attend in two batches. I consider it is not fair to call upon the present Medi-
cal Superintendent to conduct these vourses of *instruction. It s a very
heavy burden for which, in my opinion, he is not yet equipped. I do not
consider Post-Graduate Students wouli benefit from attendance at this
institution until the standard of the Professional Group has been raised.

European Mental Hospital, Ranchi.

This hospital is built on modern linés and has accommodation for 300
patients. It was visited recently by the Consultant Psychiatrist of the British
Army, who has had a vast experience of Meutal Hospitals all over the World.
He considers that the European Mental Hospital, Ranchi,- compares favour-
ably with any hospital he has visited. Other eminent Psychiatrists have made
similar comments.

The Superintendent is a Specialist in Psychiatry. The Deputy Superin-
tendent is on Military Service and is a Graded Psychiatrist, and the two House
Physicians have 21 ycars and 16 years service in the Hospital respectively.
The present Deputy Superintendent is employed as a temporary measure,
but is not.a Psychiatrist. X

There is at present a Military Wing of 60 beds and the Officer Commanding
is an experienced Psychiatrist, a former Deputy Superintendent of one of the
largest Mental Hospitals in England,and Psychiatrist to the Scottish Command.
There is also one R. A. M. C. ofticer who has u limited knowledge of Psychiatry,

During the past two years the ratio per cent. of patients discharged
recovered to direct adinissions averaged 56° 33, and 4 per cect.” were discharged
improved.

The mumber of Voluntary patients admitted during 1943-44 was 113
a8 compared with 86 the previous vear. In both years there were more
Voluntary patients than Committed patients. .

The per capita cost per annum in 1943-44 (exclusive of interest on loans)
was Rs. 2,015, but in previous years was between Ras. 1,200 aud Rs. 1 300.

o The Hospital is well staffed.
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Nursing.— One Matron and twelve General Trained Nurses. The Matron
holds triple qualifications—General Training, C.M.B., and the Certificate
of Proficiency in Mental Nursing of the Royal Medical-Psychological Aesocia-
tion» Of the twelve Nurses scven hold the Certificate of Proficiency
in Mental Nursing, and had it not been for the present emergency with
constant changes among the junior  Sisters, all would have been in pgsses-
sion of the Royal Medico-Psychological Association Certificates.

Attendants—There are 94 attendants (males 46, females 48) most
of whom have gained the First Aid Certificate, and the Home Nursing Certi-
ficate (St. John’s Ambulance), but, in addition, there‘are 148 private atteni-
ants (males 57, females 91). ,

This high proportion of nurses and attendants is"to a large extent the
reason for the success of the Hospital as a treatment centre. Seclusion and
restraict are not permitted, and all maniacal or excitable cases are treated
by hydrotherapy or continuous narcosis.

The Occupational Therapy Department is in charge of a General Trained
Sister who holds a diploma in Occupational Therapy and there are in addition
two full-time Occupational Therapists. There are 25 instructors in the
various arts and crafts, A

Diversion—This department is highly ~developed and iacludes a modern
Gymnasium under the control of a qualified physical cuilurist. There are
entertainment halls, library, and other amenities conduzted by gualified
personnel.  The Cinema at the Indian Mental Hospital is frequently placed
at the disposal of this hospital. .

Outdoor Amusemént.—There are tennis courts, football, hockey, and
cricket grounds situated outside the hospital. .

Chapels.—There are Church of England and Roman Cavholic Chapels
and Chaplains of both denominations are detailed for duty in the hogpital.

Treatment.—All modern methods of treatment are employed, and there
are electrical convulsant Therapy units iu both Male and Female Sections,
and as soon as cifcuinstances permit, an electro-encephalography unit will be
installed.

There is a well-equipped operation "theatre and laboratories, etc. A
special Psychological Laboratory has been built, but there is, at present, no
Psychologist on the staff, and the Medical Staff have little time for experi-
mental work, as they are fully occupied in the Wardas.

Teaching.—Post-Graduate courses are held, and during 1943-44 seven
students attended the Course of Instruction, The Course includes Psychiatry
(Clinical and Theorstical), Forensic Psychiatry, and Mental Hospital
Administration. The instruction covers the ground in Psychiatry only, for
the D.P.M. or the M. D. in Psvchological Medicine. There are no facilities
for the study of advanced Anatomy, Physiology and Histologv of the Centeal
Nervous System, or Experimental Psychology.

The Hospital is recognised as a training sghoo! for the D.P.M. by the
University of London and as a Teaching School for Nurses by the Royal
Medico-Psychological Association.

Six Post-graduate students could be trained per annum, and the Course
would cover the requirements for the Medico-Psychological Certificate, or
the six months hospital resilence required by the regulations for most Dip-
lomate in Psychological RMedicine. Studeuts preparing to tdke the Diploma
in Psychalagical Medicine would require to proceed to the United Kingdom
to complete the requisite course.
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A sum of Rs. 100 per month per student is payable to the Board of
Trustees of the Hospital.

GENERAL REMARKS.
The Menial Hosprtals.

Mental Hospital Administration is a Speciality to which men should de-
vote their entire lives. They can then formulate policies arising from their
experience and calculated to bring advantage to the patients.

Industry has poigted the way for hospital administration. Efficient
management is an indispensable factor in organization. Industrial leaders
insist that a man who has been thoroughly traineg in a special line of business,
and has shown characteristics that stamp him as a leader, is cheap at any price.
He is™the one to promote business and safeguard industrial interest, but
Government rarely applies this lesson. Seven of the largest Mental Hospi-
tals in India have men appointed as Superintendents at salaries that a first
class Mechanic in Tatas Works would scorn, six of them have little or no
Post-Graduate experience or training in Psychological Medicine, and yet
these men have been charged with the supervision of large hospitals, and
what is more important, human lives. The Deputy Superintendents and sub-
ordinate Medical Staff are mord or less of a-temporary nature, utterly
untrained in Psychiatry. DBroadly- speaking, th¢ Institutions function,
stagnant and dead, with a routine custodial care, in some instances of a very
poor standard, meted out to patients.

The main interest, in the past appears to have been economic; but, in the
future, the professional group must be the dominant éne. * =~

Every Mental Hospital which I have visited in India is disgracefully
under-staffed. They have scarcely enough professional workers to give more
than cursory attention to the patients, to say nothing of carrying a teaching
burden. With an average ratio of I Medical Officer to 200 patients or more,
there can be little time for the instruction of students. Government will
have to work on the theory that more and better trained professional personnel
is the urgent need of Mental Hospitals. The policy of increasing bed capacity,
which incidentally has led to gross overerowding in most 6f the Mental Hos-
pitals rather than gersonnel_, has been stressed in the past, but the cure of
mental patients and the preévention of Mental Diseases will not be accom-
plished by the use of bricks and mortar.

Two Responsihilities confront us—

(?) Instruction of Personnel.
(¢¢) Instruction of Students who come for practical experience in
Psychiatry. .

The resources of the Medical Schools and Mental Hospitals in India do
not permit of Post-Graduate teaching, and for the training of personnel for
the Mental Hospitals, India qvill have to rely on foreign assistance for some
years to come—ten years at least.

The Course of Instruction for a Diploma in Psychological Medicine must
embody an entire Mental Hygiene Scheme. Emphasis on prophylaxis.and
prevention must bein line with the principles 6f modern preventive medicine.

This is a suitable time for Government to take account of stock, overhaul
resources, and re-chart the Course for the next 30 years. Public opinion will
soon demand that patients in Government Mental Hospitals must be cared
for b} experienced and well-trained individuals

Medical Superintendent.—It is desirable to have » Superintendent who
is well qualified. Every Psychiatrist has seen cases in which eye specialists
have tried to correct failing vision by refraction in a patient suffering from
G. P. 1.  Surgeons have frequently been guilty of operating on hysterics
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and psychiatrists have called the complaints of patients, somatie delusion
wuntil the patient finally died of cancer.

In addition to holding the Diploma in Psychological Medicine, it would be
degirable for the Medical Superintendent to hold a higher degree in Medicine
or Surgery. ‘ ‘

The Deputy Superintendents should also be highly qualified men with a
D. P. M. and capable of understudying the Superintendent. There should be
a Deputy Superintendent in both Male and Female Sections of every Mental
Hospital.

The Senior Medical Officers in both Male and Female Sections should hold
the Diploma in Psychological Medicine, and understudy the Deputy Superin-
tendent.

The ultimate aim should be.that all Medical Officers must obtain the Dip-
foma in Psychdlogical Medicine, and it is to be hoped that the Universities of
Bombay and Calcutta will, in the course of a few years, be able to grant the
diplomas, and, perhaps later, the Madras and Punjab Universities. I think
this rush by all Provincial Universities to instituteé Post-Graduate diploma
is premature. The trained personpel will not be available for years.

Theré are four very o d/ Cé\{edica,l Schools'in Scotland with, much greater
facilities for teaching Psychiatry than any School in India, but, so far, only
Edinbutgh University has instituted a Diploma in Psychiatry.

In London there are only two Schools which conduct courses for the
Diploma in Psychological Medicine, and, as far as I am aware, Leeds and
Manchester arp the only Universities in England which have a Diploma in
Psychological Medicine Course. The London University and the Royal
College of Physicians and Surgeons grant a Diploma in Psychological Medicine,
but merely function as examining bodies.

There is no uniformity in the teaching of Psychiatry in any of the Schools
in India. Carefully thought out courses of instruction are requisite for such
a programmeé both.for M. B. and Post-Graduate students. It is no use pre-
tending that Psychological Medicine is being taught anywhere in India.
Students cannot be exploited much longer, but must be given something that
will repay them for their hard work and sacrifices.

My tour has brought hqme to me that in a teaching programme the Men-
tal Hospital will form the one stable factor. Clinics, may come and go,
organizations for the correction of this and that difficulty may come into
existence, flourish and fade, but the Mental Hospital goes on hence the need *
for a modern Mental Hospital within easy reach of the Medical School.
The Mental Hospital can become a tower of strength in the Psychiatric world
if it will turn its attention to a more active Psychiatric leadership.

1 have not been convinced that the utilization of Honorary Physicians
in India is a suCcess in a teaching progamme. As alr{sady pointed otut, one
finds that Honorary Physicians are, as a rule, yvery jealous of their pre-
rogatives, but take their responsibilities lightly. There are, of course, ex-
eeptions. , '

"~ Lhave had talks with several * Honorary Physiciaps ”, and there is a
feeling of discontent among them. Most of them are overburdened with
personal problems and preoccupied with earning a livelihood. They cannot
give of their best to a teaghing programme, if harassed by financial worries,
and no Government has the right to ask it.

To obtain real service in Mental Houspitals, Teaching Programmes, Psy-
chiatric Clinics, Social Services, etc., it is essential to have a Mental Health

Hi1342HSDO 3
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Bervice, and that Medical Officers should be specially recruited forit. Officers
entering this Service must be made to realize thatthey are entering’'a very
fine service for which they will have to train rigorously.

It is essential that a systematic plan be under the control of one indivi~
dual, whose main business and responsibility it is. Without such centrali-
za.tion we shall get wasted effort and duplication. It will be necessary to
visualize a plan which may take years to mature. In India, it is obvious
that the Medical Superintendents of Mental Hospitals must assume greater
responsibilities. The Mental Hospitals have become isolated units, having
little contact with the Community they serve, and in most cases, are objects
of fear and suspicion.

The Medical Superintendent of the Mental Hospital must become the
Chief Medical Oﬂicer, Mental Health Service in his area or Province, and be-
come the adviser in Mental Health matters to the Chief Administrative Medi-
cal Officer. In addition he should be ex-officio the, Senior Physician and
supervise the work of all Psychiatric Clinics. He should be the individua}
to coordinate and lead any Mental Hygiene movement, and to supervise the
work of Social Services. As the Mental Health Service expands, he may have
to take over the Mental Healtk Departme’nt m the office of the Chief
Adm:nistrative Medical Officer. "

He should therefore have competent Deputy Superintendents, so that
he can be at liberty to inaugurate and carry out, as rapidly as circumstances.
will permit, a comprehensive programme dealing with all general phases of
the Mental Diseases problem and education.

. Every Mental Hospital in the vicinity of a Medical School must become
a teachmg hospital, and the professional group in such a hospital must be the
dominant one. Here again the MedJcal Superintendent must be the Direc-
tor of Clinical Work.

The teaching hospital, from a-therapeutic point of view, is superior to

be one which does not have an educational outlook. The mere. presence of
a group of young students, interested, enthusiastic, and intellectually alive,
prevents hospital inertia. Teaching and being taught stimulates every mem-
ber of the professional staff, and keeps the entire ,organisation on the qui
ttve. The sum total to an educational programme is to place the patient
and his needs on a higher plan.

No one will deny the necessity for highly trained Specialists in the various
fields of Psychiatry in India. At present their number is negligible, and of
these, the more experienced Clinicians are nearing the age of retirement.

The service must be made attractive, and_graduates in medicine with a
satisfactory academic career behind them must it be selected. They should be
given a resident appointment in a Mental Hospital in India for 6 to 12 months
#nd then sent to the-U. K. orthe U. 8. A, for Post-Graduate training. If

twelve scholarships were granted annually for ten years there would be a
nucleus of men to take over the rcsponsible posts as Superintendents, and
Deputy Supetintendents, and later leadership in this Speciality. The practice
of granting Study Leave to Graduates irr the Medical Services might be
«continued, but few can avail themseves of the privilege. The Post Graduate
-student has to expend a large sum in Travelling Expenses, which, in many
cages, is borrowed. He hopes to recompense himself later in Pra,ctlce, but
this is not feasible in a Mental Service, and must I taken into account when
Graduates are sent abroad. No student should receive any fellowship in
excess of maintenance, cost of books, and instruction. To pay any one to
take an education indicates that the educational offering is not very valuable,
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Men for Subordinate Posts may be trained in this country, and until such
time as Medical Colleges can institute a uniform and practicable syllabus for
a Diploma in Psychological Medicine, I would suggest that Medical Officers
be encouraged to obtain the Certificate Psychological Medicine (M.P.C.) grant-
-od by the Royal Medico-Psychological Association. There is a strong
membership of the Indian Division of the Royal Medico-Psychological
Association, and there would be no difficulty in” arranging for the examination
to be held in India. /

A beginning in this modest manner (it was done in the U. K.) would be
preferable to granting Diplomata of a low standard which might later
prove an embarrassment to Government. The more able men who obtain the
M.P.C.'would probably later proceed to a Diploma in Psychological Medicine.
As ap incentive Medical Officers who obtain a D.P.M. or M.P.C. should be
granted a Special Pay. All holders of the D.P.M. in the Mental Service in
the U. K. received an annual ailowance of £50. If Universities are to grant an
M. D. degree in Psychologicdl Medicine, there should be s uniform high
standard for the whole of India.

The general standard of the Mental Hospitals I have seen is poor.
Economic factors will always affect scientific considerations. It may not be
possible to do as much Psychiatric ‘research as one desires because sufficient
money is not available, but certainly the quality of professional work is sub-
ject to no such limitations. There may be too few physicians, but this is
no legitimate reason why administrative medical officers should not get the
best ones available, and hold them to a high level of professional performance.
Financial security is not the first requisite to hospital progress — the desire
and enthusiasm for progressive change must always come first.

There is an urgent necessity for better trained Nurses. On the nursing
staff of a Mental Hospital depends the harmony which exists between the
hospital and patient, and that may mean the difference between success and
failure of treatment. If a patient is constantly irritated by tactless handling,
exasperated by petty tyrannies, and annoyed by inflexible rules enforced by
poorly informed attendants, and improperly trained nurses, he soon develops
the idea that his welfare is not the first consideration. There is a type of
Psychological abuse of mental patients.which may be much more disastrous
ghan any kind of pbysical abuse.

An institytion with a poorly trained and inadeyuate nursing staff starts
with a definite handicap which will seriously interfere with its efforts. The
social environment as represented by the nurse and attendant is of much
greater importance than the colour of the Wards, selection of the furniture,
cinemas, radios, etc.  Pleasant-surroundings are a hollow mockery when a
small minded unintelligent attendant -constantly thwarts the patient in his
attempts to enjoy them. ]

The Psychiatric Nurse performs a more difficult and exacting task than
any General Nurse, and she should have correspondingly better educational
standards. Mental Hospitals Have not taken their educational responsi-
bilities'too seriously. There can be no valid excuse for the failure of a Mental
Hospital to instruct its own people. Machinery exists in India for the grant-
ing of a Certificate for Proficiency in Mental Nursing by the Royal Medico-
Psychological Associatich, but, so far, only the European Mental Hospital
at Ranchi has trained nurses for this Certificate. All Mental Hospitals in
India which employ General Trained nurses should take immediate steps to

procure recognition as training schools by the Association, and they should
5A
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train and encourage their nurses to Cobtain the Certificate. This will mean a
sacrifice in time, but administrative Medical Officers should bring home to
superintendents of Mental Hospitals that they have a responsibility in this
field, and must prepare to carry out that responsibilily. The Board of Trus-
tées of the European Mental Hospital at Ranchi stipulate that all Nursing
Bisters must, during an early stage of their Service, obtain the Certificate of
Proficiency in Mental Nursing, and the* majority of them did. Before the
war there were numerous indications that good nurses were turning to Psy-
chiatric nursing, and there was a large waiting list of good candidates for
employment at the European Mental Hospifal. This may be due, in some
respect, to the reputation this institution has acquired, and to the gene-
rous terms of their employment., The aim should be that all wards, male
and female, should have a carefully selected, will-trained Psychiatric Nurse

in charge. This may take years to ‘achieve in India, but I maintain that it is
practicable. . b

Given a competent Psychiatric Nurse in every,ward, the question cf
attendants remains. Where are we to get tne Ward Personnel ? Are we
to go on with the preSent Personnel, who do not receive training even of the

most superficial character ? v

It.is surprising that many of the individuals placed in a ward of filthy,
~destructive, violent, profane, moisy patients, can maintain their emotional
~equilibrium and remain human. It is only because of their fundamental
- decency, and not because they have any spark of real understanding of the

basic situation. I have been connected with Mental Hospitals too long not
to appreciate the difficulties inherent in this situation, but, in spite of these
difficulties, I cannot feel that attempts to change the situation are impossible.
Something can and must be done to increase the number and improve the
quality of Ward Personnel. At the European Mental Hospital, Ranchi, alt
satbendants, male and female, are required to attend courses of instruction in
"First Aid, and Home Nursing, and a very large number Rave already obtained
the St. John’s Ambulance Certificate in both subjects, and it is amazing what
this small beginning has achieved. The nursing care and treatment of the
patients improved to an enormous extent. The utilization of young and
» mrmature people—and there is much of it—for ward work, is, in my opinior,
»g wery questionable procedure. Adolescents should not be in charge
«of Pgychiatric patients. They are not sufficiently stabilized emotionally to be
placed in such a situation.

The Indian Division of the Royal Medico-Psychological Association have
under congideration a scheme for the granting of a Certificate to Ward
Attendants, and at Ranchi it is proposed thatan attendant would in his first
vear of service obtain the First Aid Certificate, iq the .second the Hgme
Nursing Certificate, and in the third the Certificate in Mental Nursing.
Hand Books in the Vernacular have already been published.

For the Certificate in Mengal Nursing the Course would be of an elemext-
ary character, and a course of about 14 lectures would suffice. My sugges-
tion for the lectures is as follows :—

1. History of Mental Disorder.

9. Mental Disease as a Public Health Problem.
3. The Infection— Exhaustion Psychoses.

4. The Toxic Psychoses.

fi. General Paresis.

6. The Symptomatic Psychoses,
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7. Artenioscerrotic and Senile Psychoses.
8. Borderland States.

9. Manic-depressive Psychoses.

10. Schizophrenia.

11. What 1s Mental Hygiene ?

12. Mental Hygiene of Childhood.

13. Mental Hygiene of Adolescence.
14. The Human Personality.

Both theoretical and practical instructions are essential. It will be seen
that the above scheme of lectures, if accepted, will introduce the Attendant
to Psychiatry through the Psychoses which have a direct physical causation.
The simpler the course, and the more gradually it develops from the physical
to the highly complex psychological, the more successful it will be. The
war has, unfortunately, delayed this schefie, but it is hoped that the Indian
Division of the Royal Medico-Psychological Association will meet this year.
Most of the Medical SBuperintepdents of Mental Hospitals in India and
Ceylon are membersyof the Association.

The custom of generalizing about ratios of Ward Personnel which
takes no account of admission and discharge rates, the kind of service given
to the patient, or the number of essential gubsidiary departments carried on,
is a mistake. All of these must be considered when Ward Personnel ratios
are being worked out. (See notes under European Mental Hospital, Ranchi).

Psychotics.adjust themselves at different levels.

A, Social Recovery — (the ideal aim).
B. Social Institutional Adjustment.
"C. Institutional Adjustment.

D. Deterioration.

It was depressing to find the enormous number of patients who have
* deteriorated ”, and what was worse, the general attitude of pessimism and
indifference which characterised the situation.

The standards of care which prevail in the hospital are responsible te a.
considereable extent for the level at which patientsadjust. If the ideal of
the institution is the discharge of patients, if the professional staff is held te,
a high level of accountability fot such discharges, and if the administration is
called upon to defend continued residence in the institution, the last three
groups will not be as large as they are. The fourth group is a definite indict-
ment of the therapéutic standards in the Mental Hospitals in India. The,
vast majority of these patients have been permitted to slump into this condi-
tion of deterioration because the routine was not sufficiently insistent and com
pelling to keep them in reality even for brief intervals.

In all the hospitals I visited there is a need for a more systematic and
better conceived plan of work therapy. None of them except the European’
Mental Hospital, Ranchi, employ Occupational Therapists. In advanced
countries, Occupational Therapy has developed to the point where its
representatives have become indispensable to many General Hospitals, Tuber-
cular, Orthopaedic, and Mental Hospitals. In Occupational Therapy we
have a powerful therapeutic weapon for the Pgychiatric patient. Organized
systematic work is better treatment than the careless haphazard occupation
in some of the hospitals. The important thing is to create throughout the
hospital an atmosphere of industry, and to make occupation an activity tha$
is approved by the patients.



More can be done in the way of Diversional Therapy. A Menta! Hospital
with all modern types of therapy equipment, and installation is st:ll a house
of sorrow and discontent. Everything that can serve to alleviate any of this
discontent should be utilized. Entertainment is therapeutic, it specialises the
patients’ fnind and interest, and it is bringing him' back to reality. Money
spent on entertainment is a good investment, and the budget allotments under
this head should be generous. Suitable programmes can readily be made
available if the necessary funds are forthcoming. “

. All arteriosclerotic, decrepit and senile patients should be housed
separately. They are fundamentally medical and nursing problems, and
should be under the supervision of the Medical Services. Kindly and
fumane custodial care in special Homes would be more economicgl than
treating them in Mental Hospitals. At least 50 per tent. of the patients in
Mental Hospitals in India could be cared for in such Homes.

In the U. K. there has been a definite demand on the part of the public
for psychiatric clinics, and fortunately there has been a definite swing away
from the extravagant claims of early exponents of Merital Hygiene towards
a recognition of the limits of preventive Psychiatry. While no specific pre-
ventive measures have been discovered enough sound knowledge has been
accumulated to show that a continuance %nd extension of outdoor clinics is
a logical procedure.

The Directorship of either an adult or child clinic is a-full-time position.
A sucéessful Clinic will not remain so long, if it is the Secondary responsibility
of anyone. The immediate establishment of Psychiatric Clinics in General
Hospitals is not feasible in India at present, as there is no trained personnel.
Ta establish them before efficient personnel is availablé would be extremely
bad propaganda. I have already made the suggestion that the Medical
Superintendents of Mental Hospitals should be ex-officio.the Senior Physicians
of all such Clinics. There is no reason why the General Hospital should not,
in due course, bear its share of mental disease prevention. It is a problem of
Public Health, and as such is of interest to every agency interested in this
important activity. The General Hospital sees patients in the pre-Psychotic
stdge, and they are in a favourable position to influence the education of Psy-
chiatrists. When trained personnel is available, it is to be hoped that
Psychiatric Departments in General Hospitals will be the rule rather than the
exception.

These can only, come when sufficient trained Psychiatrists and Social
Workers are available. The collaboration of Psychiatrist and Social Worker
results in a therapeutic programme which is better balanced than is possible
when each works alone.

.. The actual contact with patients in the early stages of maladjustment
will be through the General Practitioner, Teacher, Juvenile Courts, Proba-
tion Officer, Police, Social Worker, Y. M. C. A., Y. W. C. A., Boy Scouts,
Girl Guides and Parents, but the Mental Hospital has a proprietory interest
in the pre-Psychotic and delinquent child. The Child Guidance patient be-
comes the mental case of tomorrow. The patients who will be received by the
Mental Hospital 10, 15, 20 years hence are in the schools, and many of them
showing behaviour abnormalities that stamp them as potential Psychotics.
It seems that the Mental Hospital has a grave responsibility in this field of
prevention and must prepare to assume that duty as quickly as personnel can
be securéd and trained to do the work.

I3
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‘Thé stress laid upon work with children is entirely justifiable when one
<considers that prevention is most hopeful in childhood. It is the golden age
for Mental Hygiene. The Child Guidance Clinic will be the impoertant phase
of preventive psychiatry. It will take many years to plough the ground and
prepare it for the seed. Even administrative Medical Officers will probably
look’on this extension of clinicdl facilities with a jaundiced eye. The prepara-
tion must be a period of organization and education. The average man has
little understanding of this kind of work with children. He is apt to think
that a Child Guidance Clinic is interested only in feeble-minded or psychotic
individuals. These Clinics should in due courge form a part of the Pediatric
Department of every General Hospital.

In spite of considerable progress towards a more. healthy attitude in re-
.gard to Mental Disease, the old ideas of disgrace and stigma die hard, and the
prejudice of the people must be taken into account. The relationship of
Psychiatry and the Law requires attention. If the Mental Hospital is to de
.good work it must have the sympathy and support of the community., The
walls of ignorance, superstition and suspicion will have to be torn down and a
friendly relationship established. We must teach the people that we will
-staff our hospitals correctly, and that Mental Hospitals are directed by honest
well-trained scientific men who are trying to render service to the patients.
“Good-will towards Mental Hospitals must be created. The process will be
Jong, but may be built by :

(1) Letfing the community know that the Menta Hospital has a real
service to be given.
(2) Convincing people that they need what it has to offer.
(3) Making it easily obtainable.
a (4) Making people glad that they can have what the institution has te
offer.
“The goal of such educational effort should be more than to add to the prestige
-of the hospital. The ultimate purpose should be Mental Health. This is the

~day,of Preventive Medicine. Psychiatry should be thiriking in terms of pre-
‘vention as well as cure.

I am appending to this Report copies of the undermentioned, which I
forwarded some time ago to every administrative Medical Officerin India.
1 find they are being seriously considered, and I would suggest that they be
-garefully examined by the Committee.

*(1) The Interim Report on the Recommendations regarding the

Mental Health Service by the Royal Medico-Psychological Association.

*(2) Recommendations regarding the Future of Psychiatry by, the
British Medical Association.

*(3) The Royal Medico-Psychological Association Revised Recommen-
dations.
SUMMARY.

The majority of the Mental Hospitals in India are quite out of date,

-4nd are designed for detention and safe custody without regard to curative
-treatment. The worst of them—the Punjab Mental Hospital, the
“Thana Mental Hospital, the Agra Mental Hospital, and the Nagpur Mental
Hospital savour of the Workhouse and the Prison, and should be rebuilt.
“The remainder should e improyed and modernized in accordance with the
.suggestions of the Medical Superintendents. Bombay and Calcutta urgently

¢ Nes printed.
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require modern Mental Hospitals to meet both the needs of the community
and the Medical Colleges, and these should form part of any schemes for
reconstruction or expansion. The Superintendent of the Indian Mentab
Hospital, Ranchi, has put forward schemes for expansion, but this hospital ia
quite large enough for'any single Psychiatric Unit, and it is too far from
Calcutta to be of service iri any teaching programme.

There is gross inadequacy in the medical personnel in all the Mental
Hospitals both numerically and in specialised qualification. Most of the MedicaF
Officers employed as Superintendents and Deputy Superintendents possess
neither the status nor the expgrience which would justify the description of
Consultant or Specialist in the ordinary usage of that word. A Mental Healtlr
Service 1s necessary with improvement in the status,<pay, and conditions of
service of the Medical Staff, with increased opportunities for purely profes-
sional work. '

To remedy these defects foreign assistance, will be required for at least
ten years. Generous terms should be offered to highly qualified Specialists:
to take charge of Mental Hospitals, the teaching programmes, and to ofganize
the Social Services during the transitions period. Selected graduates (as
many as possible) affer a period of residence in a Mental Hospital in Indiax
should be sent to the U. K. or the U. 8. A. for Post-Graduate training in Psy-
chological Medicine. For'some time, subordinate Medical Officers' might ber
encouraged to obtain the Medico-Psychological Certificate, granted by the:
Royal Medico-Psychological Association.

The numerical and professional inadequacy of the Nursing staff and
Attendants requires urgent attention. Thereis no reason why administrative
Medical Officers should not tackle this problem immediately. The Indian
Division of the Royal Medico-Psychological Association would be prepared to
asgist.

Psychiatry developed as the method of treatment of those individuals
whose mental illness necessitated ségregation from the rest of society. This
distinction, although important socially, is medically irrelevant, for there
is only a difference of degree between the majority of patients in Mental
Hospitals and the far ‘more numérous sufferers from less severe mental dis-
orders. For one case of major mental illness there are, undoubtedly, many
cages of minor mental illness. Preventive Psychiatry, therefore; outside the
Mental Hospital is of paramount importance. To open Psychiatric clinica
in General Hospitals before there is trained personnel to conduct them
would be bad propaganda. In the U. K. modern developments in Mental
Health Services are doing much to lessen fears and prejudices among the
public, but they are still a factor to be reckoned with, and in India th_e
greatest caution will be necessary. The movement to open Psychiatric
Departments in General Hospitals in the U.K. and U.8.A. has coincided
with the development of methods of treatment, which have made it
possible to treat successfully as out-patients many who would formerly
have required inpatient treatmént. Ivents have thus lent their support
to the movement to emphasize the links between Psychiatry and Generak
Medicine to the advantage of both. It is vital that in any future organi-
zation of Medicine, Psychiatry shall not remain segregated, and it should
take its place in the general scheme, subject to the provision of adequate:
and well trained personnel.



The few Psychiatric Clinics which have been opened in. connection with
General Hospitals in India are of the make-shift variety, and the facilities
for diagnosis and tieatment are not satisfactory. Where tne Mental Hospitals
are accessible it may be desirable to set up consulting centres under their own
roofs. This experiment has proved successful in the [Bangalore Mental
Hospital and for Services Patients at the European Mental Hospital, R_anc]}l)l.
Whatever steps are taken with regard to Psychiatric Clinics they will be
adequate only if the arrangements allow Psychiatrists in Mental Hospitals ﬂ;
engage actively in out-patient work in the Psychiatric Departments of Genera
Hospitals. The Senior Clinician in the Mental Hospital sl;ould hold' the semor
post in the Psychiatric Department of the General Hospital. Junior mental
hospital doctors should be appointed as assistants in General Hospitals where
they would take part in the work of the psychiatric out-patient department.
If all hospital medical staffs wert adequately remunerated, and if domiciliary
work became a recognized part of the hospital service, it would become
possible for an interchange between Psychiatric Staff of Mental and General
Hospitals. Unless arrgﬁgements are made on these lines there is a danger
that Psychiatrists on the Staffs of Genersl Hospitals will ignore or be unaware
of the opportunities offered by Mental Hospitals and the progress in therapy or
research being made in them. ,

In the Kemorandym submitted by me to the Health Survey and Develop-
ment Commiitee in February 1944, T stressed the need for Central Controk.
This special arrangement for the coordination and direction of Psychiatric
work is necessary because of the many intricacies of the subject, technical,
soctological, and legal. Provincial Administrative Medical Officers, as a
rule, have had no specialized training in Psychiatry, and if the Mental Health
Services in the country are to be directed by them, the integration of Psy-
chiatry into the whole medical structure, which is so desirable, will be
frustrated.

The Director-General or the Principal Medical Officer of a National
Health Service, who will be advising the Minister, will himself be adwst?d. by
various senior officers concerned with clinical services, preventive medicine,
etc., and it is at this level that a Directorate of Mental Health fits in. I have
suggested that for the present thé Superintendent of the Mental Hospital
should advise the Provincial Administration on Mental Health problem, as
the Mental Health Service develops there should be at the periphery
administrative officers of Mental Health, who must have direct access to t.he
Director of Mental Health at the Centre, as well as relations with ProVI_nclal
authorities. In this way the Social and Preventive aspects of Psychiatry
will be given full opportunities for development. Grants or subsidies should
only be made to Provincial Authorities subject to adequate control and stper-
vision from the Centre.

The cardinal points in the Indian Lunacy Act, 1912, have outlived their
usefulness. Legal restraint has undoubtedly made the public reluctant to
avail themselves of Mental Hospitals, and has militated against the early treat-
ment of mental illness. Legal changes are imperative which will make pro-
vision for treatment of patients without the stigma of certification, but this
is a subject outside the scope of this report. It might be suggested, however,
that all private Mental Hospitals, Nursing Homes and pay-beds for mental
patients should be br.ought under Government control and supervision.

Many patients of this category are being treated in Mental Hospitals and
the arrangement is most unsatisfactory.

-
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Legislation to deal with this very wide problem is urgent. This question
i8 also outside the scope of this report, but any scheme will require the pro-
vision of suitable institutions and Colonies and it is suggested that in the
Post-War period many suitable institutions will be available ; for instance the
Military Camp at Ramgarh in Bihar would require little or no alteration to
form a suitable Colony for 40,000 to 50,000 Mental Deficients. Doctors to
be employed in such Colontes will, in addition to training in Psychiatry,
require special training in Mental Deficiency.

A Mental Health Service should cover at least the Psychiatric require-
ments in Schools, Child Guidance Clinics, Psychiatric advice to approved
schools, Borstal Institutions, Juvenile Jails, Remdnd Homes, Colonies of the
Hostel type for delinquents and Psychopaths, but to formulate schemes
will be the duty of the Directorate of Mental, Health. ‘

The-public still regards the Mental Hospital, and all Services connected
with Mental Health ‘with unwarranted ‘dread, and the Psychotherapist with
doubt, derision, and awe. Education of the public must proceed pari passu
with the development of the Mental Health Service.

Finally, I would stress that the ‘conditions in‘some of the Mental Hospitais
in India today are disgraceful, and have the makings of a major public
scandal. It 1s suggested that a copy of this report be sent to every
Administrative Medical Officer in India.

MOORE TAYLOR, 0.B.E, M\.D.,, D.P.H,,
Colonel, I.M .S.

Medical Superintendent, Ranchi European Mental- Hospital
and
Hony. Consultant Psychiatrist, Eastern Command, India.



*

APPENDIX 22.

MexTAL HosprraLs IN INDIA WITH THEIR BED STRENGTH AND FLACE OF

Provinces.
1. Assam
2. Bengal

8, Bibar ..

4. Bopbay

5, C.P. & Berar ..
8. Delhi ..
7. Madras

LOCATION.
Location, No. of beds.
Tezpur Mental Hospital, Assam . 718

No mental hospital. Arrangements are
made with the Bihar Government for
the admission of mental cases in the
European and Indian Mental Hospitals
at Ranchi. There are number of private
institutions for Lynatics. *

European Mental Hospital, Rdnchi .. 271 '

Indian MentalHospital, Ranchi . 1,380
[ 1,661

Central Mental Hospital, Yeravda .. 1,227

N. M. Mental Hospitdl, Thana . 390

Mental Hospital, Ahmedabad . 267

MentalHospital, Ratnagiri .. . 176

Mental Hospital, Dharwar .. .. 199

- . _—_— 2,259

Mental Hospital, Nagpur  =.. “ee 600

Nil.

Mental’Hospital, Madras .. . 888

Mental Hospital, Calicut .. .. 364

Mental Hospital, Waltair . .o 164 1416
—— ’

(Criminal lunatics are confined in the Mental Jail at Cuddalore).

8. NNW.F.P. ..

9. Orissa
10. Punjab .
1. T.P. .. .
12. Sind .. .
Indian Siate.
13. Mysore

Mental Barracks 2 in the Central  pri-
son, Peshawar, under separate staff ... 140 140

Cases are sent to Bihar, Indian Mental
Hospital, Kanke -(Ranchi) where 60

« beds are reserved for eases coming .
from Orissa.
Punjab Mental Hospital, Lahore . 1,408
Mental Hospital, Agra . . 617
Mental Hospital, Bareilly .. .. 408
Mental Hospital, Benares . 331
—— 1,356
Sir C. J. Mental Hospital, Hyderabad .. 348
/
Mysore Mental Hospital, Bangalore .. 300 300

Total bed accommodation 10,188



APPENDIX 23.

STAFF AND ESTIMATES OF COST FOR THREE TYPES OF MENTAL INSTITUTIONS.
Recurrent Bxpenses of a Thousand-bed Mental Hospital.

G

» Monthly
—— Grade. expenditure
in Rupeea.
~Y ‘ -
« .
Psyohiatrist Superintenden’'. . .. 1,000—50-1,500 « .. 1,000
1 Psychiatrist Deputy Supermtendent . 750—50—1, 000 .. 750 *
18 Psychiatrists ‘\,350—25—650 ve 6,300,
8 Occupation Therapeutlsts .. 200—10—300 .. 1,600
1 Psychologist .. v .. 250—15-—475 . #2560 -
2 Psychiatric Social ,Wotkers . .. 250—15—475 . 500,
1 P. Assistant to Supermtendent s .- 800—15—525 . 300
1 Senior Matron . .. 300—10—450 .. 300
2 Junior Matrons e . .. 250—10—350 . 500
50 Nurses . .. . .. 125—5—200 Lot 6,250
500 Attendants . .. .+ 35—5—50 e 17,500
50 Menials .. oL ¥20—1—30 . 1,000 '
10 Clerks, Accountant, Storekeeper .. 100—5—200 . 1,000
1 Recorder Statistician . .. 200—10%-300 . '200
1 Head Cook ' . .. .. 40—1—50 . 40
10 Cooks .. .. .~ 30—1—40 300
16 Durwans, Peons, eto .. . 25—1—30 . 376
Food @ Rs. 25 per head . .. cees 25,000
Medicines, Chemicals, etc. .. ST e 2,500
Washerman, Barbar, Darzi .. e 1,000
Repair and Replacements of beddlngs,
crockery, eto. - e 4,000
Occupation Thera,py Material N 5,000
Eleotncxty, Telephone, coke for boxler,
eto. R 2,000
Me.mtenance of Grounds. Ga.rden .. e 1,000
Miscellaneous, inoluding stamps, sta-
tionery, form, etc. .. . .. e 4,000
Total .. 82,665

Annual Recurring Ex-. :
penditure .. ;e 9,091,980

Annual per oapita ex-
penditure for 1,000
patients, say .e 1,000

K

The entire staff is' to be provided with free unfurnished quarters.

There will be an outdoor psychiatric tlinic and a child guidance clinic attached to
the hospital and conducted by the staff.

Qapital Expenditure on buildings, equipments, etc.,gfill be approximately
Rs.10,00,000.

All pay mentioned above is consolidated and no special allowance is recommended.
]
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Recurrent Expenses of a Thousand-Bed Mental Defictency Home.

Wonthly
—_— Grade. expenditure
N in Rupees.
1 Psychiatrist Superintendent 850—25—1,000 850
2 Psychiatrists . 350—25—8650 700
1 Physioian-General .. 300-—25—500 300
4 Psychiatric Social Workers 280—15—476 1,000
4 Psychologists . 2501115475 1,000
80 Trained Teachars .t oo 250-15—475 12,500
*1 Personal Assistant to Supermtendent .. 300—15—525 300
%. Senior Matron .. ot 300—10—450 300
Junior Matrons 250—10—350 500
5 Nurses . .. .. 1256—5—200 .. .. 3,125
1 08 Ayahs—female attendants .. .+ 85—5—60 .a . 3,600
80 Menials ¢ 120—1—30 .. .. 1,000
" 5 Clerks lncludmg accountant storekeeper
ete. .. 100—5—200 .. .. 500
1 Recorder Statistioian .. ,» 200—10—300 .o 200
1 Head Cook .. .. ‘.. 40—1—50 .. .. 40
10 Cooks .. . .. 80—1—40 .. o 300
10 Darwans, peons, etc “\ 256—1—30 .. e 250
Food @ Rs. 20 per head® . . e 20,000
Medicines, chemicals, etc. .. .. e 1,000
‘Washerman, Barber, Darzi, etc. . e 1,000
Repair and Replacement of Beddlngs, .

Crockery, otc: .. veee 4,000
Eleotricity, Telephone, Coke for Boﬂer, etc vees 2,000
Maintenance of Grounds, Gardens, etc. .. e 1,000
Miscellaneous including stamps, statxonary,

etc. 'ew . 4,000

Total . 59,365
Annual Récurring Expen-
ses — 12 X 59,365 = 7,12,380

Annual per capita ex-
penditure for 1,000 pa-
tients = say 700
The entire staff is to be
provided with free un-
furnished quarters.
Capital Expenditure on
buildings, ~equipments,
quarters for staff, eto.,
approximately = .. 10,00,000

Recurrent Expenses of a Thousand-Bed Mental Home for/sem'le and incurable

cases.
/ Monthly
_— Grade. expenditure
’ “ in Rupees.
1 Psychiatrist Superintendent .. 850—25—1,000 . 850
2 Resident Psychiatrist 350—25—650 .. 350
2 General Physicians _.. 300—25—500 600
1 Psychologist 250—15—475 250
1 Personal Attendant to Supenntendent . 300—15—525 300
1 Senior Matron . .. 300—10—450 300
2 Junior Matrons .. .. o 260—10—350 500
35 Nurses .. . . .o 125—5—200 3,125
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Recurrent Expenses of a Thousand-Bed Menial 11ome for sentle and

. tncurable cases.—(contd )

Monthly
——— expenditure
Grade. in Rupees.
75] Male Attendents .. . .. 862550 2,625
76 Female Attendants or Ayahs‘ .. 85—p5—50 2,625
50 Menials™ .. .. 20—1-30 1,000,
8 Clerks including aocountant store-keeper

ete. .. 100—5—206 .. . 500

1 Recorder Statistician .. . £00—10—300 .

1 Head Cook | . v e e e 40150 .. . 3&
10 Cooks . <t * .. 30—1-—0 . 3
10 Durwans, Peons, oto. . .. 25—1—30 .. o .250

Food @ Rs. 20 pet head . .. caee 20,000
Medicines, chemicals, etc. .. AP P 1,000
Washerman, Barber, Darzi, eto. . . 1,000
Repair and Replacement of Beddings, -
orookery, eto. .. fovee 4,000
Eleetricity, Telephone, Coke for Boxler, eto. 2,000.
Maintenance of Grounds, Gardens, ete. .. 1,000
Miscellaneous including forms, stamps,
stationery, eto. .. e e . 8,000
Total . 45,815

—

Annual Recurring Ex.
penses 12 X 45,816 == 5,49,780

Annual per capita ex-

penditure, for 1,000 pa-

tients—say ..

. 550

The entire staff is to be
provided with free un-

furnished quarters.

Capital Expenditure on
buildings, equipments,

quarters for staff, ete.,
approximately =

.. 10,00,000
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APPENDIX 24.
* REPORT ON TOWN AND VILLAGE PLANNING IN INDIA.
By
+» B. R. Kacar.
¥, INTRODUCTION.

1. The Government of India, in the Department of Education, Health
and Lands, placed the servidds of the writer at the disposal of the Health
Survey and Development Committee under‘thé Chairmanship-of Sir Joseph
Bhére to advise the Committee on town and village planning. The Com-
rhittee desired * to hive a picture of what has been done and what should be
done in the future in order to promote Town Planning as an integral part of
the development of civil'lifé on ordetly lines in grban and rural areas.” [The
Secretary’s (Health Survey and Development Committee) letter, 16-1/G.of
the 19th. September 1944]. *

2. The tour, lastiig two rflonths, from the 9th October, 1944 to the 8th
December, 1944 included the following towans and the adjoining rural areas :—
' ‘.‘ Delhi, Simla, Lahore, Karachi, Hyderabad (Sin(l);_ Ahmedabad,

Baroda, Bombay, Poona, Kirkf;é, Bangalore, Madras,” Hyderabad
,(Deccan), Nagpur, Jamshedpur, Calcutta, Patna and Cawnpore.

3. Before comihencing the tour, a set of four questionnaires (Appendix Iy
was issued for eliciting available information. The names of the institutions
and persons to whom the questionnaires were issue are at Appendix III.

4. The list of those who have given replies to the questionnaires is at
Appendix V. Details of memorarda received in the course of the enquiry
are at Appendix VI. The list<of persons interviewed during the tour ig at
Appendix IV.

5. The terms of reference set out by the Health Survey and Development
Committee in their letter dated the 19th Septémber, 1944 were very wide.
The writer had to determine the scope of the enquiry consistent with the time
limit of two months prescribed for the purpose. The object, therefore, was
to make a rapid survey of the points outlined in the questionnaires. The
principles underlying the issues raised and the problems suggested in the ques-
tionnaires are in their turn based on the memorandum already submitted by
the writer, in February 1944, to the Committee—attached herewith as
Appendix 1.

6. The memorandum deals with the recent advances in the science and
practice of town-planning with special reference to the English practice and
it forms the general background of this enquiry and the recommendations
made in this report. v

7. Apart from the disadvantages inherent in a rapid survey of this
aature, the present abnormal war conditions have tended to exaggerate and
distort the normal situation and present a confused picture. Effort has been
made to make due allowance for these disturbing factors,

8. Town Planning, as it is understood at present, is & provincial respon-
gibility. Sepior officers of the Provincial Governments and States, whom
the writer was able to contact in the course of the tour, showed a keen interest
in the problem and ggnerally expressed a desire to obtain a picture of the con-
ditions prevailing in their respective areas. While this could not be dons,
in detail, an attempt has been made to deal more fully, Provincewise, with the

*The appendices referred to in this report have not been printed
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special features which at once, mark out one Province or State from the others.
This, it is hoped, would make the report more useful to the individual Provinces
concerned. It should, at the same time, give a fair idea to the Government
of India not only of the measure of success or failure attained but also of the
working .that produced the results. The conclusions drawn in the body of
the report are based on the material contained in the Appendices referring to
the different Provinces and States. .

9. The section on “ A short History of Town Planning in India ” attempts
to make a gengral survey of the.situation. The other sections deal with the
main aspects of tht subject, 2., Education, Legislation, Finance and Ad$
ministration. Village planning, Location of Industry and Housing are dealt
with in separate sections. The writer’s suggestions for dealing with war strue-
tures are dealt with separately: In the hody of the réport as well as in the
Appendices dealing with the Ptavinces, and the States, the lines on which
recommendations are to be made are indicated and the final recommentlations,
divided into two categories, one the short term and the other the long term
are embodied in the last section. - ’ LA

2. A SHORT HISTORY OF "TOWN PLANNING IN INDIA.

10. The history of town planning in India has been, and is, an unequal
and continuous struggle. It began in 1912 with the * Battle of the Sites *’
on the question of the selection of a site for the location of the new capital near
Delhi {Appendix IX). Unfortunately, this has been the, only initial, though
spectacular, success in “ the battle of science and of faith in the future
of the new Capital against mssociation andsentiment . If the town planners
of New Delhi have succeeded, itisnotdue to any weakness of the oppogition
but to the towering personalities of the experts and to the vision displdyed by
the then Viceroy and Governor-General (late Lord Hardinge) and the then
Secretary of State for India, in supporting the town planners. Since then,
the champions of town planning have consistently failed. Calcutta, Cawnpore
and Madras have provided proof of these failures in the course of this rapid
enquiry (Appendices XVII, XVIII and XIV). Indications of similar trends in
other places are not wanting. Detailed enquiries in all the Provinces and
States in this respect are liklely to be helpful to the areas concerned so as
to avoid earlier mistakes, if any, when their respective town planning depart-
ments are established and begin functioning.

11. The real danger, however, is not so much of active hostility (though
this cannot be. ruled out completely in the absence of strong and informed

 public opinion) as of a steady decline in and neglect,of the initial high standard.
This is exemplified by accretions like Shahdara in the suburbs of New Delhi
(Appendix IX). !

12. The Government of India did not restrict their interest to the adop-
tion of the latest town planning principles in the layout and development of
the new Capital area. They impressed upon the Provincial and State Gov-
ernments the need for regulating and controlling the growth of their towns.
The first report of the New Capital Town Planning Committee is dated the
18th June,1912. The Government of India’s letter to the Madras Govern-
ment on the subject, in 1912, runs as follows :—

“ The Governmeht of India are of opinion that the question of town
planning is one of great and growing importance. The great majority of
large Indian towns and cities are surrounded by insanitary quarters which

* have been permitted to grow up.without any sort of tontrol and which are
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often the starting grounds of plague and other diseases and a large popula-
tion is crammed into an altogether inadequate space. There is also the grows
ing tendency of suburban landlords to refuse to let agricultural land for
building purposes and it is becoming more and more difficult to meet the
increasing demand for land among large classes of the population for im-
proved dwellings amidst more sanitary and healthy surroundings. The
art of town planning is of comparatively modern growth, and it is only
recently that town planning experts have arisen, in very small numbers
even in Burope. The matter is therefore one in which progfess must neces-
sarily be slow, but the Government of India are of opinion that a bagin-
ning can be made by enquiries as to the necessity for town planning ’.gia-
lation and the form which such legislation should take.”

13. The Government of India also indicated the main lines on which an
Act might be drawn up. The suggestions were based mainly on the provi-
sions of the English Housing and Town Planning Act of 1909. The Govern-
ment of India further stated that the question of town planning, so far as it
affected Indian cities and towns, needed examination from the following points
of view :—

(a) the extension of existing towns, and
(b) the improvement and opening out of existing insanitary areas in
old towns. .

The Government of India opined that, where land on the outskirts of a
town was mainly agricultural and could be acquired cheaply en bloc, the better
policy would be for the local authority to purchase outright and secure a
return by premium and ground rents as buildings extended, initead of de-
pending on development taxes. But where an existing town had been allow-
ed to grow up in a haphazard way with vested interests in the surroundings,
the acquisition of land would of necessity be of a much more expensive and
difficult character owing to delays ih litigation and the rise in_prices of land.
Tt is in such cases that control would be preferable to acquisition, which in-
deed for financial reasons would, on a large scale, be impossible. The objeet
of the suggestions made was to render it possible to control future urban de-
velopment and to provide for the expansion of population without imposing
increasing burden on the general revenues or the resources of local bodies such
as were usually involved when urban land could be acquired only under the
Land Acquisition Act, -

14. Active interest in town planning became evident in the Provinces
and States from about this time. Two of the leading town planners in Eng-
land, Prof. Sir Patrick Geddes and Mr. H. V. Lanchester, were invited te
visit India and advise their clients. The reports of these experts vary from
the mere statement of a few of the local problems (for which no solution was
suggested) to the submission of detailed schemes, plansand estimates accor-
ding to the experts’ terms of employment and length of stay in the province
or State concerned. Some of the provinces, like the United Provinces, em-
ployed full-time consulting architects (a reference has been made to the
Master Plan prepared by *Mr. Lishman, Consulting Architect tosthe Govern-
ment of the United Provifices in Appendix XVIII).

15. Prof. Sir Patrick Geddes and Mr. H. V. Lanchester, jointly and seve-
rally, advised, amongst others, the Provinces of Madfas and the Central Pro-
vinces and Berar, and the States of Baroda, Gwalior and Indore. The Bom-
bay University, in 1921, established a School of Sociology and offered its
first -Professorship to Prof. Sir Patrick Geddes.

HI1342HSDC
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18. By far the most interesting re is tha
. : port, however, is that prepared by Mr.
;4}. P. Richards, a noted English town planner, at the request ofgohe Calgutta
Xnepll'lovement Trust. A separate reference has been made to it in Appendix

17. Since 1921, interest in the subject has steadily declined, except in
the States of Hyderabad, Mysore and Barc])da, and the Pur}:jab in British Igdia.
18. Three aspects of this initial progress and decline are striking ; these
refer to the measures adopted by the Government of India and the States of
Hyder-a,bad and Mysore. The interest taken by the Government of India
from time to time was an ““occasional burst of insight ” and not sustained, and
80 wa$ the response. The initiative for the town planning movement was
taken by the Government * from the top ” instead of its coming *“ from below”,
as in the case of England (Appendix A of Appendix I) where the lead for re-
form in town and country planning was given by the public, the P. E. P. (Politi-
cal and Econgmic Planning), the Town Planning Institute and the Royal
Institute of British Architects. The Government accepted the lead and fol-
lowed it up With necessary enquiries and legislation. In contrast, the Cent-
ral and Provincial Governments in India have not taken adequate steps even
to lmplement. the recommendations made by the Holland Commission in
1918 (Appendix XX) on the scientific and technical aspects of town planning
-a,n(.i by.the Whirley Commission in 1930 (Appendix X1V) on town planning
egislation. Asa rule, the provincial Governments have not shown any active
interest in Phe subject until recently when post-war problems came to the fore.
“In these circumstances, the decline was inevitable in ]/Sritish India.

19, The progress seen in Hyderabad, Mysore and Baroda can be traced
to different reasons. The Covernment interest in these States has been sus-
- tained, though the means adopted to achieve the results have been different.
Hyderabad and Baroda States sent scholars to study the theory and practice
of the subject in England under town planning experts for a period of several
years. These studies were not confined to flying visits of senior officials. The
- students on return to the State were given opportunities of training in order
to study local conditions first and later they were given responsible positions
~a8 town planners. They reccived all the assistance they needed by way of
smecessary and adequate co-operation from the Public Health and other Gov-
-ernment departments. The initiative, and later encouragement, on the part
of the Stale, was thus agsured.

20. In Mysore, on the other hand, the interest has been more ““ personal ”
than official, thanks to the initiative taken by the Ruler and the former De-
wan, Sir Mirza Ismail. State students have not been encouraged by scholar-
ships or by facilities provided by the Mysore University through the engi-
neering college. Foreign experts have advised, from time to time, the State
Officials on town planning, particularly with respect to Mysore and Banga-
lore, but the presence of these experts in the State does not seem to have bene-
fitted so far the Mysore engineers or the rural areas to any extent. There is
thus the danger of this type of town planning deterigrating to the level of the
present British Indian standards as soon as the experts leave the State. While
the Mysore type of planning may be more spectacular, the Hyderabad type
is more permanent.

3. TOWN PLANNING EDUCATION..
21. The lack of general education in town-planning through lessons on
environment, health and hygiene in schools, of popular education promoted
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by a technical society of town-planners or by municipalities anfl,t-rusts,.lf only
for reasons of enlightened self-interest, and of technical educat,lon through en-
gineering colleges or architectural schools, is primarly responsible for the con-
ditious obtainingin the country at present. General and popular education
is no less important than the technical education. Without general educa~
tion, public opinion, strong enough to influence the standards of municipal
and improvement trust administration, can neither be expected nor created..

22. Post-war education would need a civic as well as an industrial bias
for creating & balanced community. -

23. The view held by some of our administrators that ““ The general
principles of town planning are now fairly understood and it should be possible
for the Town Planning Committee (of a municipality) to apply them in indivi-
dual cases ”” (Appendix XIV) is not supported by English administrators.

24. Sir Gwilym Gibbon, C.B., C.B.E., D.Sc., Ex-Director of _the~Local
Government Division of the Ministry of Health, England, a distinguished
Givil Servant for half a century, in his book, “ No. 2—Problems of Town and
Country Planning ” says :

'* The need for resoarch in town and country planning is at least as
great as in any other field. The planner of today is much in the same posi-
tion as the medical practitioner of some generations ago. His practice is
largely empirical, with occasional bursts of insight. The body social is not
less complex than the body physical and certainly not less difficult to under-
stand.” -

25. If the above would apply to England, it would certail}ly apply with
much greater force to Indian conditiona. Research in housing -and town
planning forms an important part of the programme of the International
Housing and Town Planning Congréss as indicated in the appendices a'ttached
to Appendix I. The technical body for the promotion of town pldnning sug-
gested in paragraph 28 should pay special attention to rescarch.

26. There are no Degree or Diploma courses in town planning in the coun-
try. The subject is not taught in any of the engincering colleges. Ordinary
facilities in the shape of technical books in college and university libraries are
not available to students wishing to study the subjoct on their own. No
enquiries for trained personnel are received by the principals of engineering
colleges from Govornment departments, municipalities or improvement
trusts. ]

27. Few of the public works, municipal or trust engineers, have the time
or the opportunity to follow the town planning movement even in its literature,
much less to know it, a4 first hand, from the success or blunders of othe.r cities.
But even accepting what can be done at a distance or even from a brief visit
of an expert or advising afficer, the real danger remains not that of streets,
etc.—absurdly wrong perhaps—but of the low standard of the mass of civie
and municipal art. From the confused growth of otr past, we tend to be
easily contented with any improvements ; this, however, will not long satisfy
us, still less will it satisfy the next generation.

28. The benefit flerivéd by the Hyderabad State by sending abrqacf
students for town planning’education and training has been indicate_d in Section
2 of the report and in Appendix XIX {on-Town Planning & Indian States).
The Government of India have a scheme under consideration to send gtudents
for training to Europe and America as a part of Post-War Planning. Some of

these scholarships, commensurate with the importance of the subject, should
- 6A
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‘be earmarked for town planning. The Central Government should, as early
as possible, call a conference of persons connected with the administration,
science, practice and education of town planning, with the object of promoting
-the early establishment of town-planning courses in Universities and Archi:
tectural Schools and of creating a body, analogous to the Road Congress, to-
watch the interests of the Science of town planning in all its aspects.

4. LEGISLATION,

30. The first reaction of several administrators, officers and public men
to the suggestion that more energetic efforts are needed for slum clearance i
that the eXisting legislative powers are inadequate and that in the existing
conditions slum clearance and rehousing are beyond the financial capacity of
local self-government administrations and of town planning and town improve-
ment agencies.

31. All town-planning, town improvement and improvement trust legis-
lation in India enacted after 1919 provides for :—

(a) the determination of the amount of compensation to be awarded
for the land acquired on the basis of the market value on the date of publica-
tion of the notification for acquisition under Sec. 6 of the Land Acquisition
Act, 1894 ;

(b) the market value of the land to be the market value according to
the use to which the land was put at the date with reference to which the
market value is to be determined ;

(¢) powers to disregard increased value of land and buildings if it is
specially high by reason of the use thereof in a manner which could be res-
trained by any court, or is contrary to law or public policy or is detrimentak
to the health of the inmates of the building or to the public health (Madras
Town Planning Act, 1920) ;

(d) ampler powers by adding a separate schedule to the different acts,
giving powers for further modifications in the Land Acquisition Act, 1894,
which among others provide for privileges mentioned in (a), (b) and (c}
above, and
,  (€) the recovery of betterment contribution from owners of properties
improved by a trust scheme.

32. It is not possible to accept the suggestion that these powers are not
ample, at any rate, to make a beginning. On the other hand, it is suggested
by some of those who have carefully studied the Acts that these powers are-
far in advance of similar powers in English legislation at present. It is not
-within the scope of this report to examine in detail, the’ merits of the two,
oxtreme views ; the truth lies nearer the latter than the former. In the Punjab
and in the Hyderabad State where full use is made of the existing powers,
there is no complaint about the lack of powers. The Punjab claims that the
-existing legislation “ gives reasonably wide planning powers . The Hydera-
“bad State planning authoritics are satisfied that they have “ practically all the
powers needed for regional, town and village planning . The actual working,
of the existing powers is, therefore, of greater importance for the purpoge of
this enquiry.

33. In the course of the enquiry it was disclosed that many of the officers
responsible for tho administration of the trusts or for tendering advice as
valuers were not even aware of the nature of the existing powers. In no case
were these powers being fully used, although they haye existed for nearly a
quarter of a century, in some provinceg.
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34. Although legislation enacted prior to 1919 did not contain thes®
special powers, there is nothing to show that any attempts have been made,
either by the Bengal Government to seek these powers for the Calcutta Im-
provement Trust (1911), or by the Bombay Government to revise the now
completely out-of-date Town Planning Act of 1915. A complete case for a
Supplementary Act for town planning was made for Calcutta, as early as 1914
by Mr. E. P. Richards, at the request of the Chairman and Trustees for the
Improvement of Caleutta (Appendix XVII) but no action seems to have been
taken to implement the recommendations made in the report. What can be
-achieved even through the limited powers under the Bombay Act is, however,
illustrated by the example of the Hubli Municipality (Appendix XIII). The
municipal borough of Hubli, in the Bombay Presidency, was superseded by
Government on the 5th January 1939 and it was handed over to a newly elected
body on the 1st July 1944. The work done by the Executive Officer during
the period of supersession of four and a half years (of which nearly four years
are covered by the War) can be seen from the answers (Appendices VII & VIII)
gupplied to the questionnaires I and II.

3b. It would thus appear that the trouble does not lie so much with the
lack of powers as with the lack of the use of the existing powers, or lack of the
desire to change them even when change has been recommended.

36. Housing legislation which mainly deals with subsidies for poor class
housing is in a different category. No serious attempt has been made so far
in India to deal with the housing problem either through state, municipal,
cooperative or private agencies. The results of the cooperative housing move-
ment in the provinces of Bombay and Madras have not been very ehcouraging.
1t is hoped that this question will no doubt receive simultaneous attention
and further town and village planning legislation will include also housing
{egislation on the lines of the English precedent.

5. FINANCE.

37. Slum clearance and housing of the poor (who are not capable of
paying an economic rent for the minimum accommodation they require for
themselvey and their families), involve financial considerations. It has
been stated by most administrators that finance is the crux of the question
and that slum clearance and housing have been held up for want of adequate
State aid. According to the Chief Commissioner of Delhi, ““ The Government
of India have proceeded on the principle that the Delhi Improvement Trust
Bchemes, in the aggregate, must be financially self-supporting. ” Timely
action in preventing the creation of slums would no doubt be more economi-
<al in the long run. The loss in preventible deaths, in ill-health, suffering
and consequent inefficiency cannot be measured in terms of money as also
that from fatigue and lack of leisure with its concequent effect on the cultural
activitics of the people. Thelossesin man-hours in unnecessary travel to and
from work through traffic jams in large cities have now come to-be assessed
fairly accurately.

38. All the above factors will have to be taken into consideration before
the Government decide to continue their policy to ask the slum.clearing and
housing autherities to make their schemes self-supporting. Towns with
their slums are man-made. The responsibility for creating and continuing
them has to be shared by the Government, the industries and the public.
Tf Local Self:Governmefts have failed, the Government’s share in that failure
due to errors of omission and commission cannot be entirely disowned.
Benefits of industry are shared by the Government through taxation. Itisan
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.admitted fact that most of the slums are a direct result of unplanned and
uncontrolled industrial development. The unsuspeeting and ignorant vil-
lager is drawn to the towns by the lure of employment and thus adds te
the slum population.

39. Hospitals, 'I.B. sanitoria and preventive measures against smallpox,,
plague and other infectious diseases are not expected to be financially self-
supporting. High personages connected with Government administration
make frequent appeals for funds, and in fact secure them, for what are
eonsidered as deserving causes. These appeals, and philanthropists who
readily respond to them, are rightly blessed by the community. But the
root cause of all the disease and squalor, the slums, is allowed to-multiply
without Government accepting adequate responsibility for financing remediak
and preventive measures. .

40. All the benefits that free and compulsory education can bring to
the child that is born and bred and later lives and dies in the slums would
be of doubtful value. The effects of environs on the mind of the growing
child are too well known to need emphasis. Any amount of education,
however well-planned’ and costly, during the years six and fourteen, cannot
compensate for tho permancnt harm done by environs. These tend to keep
the individual “ as mean as the dtreet he lives in . This will have to be
considered by the Government in apportioning the available finance between
slum clearance and housing on the one hand and other nation building ac-
tivities on the other. The responsibility for financing slum clearance and
housing has been recognised by English legislation and accepted in practice.
Beyond the rent-paying capacity of the worker, the financial responsibility
for housing is apportioned between municipal taxation and Government
subsidy. After their taxable capacity has been ascertained, Indian munici-
palities should be made to bear their full share in slum clearance schemes.
Having done this, the Government would have to make their own contribu-~
tion for making up the deficits.

41. At present the general practice is to allow nazool receipts to be sot
aside for town improvements. Legislation in order to reduce financial hurdens
to the minimum is necessary, where it does not exist, on the lines suggested
in the preceding section. ° But in addition to legislation, it is essential
that there shall be a definite and progressive policy and, as & necessary
corollary, funds to implement it >’ as has rightly been pointed out in the
preface to the Report on the Re-organization of Urban Administration in
the Central Provinces (1943).

6. ADMINISTRATION.

42. Town planning is a social science inits purpose while its considera-
tions of efficiency and costs are economic. In the matter of physical planning
both engineering and architectural problems come in. The objective is
shaped and given the authority of the community and then administered
through legislation and the governmental machinery which is broadly des-
cribed as administration.

43. The efficient administration of such a complex phase,of the community
life of the people must necessarily be equally comlpex.

44. Judging from the present conditions in the country, dealing with this
particular aspect of administration as revealed in the provinces dealt with in
the appendices, the Governments appeared to be satisfed to “ hold the ring
to enable a multitude of rival individuals to advance their own intercsts ands
thus, by a beneficent alchemy, to promote the interests of civilisation .

~



Where results are to be obtained through the working of the Local Self-Gov-
ernment institutions, Governments will have to recognise the ineffectiveness,
of the passive supervisory, or at best exhortatory, role which the parent de-
partments are at present uséd to assume. This will have to give placs to a
bold policy of forecasting, coordination and following up.

45. The Government of India, by setting up an elaborate machinery for
post-war planning, have come to recognize that there is no peculiar *“ demo-
cratic ”” virtue in incompetent administration. Town plarining should recvive
the right “ priority  in the broadest sense. What is more, the public needs.
to be educated in formulating opinion on these priorities. Administrative
organisations and methods will have to be adjusted to ensure the fullest and most
rapid effect.

46. Financial and accountancy considerations which dominate a
present, and the belief that administration is merely a regulatory, policing
and taxing mechanism, will have to give place to the conception of Government
as the nation’s common instrument for ensuring the welfare of the community.

47. In the carly stages of the development of town planning in England,
the question as to which parent department should * bring up tke baby ”
was settled by the traditional hit and miss method. TFirst, ths Ministry of
Health and later the Ministry of Works wers tried. But finally, a sepatate
Ministry for Town and Country Planning has been established. 1t is not
necessary that we, in India, need repeat the experiment. We might as well
study the results of the experiment and avoid the now discarded intermediate
steps by creating ‘separate Ministries in the Provinces and establishing a
corresponding organization at the Centre to provide the nocessary coordination,
expert advice and stimulus.

48. Tssues and problems should be solved in proportion to their national
importance ; when there is lack of coordination, they arc solved rather in
proportion to the strength of inividual departments. The only method of
seouring action on a neglectud subject, in the present conditions, is to create a
new Ministry. Failing this, the neglect is bound to continue notwithstanding
the best intentions.

49. If the Government of India take effective mcasures without ary
delay, both in respect of the short term and long term rveommendations
made in this report, it should be possible to synchronise the adjustment
of the right relationship between the people, their work and their place with
the raising of the standard of living through the National planning on a com-
prehensive scale,

50. The permanent civil servant cannot be blamed for the consegquencee
where the advice tendered by him is not acceptcd by the Minister. But he
will have to bear a fair share of the responsibility if his opinions and the
technique for obtaining the information and for shaping and representing
the policy prove ill-advised too often. Itis here that he should share his
responsibility with properly trained technical advisers. Given  the
knowledge and the will to do it, he is in a position to adopt, and alter where
necessary, the techniques which the individual Minister is notina position

to do.
7. VILLAGE PLANNING.

51. The problem of the uncarned increment accruing to the owner of
the land near towns-an®industrial areas owing to urban development vitally
affects village and country planning. Freedom to use such land for any



purpose without control of any kind either by the State or the local authorities
further tends to promote usage of vacant land in a manner detrimental
to the community.

52. A reference has been made to the Barlow Report on the distribution
of the industrial population in the next section. Two other reports published
in England of cqual importance are the reports of the expert committee on
Compensation and Betterment under the Chairmanship of Justice Uthwatt
and the other of the committee on Land Utilisation in Rural Areas under the
chairmanship of Lord Scott. Brief notes on these reports are at Appendices
XXI and XXII.

53. The object of village planning can best be described in the terms
that were referred to the Scott Committee for report. They are :—

 To consider the conditions which should govern building and other
constructional development in country areas consistent with the maintenance
of agriculture, and in particular the factors affecting the location of indus-
try, having regard to economic operation, part time and scasonal employment,
the well-being of rural communities and the preservation of rural amenities.

54. Lord Scott and his committee rightly understood the direction to
mean that the conditions to be imposed on constructional development in
the ccuntryside must be such as will be consistent with the maintenance of
& prosperous and progressive agriculture, and that pre-war prevalence of
malnutritional diseasecs must never again be allowed to recur.

55. In the course of the enquiry, the Scott Committee became convinced
that there is an innate love of nature deeply implanted in the heart of man
and that the  drift from the land ” has been occasivned in large measure by
economic inequalities between town and country rather than by any deep love
of supposed urban joys. They agree with the views stated by Mr. G. M.
Trevelyan : “ Today most of us are banished to the cities not without
deleterious effects on imagination, inspiration and creative power. But
some still live in the country, and some still come out on holidays to the
country to drink in with the zest of a thirsty man the delights of natural
beauty andreturn to the town re-invigorated in soul. ” In this natural
desire to seek escape from the town back to nature and to the villages,
Jpreservation of the existing natural amenities of the countryside plays a
very important part. It is quite distinct from the provision of amenities
kike a pure water supply, drainage, medical aid, markets and communications.

56. The technique of planning for villages is not different from that
for towns. It has, however, to be modified according to the needs, charac-
teristics, customs and standards of living, It is in this sphere that the
knowledge of local conditions, customs and habits plays a very important part,

B7. The location of the market place in relation to the village, of the
manure pits, the cattle shed and grain-store in relation to the home are
some of the problems that need special study and tactful handling. The
principle of ““ neighbourhood units ** adopted in the town can be worked into
& village setting plan to enable one unit to serve several villages.

58. The house plan has to be adopted to the customs of the -poeple and
to the needs of the cottage industry existing in or suited to the community.
Weavers, goldsmiths, ironsmiths, carpenters, Washermen and petty shopkeepers
have all their special needs ; a weaver needs large room or a covered verandah
for mr loom while an ironsmith or silversmith requires a well ventilated work
room.



59. Town and village planning thus complement and are complemented
by each other.

60. At present even less attextion i: being paid in the country to village
planning than to town planning. The Government of India circulars to the
Provinces and States in 1912 dealt only with town planning. A_dded emphasis
on village planning is of a comparatively recent origin even in the Westerg
countries which have advanced considerably in town planuing. In Englan
the necessary attention is being paid to this aspect only after the commence-
ment of the present war.

61. Road planning and large scale electrification and irrigaf:lon projects
would certainly help rural areas, butif planning principles are not simultaneous-
1y applied to the villages as well as to the townsat this juncture, thereisa dan-
ger of-more ultimate harm than good being done to the rural population. Multi-
plication of roads without adequate legislative provision against Ribbon
development would prove disastrous. Even Ribbon development legislation
might fail to produce the necessary results due to unsatisfactory dual control
{vide para. 67 of the next section).,

62. Colonisation schemes for the returned soldicrs and for the educated
unemployed are being planned and executed in the Hyderabad State. These
and similar schemes for special groups could well form a marked feature of
our future village planning.

63. Hydro-electric, irrigation and water supply schemes create problems
of a different kind. Impounding reservoirs submerge existing villages and
new areas brought under irrigation requirc new village sites. Temporary
sites occupied by labour brought for the construction of dams, head works,
and canals show a tendency to become permanent.

64. The Revenue Departments, Public Works Departments or the
parent departments responsible for the major schemes have not so far paid
much attention for planning for the rural areas and populations affected
by their schemes. This kind of planning needs more goodwill, professwna.l
advice and coordination than money.

8. THE LOCATION OF INDUSTRY.

65. The Office of the Economic Adviser to the Government of India h?’s
recently prepared a Memorandum on * The Location of Industry in India ™.
This Memorandum has two appendices ; one is & summary of the majority
report of the Royal Commission on the Distribution of the Industrial Pppa-
lation of Great Rritain, and the other is a summary of the report prepf_xred
by the P. E. P. (Political and Economic Planning) on the same subject.
The two appendices are relevant to this enquiry. Similar summaries of the
two reports could have been produced in thisreport as appendices, but to
avoid repetition, a reference to the Memorandum and appendices is invited.

66. Thereis, however, one important feature of the Royal Comm_issupn
Report which needs emphasis. The Memorandum refers only to the”majority
report of the Royal Commission and not to the minority report. The minority
repazt ic signed by three Commissioners—Prof. Patrick Abercrombie, Mr.
Herbert H. Elvin and Mrs. Harmoine Hichens. Prof. Abercrombie has, in
addition, added a Dissentient Memorandum on * Planning in relation to the
Location of Industry . While the Royal Commission unanimously accegted
cerfain conclusions on®the completion of the enquiry the recomm_endatloqs
in the majority report, in the opinion of Prof, Patrick Abercrombie and his



Other two colleagues, do not go far enotgh. Town planners would probably
agree with Prof. Abercrombie for reasons given by him in his Dissentient
Memorandum.

67. The P. E. P. Reoport deals more fully with the relationship between
the location of Industry and Town and Country Planning and this has a vital
bearing on this enquiry. The Report had suggested the establishment of an
Industrial Development Commission and in this connection it says :—

“ It has been pointed out already that the proposed Industrial Develop-
ment Commission would not override in any way the zoning provisions and
town and country planning schemes. The relationship between town and
country planning and the control of Industrial location must, however,
be rather more fully discussed, as considerable confusion exists overit,
Parliament itself recently, through the Restriction of Ribbon Develop-
ment Act, 1935, created serious fresh difficulties (wherever major roads
are concerned) by requiring two différent sets of authorities, working under
different Acts and different Ministries, to deal with the same development
proposals from much the same standpoint, but with different methods:
It 8 clearly desirable both that this particular duplication should be correc-
ted and that any fresh machinery brought into existence should provide
for the smoothest possible cooperation and theclearest possible division
of fiéld between town and country planning and related activities.

“ The basis for separating the functions is clear enough. Town and
Country Planning is essentially control of the use of the land. In any
particular area it has to reconcile the claims of industrial, residential,
and other uses in such a way as to secure the best pattern of development,
taking into account both economy and amenities. It is vital to town and
country planning that new industry of any type should not be permitted
in the midd1é of a residential zone, but it is usually irrelavent to the town
planner whether a proposed new industrial building is to be used for re-
pairing motor cars or for manufacturing cigarettes. On the other hand, it
18 of noimportance for the natioral guidance of location of industry whether
a new factory at Coventry is in the middle of the town or on the east side or
on the west ; the main consideration from this angle is what the factory is
going to make, and whether it ought to be in the Coventry area at all.

“ There is no reason therefore to fear that the jurisdiction of an Industrial
Development Comnmission would either duplicate or overlap with town and
country planning, the Commission would simply fill what town planners
have long recognised as an embarrassing gap, and the existence of such a
body with a clear, long-range policy and mechanism for the guidance of in-
dustrial development nationally and regionally would be of great assistance
to them, even in existing conditions®’ (pages 257 and 258 of the P.E.P.
Report on the Location of Industry in Great Britain, March 1939).

68. The Government of India should no doubt take steps for controlling
and directing the location ofindustries. Elaborate planning through the
Planning and Development Department is already proceeding. At the
same time action to promote Town and Village Planning with special reference
to zoning provisions and to ensure coordination between the economic and
physical aspects of the location of industry. on the ljnes suggested by the
P. K. P.in the preceding paragraph is equally urgent and important.



Ui

9. HOUSING.

69. Housing today is a study of human 1elationship in a balanced
community. Reconditioning.of houses also means reconditioning in every
way the lives of their inhabitants. Sociologically, its greatest value is to
be noticed in those areas which have not yet quite lost the halo of respectability
but which, without outside help, are bound to lose it in the course of a few
years. Its scope is certainly not restricted to the provision of a few colonies-
meant for the middle class population outside the towns like Bombay, Madras
and Ahmedabad.

70. The present war has affected housing in many ways as it did during,
the last one. For the duration of the war, construction, except for war
requirements, is restricted and controlled. The housing statistics in 1918
showed that, in that year, the total value of houses approved for construction
by English local authorities was only 4%, of that of 1913. In European
countries there was similar fall in construction for residential purposes. In
thirty five German towns, the number of new constructions fell during the
period, from 45,000 to 1,172 ; in Vienna from 13,000 to 36. Towards the end
of the last war, the housing industry in belligerent, countries came almost to-
a standstill.

71. Indian housing has probably been so far affected in the present
war as European housing was during the last war. Further deterioration
in the situation is almost certain.” Experience of the last war showed that the-
conditions further deteriorated after the armistice. The crisis was actually
reached, in BEurope, sometime between 1922 and 1923.

72. Thereturn of the soldier with a new outlook on life, the reluctance of
the agricultural worker to return to his pre-war job and the rapid changes
in the joint family system which might necessitate millions of new households
without any increase in the population are some of the problems that materially
aflect the supply of residential accommodation.

73. Rapid industrialisation after the war would be an additional strain
at a time when, as the experience of the last war showed, the pressure on the:
housing accommodation would be at its worst.

74. No attempt is made in this report to describe the existing housing
conditionsin the rural, the urban and industrial areas. More detailed surveys.
are being made by the Health Survey and Development Committee through
their special sub-committees and by the Labour Investigation Committee-
appointed by the Labour Department of the Government of India.

75. The Whitley Commission have described the conditions of industrial
housing, in 1930, in the following terms :—

“ Neglect of sanitation is often evidenced by heaps of rotting garbage
and pools of sewage, whilst the absénce of latrines enhances the generak
pollution of air and soil. Houses, many without plinths, windows and
adequate ventilation, usually consist of a single small room, the only
opening being a door way often too low to enter without stooping. In
order to secure some privacy, old kerosene tins and gunny bags are used to-
form screens which further restrict the entrance of light and air. In dwell-
ings such as these, human beings are born, sleep and eat, live ?,nd die”. (Ex-
tract from chapter XV, pages 271-272, of the Whitley Commission Report).
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76. Since 1930, the conditions appear to have steadily worsened. War
work in industrial. towns has no doubt contributed considerably to this
worsening process. It is feared that it would worsen further, if judged by
the experience of the last war.

717. The Whitley Commission held the view that the important .causes
contributing to the unsatisfactory situation were the lack of coordination
between the employers, the local authorities and the Government, and the
apparent doubt as to where the responsibility for the situation should lie.
These causes still exist.

78. Stricter enforcemeft of municipal regulations would no doubt consi-
derably improve environmental conditions. But these measures alone cannot.
reduce overcrowding, which is no less a health problem than lack of water
supply and drainage.

79. There is no kousing legislation in India. The English practice is
to combine housing legislation with Town and Country Planning Legislation
and it shovld be tried in India. Unless housing legislation with the provision
for adeguate State-aid is introduced in the Provinces and Indian States, no
material improvement in the housing conditions can be expected.

80. State aid according to the English practice has been in the proportion
of twice the financial aid the local bodies are asked to make to subsidise poor
class housing. Help through tax exemptionsis more common on the continent
of Europe and in the U.S.A. In Belgium, for instance, all buildings built sinée
1928, the rateable value of which did not exceed a certain figure, are exempt;
for ten years from land tax. In the U. 8. A., a ten year tax exemption was
calculated to amount to a relief to the extent of 1/3 of the cost of the building.

81. The first effects of direct state subsidies in England were striking,
but so became its later abuse. The relief did not normally reach the section
of the community that needed it most. In the course of this enquiry also
similar abuse was noticed in a case where State aided housing is being promoted.
Aid, as given at present in England, generally takes the form of rent rebates”
toindividual tenants, based on their capacity to pay and the area they occupy.

82.7Cheap credit facilities and guarantees can alone enable local bodies
4o undertake housing responsibilities on a large scale. Cooperaive Buildings
Societies have failed to show satisfactory results in the Bombay Presidency.
State-aided housing has also been tried in the Bombay but only on a very
small scale, in the suburbs of Bombay.

'83. The Government should follow a bold policy, and encourage Building
Societies, promoting home-ownership and individual thrift, to be formed and
registered. These provide a safe and easy way of saving, and an advantageous
way of borrowing, for the economic classes able to meet their housing obli-
gations. Insurance Companies would then interest themselves in helping
the building societies in covering certain tisks on the lives of the borrowing
members.

84. Charitable Building Trusts for the benefits of the less fortunate
‘members of +1e community are common amongst Parsees, Jains and Khojas
in Bombay. These corréspond to the Housing Societies in England. The
Goverpment and the local authorities should encourage such Trusts in every
possible manner. Enquiries show that these trusts have so far received no
thelp, let alone encouragement.
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85. The housing of the villager in his village, as also in the town where
he migrates as an industrial labourer, presents a special problem. a1

86. This type of labour is only casual to the town while it has its deep
roots in the village. The habits of this type of worker should be made more
hygienic but there is no reason why he should be denied the *“ atmosphere
of his native village even when he is working for industry. He is more “ at
home ” in a bustee than in a chawl. He loves his front and back courtyard
and would like to own his milch cattle if conditions permit. In effect he tries
to reproduce his village conditions if he is given the opportunity. He can
build his own hut with the kind of material which he has handled in the village.
He yearns for his village chowpal (meeting place) and fondly remembers the
pleasant nights he spent in bhajan, kirtan or folksongs with his village com-
panions. He tries hard to remain unsophisticated, wedded to his rural culture.

87. Land is plentiful in India. With proper distribution of industry
and control on land usage, it should be possible to keep down land values.
If properly -planned, India may never need to develop vertically for her
residential requirements needed for the villager migrating to- the town.
It is cheaper to the state and to the local bodies to provide for the housing
of this kind of worker. Attempts have been made on these lines in Jamshed-
pusr, Madras and Nagpur with varying degrees of success. The experience of
the working of over a quarter of a century is available and should be useful
if carefully analysed.

88. The land intended for these * urban villages ** should be levelled,
laid with roads and drained. Water supply through public hydrants and
sani conveniences are to be provided only at certain points. Community
eeng? shops, schools and other public buildings are to be the only permanent
buildings in these areas. For the rest, the vacant land should be divided into
plots of suitable and varying sizes and leased out to the workers on well-
considered terms. Conditions of transfer should ensure that the lease rights
are not acquired by the local ¢ bania’ in settlement of a debt. Standard
plans of buildings should be supplied. Building material should be made
available at the site through municipal or Government agency. The bulk
of construction can then be left to the worker, but if he needs help, it can be
supplied, like the material, at cost. If the worker so desires, the entire
construction can be undertaken on his behalf, the payments being made-by
the worker in easy instalments. Insuch ascheme, the urge to own one’s own
house would be strong. If the worker is a temporary resident and only wants
accommodation on a rental, it should be possible to provide it for him in munici-
pal or state-owned buildings on some of the sites.

89. These buildings would be only’ of a semi-permanent nature, made
from locally available material. Consequently they would be comparatively
cheap. More than cheapness, they would have animportant advantage which
& permanent building does not possess. With the steep rise in the standard
of living, which is the main object of our National planning, the popular ideas
about housing requirements would change rapidly. The next generation
would probably not care %o live in the houses which the present one considers
suitable and convenient. A semi-permanent building can more easily be
discarded in such circumstances than a permanent one. May be, the nexs
generation would like to have, and could afford, a water connection and a
water-closet inside the house and the municipality can, by then, extend ita
services to meet the demand which it cannot possibly do at present.
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90. Starting with the urban village, these methods can: be extended
by the District authorities to the rural areas, whetre the initiative can be left
ip an increasing measure to the villager who has more abiding interest in
his home.

10, WAR-TIME BUILDINGS.

91. Hundreds of crores of rupees must have been spent on buildings
constructed for War needs. Some of them would probably be required
for the future peace time needs of the Defence Department ; according to the
normal practice, those not required would be sold by public auction after
the war. This matter would affect town planning in several ways.

92. Many of the buildingsin urban areas have beenlocated on sites which
formed the lungs of the areas or were intended for some other permanent use.
The pace at which these buildings were planned and constructed left no time
for well-thought-out plans and substantial construction. Also for want of
the required building materials like steel and cement, buildings of semi-
permanent type had to be erected and unseasoned local timber had to be
substituted for the usual seasoned Burmah teak.

93. With all these disadvantages, it should be possible to save to the
country crores of rupees, if the problem of disposing of the wartime buildipgs
is systematically solved. )

94. It has been suggested that a large number of these buildings have been
constructed on behalf of His Majesty’s Government who might insist upon
the structures, when not required, being sold by auction to ensure the best
scrap value in the open market. If so, it is for the Government of India to
examine the possible disadvantages of such a policy and convey to His
Majesty’s Government their considered views.

95. Inurban areas, where'this type of construction has been on the largest
scale, land values haverisen considerably. Inflationand thetendency on the
part of the investing public to go in for land, at a time when the Japanese
danger on our eastern boundary was considered real, have both further
tended to raise values of vacant land to absurdly high levels. Those who
have bought lands at such high prices have niot been able to derive any benefit
out of the present demand for housing due to non-availability of building
material or State control on what littleisavailable. Their only hope therefore
lies in waiting for the material to become cheap so that it may compensate
for the high cost of the land and thus level up the total investment on the
completed building.

96. After the War, it is not likely that prices of new building material
will reach prewar levels, at any rate, for some considerable time. The only
alternative for the speculative builders, therefore willlie in the second-hand
material likely to be released from semi-permanent war structures. There is
thus a real danger of a scramble for indiseriminate jerry building with the help
of such material in the urban areas. This may lead to the creation of more
slums unless the Government takes suitable precautions to prevent it.

97. Municipalities, Improvement Trusts and fovernment departments
can, however, make use of the material available from the war structures
for their poor class housing schemes. Such schemes, if properly planned and
located, would ensure to the State the financial benefit which would other-
wise go to theland speculator tothe detriment of architectural propriety and
bitilding standars,
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98. The scopa! or utilization of war structures in rural areas is much
larger. Some of the areas laid with roads, services and electricity can well
form the nucleii for locating new-or dispersed industries. These serviced
localities can also be used for sitting satellite towns, market places or villages
depending on their-size and situation. The material from dismantled build-
ings can be utilized by district municipalities or authorities on the same lines
as those suggested for the urban areas. Longer use could be made of suitable
buildings as they stand or with the necessary alterations because in rural
areas there would not be the same urgency or need for clearing the sites as
might be the case in congested towns.

99. The problem, though vast, is so important that it should be bandled
satisfactorily on the lines indicated above by a special technical section of
the department for handling the work of the disposal of War contracts and
‘War materials.

11. A SUMMARY OF RECOMMENDATIONS,

100. A summary of the recommendations made in the body of the report
has been arranged-in this section in two categories, one short term and the
other long term. The first paragraphs (A) under each heading deals with
the recommendations that can be given immediate effect, while those in the
second (B) indicate the lines on which the long term policy of the Government
ehould be based.

EDUCATION.

101 (A). (a) Asmall conference of persons of officials and non-officials
connected with the administration, technique, practice, education of town
planning and Local Self-Government should be convened by the Government
of India. The conference should be asked to report on :

(¢) the introduction of town planning courses in the existing Archi-
tectural schools and Engineering colleges ;

(i7) the scope and length of the courses ;

(#4%) the method of practical training ;

A1) the centre or centres where such courses can be immediatély
introduced, having regard to the existing standard of technical knowledge,
experience, and other facilities available to train students ;

(v) the best means of obtaining and making available in the country
technical advice for immediate and short term requirements ;

(vi) such other matters as the Government of India may desire to
refer.

(b) A body, analogous to the Road Congress, should be constituted to

. promote the science, technique, education and research in town planning.

(¢) Institutions like the Gokhale School of Economics in Poona, which
are carrying on civic surveys, should be encouraged financially and students
ghould be sent to such institutions for training.

(d) Scholarships for studying town planning outside India, and “ Guest
professorships should be instituted.

102 (B). (a) General education in all its stages, from the primary to the
college stage should be given a civic bias.
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(%) Creation of a strong civic sense in the public should form an important
feature of the policy of the Government, municipalities, technical institutions,
and scientific bodies, through publicity, exhibitions and museums.

(¢). Chairs for sociology should be established in the Universities.

() Where such chairs exist, students should be encouraged to take up
civic surveys, likely to be helpful to town planning, for their post-graduate
work and thesis.

(¢) Designs for important layouts and public buildings in the
country should be obtained by open competitions, the selection being left
to a panel of judges drawn from all parts of India.

LEGISLATION.

103 (A). (a) Full use should be made 8f existing legislation, while its
defects, if any, must be carefully examined with the help of technical ad-
visers.

(b) Obsolete Legislative Acts should be revised and brought up-to-date.

(¢) Town planning, town improvement, and prevention of ribbon
development legislation should be enacted where it does not exist.

(d) In drafting legislation, advice of town planners should be made
available to the administrators and legislators. i

(¢) Improvement Trusts should be established where necessary, in areas
which are allowed by the municipalities to deteriorate. But the creation
of trusts must be preceded by comprehensive surveys, definite programmes
and the fixation of suitable town planning and housing standards.

() Until a sufficient number of town planners of a suitable type to advise
the individual provinces on important matters of legislation are available
in the country, the Central Government should make available technical
advice for those provinces and States that ask for it.

104 (B). (a) Housing legislation should be considered an immediate
post-war problem of high priority.

(b) An expert committee of the Legislative Department of the Govern-
ment of India should examine the provisions of the Land Acquisition Act of
1894 in the light of the present town planning needs ; and amendments to the
Actshould besuitably made, instead of a multiplicity of piecemeal amend~
ments to the town planning and town improvement Acts of the provinces

concerned.
FINANCE.

105 (A). Slum clearance schemes cannot be expected to be financially
self-supporting. The financial responsiblity for these projects should be
shared between the Government, the municipalities and the industries that
benefit by the large congregation of populations in towns, on an equitable
basis. .
106 (B). Housing finances like housing legislation, is anfimmediate
post-war problem of high priority.

ADMINISTRATION.

107 (A). () At the Centre, a Town Planning Officer with a suitable
designation and status, should be appointed to ensure the \co-ordination
between departments, to tender advice and to provide stimulus.

(b) Departments for Town and Village Planning should be created
in the Provinces under a Minister.
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(¢) In the Provinces, the Ministers and the Administrators should be
advised by a Provincial Town Planner who should have the status of a Chief
Engineer of the Public Works Department.

(d) The Government controlund direction of the Local Self-Government
machinery should be more effective. .

(¢) There should be no hesitation, on purely civic grounds, in either mendin
or ending municipal inefficiency, obstruction and othér objectiohable features.

(f) In superseded municipalities, local officers should be directed to mske
out definite programmes to be carried out within specified periods.

(9) Model building bye-laws for local bodies should be drafted and circulat-
ed. Local bodies should be required to adopt and enforce them.

(h) Inter-departmental co-operation and co-oidination, either through
a Yiaison Officer or any other machinery, is essential for the success of town
planning schemes, ’ -

108 (B). (a) Corporation, Municipal and District Board legislation
ghould be examined and revised where necessary to bring it in line with re-
cognized and up-to-date town planning principles and practice.

"(b) It should be made obligatory on municipalities notified by Govt:
to have executive officers with statutory powers.

VILLAGE PLANNING.

109(A). (a) Problems of ““ unearned increments ” in land values, and
* marginal » developmygnt should be cffectively controlled by stricter measures
of preventive-and dir¢ftive planning.

(b) Co-ordination between Town Planning,-Revenue, Agriculture and
Industries Departments is vital. This co-ordination can best be effected
through the Town Planning Department for the purpose of siting of new
industries or the dispersal-of existing ones.

(o) Ribbon development should be strictly controlled by one single
authority.

{d) Inequalities between rural and urban amenities should be minimiseds
(¢) Existing rural amenities should be preserved.

(f) The layout of market places in relation to a group of smaller villages,
as “ neighbourhood units ”, new sites for villages submerged by hydro-
electric projects or for new communitics, and colonising virgin counteyside
brought under cultivation by irrigation projects have to be planned well
ahead.

110(B). (a) Provinces should, through their experienced revenue officials
or expert committees, examine the powers necessary to regulate the conversion
of agricultural into building land in, or in the vicinity of, large towns. Land
Revenue Acts will have to be revised substantially to co-ordinate the land
revenue policy, village planning and the location of industry.

LOCATION OF INDUSTRY.

111. Location of industry is governed by economic, social and strategic
considerations. The town planner is best suited to advise on the sociologi-
cal aspects of this important problem. His services should be freely utilized
in deciding the broad policy, on a national and Fegional basis ; while the- siting
of individual industrial areas and factories should be the- responsibility of
the Town Planning Department.

HI342HSDO i
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HOUSING.

112(A). (@) The recommendations contained in the Holland and Whitley
Commission reports, as far as they refer to steps that can be implemented
in a short term policy, should be given immediate effect.

(b) Cooperative and building societies and philanthropic building
trusts should be encouraged by the Government ahd local bodies.

(¢) Credit facilities should be given to coopurative societies on a liberal
scale.

(d) ‘Company’ towns, like J amshedpur and Batanagar, should be
encouraged

(e) Vertical development for housing should be avoided as far as possible.

(f) The best that is in village culture should be preserved even while
providing for the- housing of the v111ager employed in industry, as suggested
in paragraph 86 of-the report.

(¢9) Cheaper type of housing, both in the urban and rural areas, should
be encouraged on the lines sugg.sted in paragraphs 88 and 108 in the report.

113(B). (a) The recommendations contained in the Holland and
Whitley Commission reports on housing.and allied matters should be fully
implemented ~

(b) Recommendation made in this report under Legislation and Finance
Iparagraphs 104 (B) (a) and 106 (B) ] may be seen.

WAR-TIME BUILDINGS.

114. A special technical section, under the Department for the Disposal
of War Contracts and War Materials, should be created to‘deal with this
question, on the lines suggested in. the report (paragraph 99).

JAMSHEDPUR : B. R. KAGAL.
Dated 24-1-45.
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APPENDIX 25.

Functions of the Central and Provincial Water and Drainage Boards,

i{a) The Central Water and Drainage Board.

The functions of the Board may broadly cover the following aspects of
water and drainage problems :~—
1. To lay down general principles to be adopted in respect of :—

(@) investigation and preparation of water gnd drainage schemes
in _the provinces, including the minimum techinical details to
be gathered during such investigations;

(b) the order of priority in the investigation and execution of such
works ;

(c) the sources to be considered for water suppliés;

@) ty'pes of distribution systems to be adopted ;

() nature and frequency of examinations for the control of quality
of water supplied for public consumption, including the
standards of quality to be maintained in water gupplies of

. varying magnitude ;

(f) standards to be aimed at in the maintenance of water works
urban and rural, as regards mechanical equipment and plant
control ;

(g) the training and licensing of water operators; and

(%) plant control\laboratories, includipg their equipment and staff,
9. Toactasan nformatidnbureau for the supply of information regard-

ng the latest developments in respect of water and drainage problems to
provincial authorities and others interested in water and drainage problems.

3. To advise on the conservation of water *and its distribution on an
inter-provincial basis.

4. To advise on inter-provincial river pollution problems.

5. To promote research into special problems such as the presence of
fluorides in water and the treatment of industrial waste.

6. To investigate sewage disposal and excreta disposal methods in
t¢far as they affect the development of water supplies.

1. To recommend to the Central Government the sanctioning of grants

jrom Central funds for water and drainage works in the provinces.
- 7A
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{b) The Provincial Water and Draina:ge Boards.

The functions of a Provincial Board will be mainly those enumerated
above for the Central Board inso far as they apply to the province concerned.
While the former will be indépendent of the. Central Board, itis to .be
expected that the general principles laid down by the Central Board in
regard to the development of water and drainage schemes will be followed
in the provinces, as far as l6cal circumstances permit, and that there will,
in consequence, be a reasonable measure of co-ordindtion of provincia
effort in these fields.

The Provincial Boards will be responsible for the active promotion of
a planned development of water and drainage projects in their respective
areas. The Central Board will perform the same functions in the Centrally
Adninistered Areas.



APPENDIX 26.

A note regarding the action taken in the Province of Madras to improve
the administration of local bodies.

The action taken in the Province of Madras to control the administration
of local bodies in order to increase their efficiency may be considered under
two heads, namely, (1) the period before the Public Health Act wasenacted in
1039 and (2) the subsequent period. For both periods the administrative and
legislative measures taken towards the attainment of the purpose in view will
be considered together in this note.

Before the enactment of the Madras Public Health Act.

During this period the legal measures taken relate to the three Local Self-
overnment Acts, the Madras City Municipal Act, the Madras District
%hnicipa,lities Act and the Madras Local Boards Act, which regulate the
sdministration of local bodies in municipalities and in non-municipal areas.
These Acts were passed in 1920 a short time before the Reforms brought into
being by the Government of India Act of 1919, came into operation in

(@) Provincialisation of Health Officers.—During the official years 1921-22
-and 1922-23 the Provincial Government introduced a scheme of district health
organisation for the rural areas in five districts and in the subsequent year
sxtended it practically all over the Province. A District Health Officer with
5 Health (or Sanitary) Inspector under him for each taluk was appointed to
work under the President of the District Board and the whole expenditure was
met from provincial revenues. At that time a few of the larger municipalities
tad Health officers who were appointed by the municipal councils concernsd
a8 members of their establishment. In 1924 the Municipal Health Officers
were also provincialised by the Government of Madras.

Under the Local Self-government Acts theright of appointing health
officers had been vested in the local body copncerned but the fact that Govern-
ment bore. the whole expenditure in respect of the district health organisation
gnd three-fourths of the cost for municipal health officers helped to prevent
opposition for the time being from the local bodies to this assumption of power
by Government. A few years later, however, one municipal council decided to

_sxercise its legal right to appoint its health officer although this decision
entailed the forfeiture of the usual grant given by Government. To meet
this gituation the Provincial Government acquired in 1933 the statutory
power to appoint health officers employed by municipal and non-municipal
{ocal  authorities  through suitable amendments to the respective
soctions in the Madras District Municipalities Act and the Madras Local
Boards Act.

(b) In exercise of the rule-making powers conferred on the Provincial
QGovernment by certain section of the two Self-government Acts, Cholera
Provention and Control Rules” were made for municipal and non-municipal
areas by the Government of Madras in 1932. Under these rules the recommen-
dstions of Health Officer foradditional staff and equipment during the preval-
ence of the disease or in the event of a threatened outbrealk of it must be met
by the local authority, any difference of opinion between the two being referred
to the Director of Public Health for final- decision.

. (c) Inregard to vaccination against smallpox all the three Acts provide that
it shall be compulsory in rural and municipal areas * in respect of such persons
and to such extent ammay be prescribed . Taking advantage of this power
snd accepting that ¢ vaccination ’ includes revaccination, the Provincial




Government made, through the statutory rules which it framed,
revaccinatien compulsory for all people living in rural and municipal areas at
intervals of 10 years, )

(@) Under the rule-making powers the Provincial Government prescribed -
from time to time the qualifications of the various classes of health stafl
that will be employed by local authorities.

(€) In order to improve the general administration of municipalities Govern.
ment acquired power, in 1333, to appoint Commissioners by a suitable amend-
ment of the District Municipalities Act. It was also provided that, when a
Commissioner was appointed, he would replace. the Chairman as the
 Executive authority ”” of the municipality.

It must not be supposed that the appointment of Commissioners has 80
ourtailed the powers of municipalities as to constitute a threat to-local self-
government. The Commissioner has only very limited powers as regards the
incurring of expenditure without the sanction of the Municipal Council,
but control over the municipal staff and routine administration have been
transferred to him. The Chairman continues to convene the meetings of the
Municipal Council and to preside over them. He is by virtue of his office
a member of every Committee of the Council. Lastly it is obligatory on the
Provincial Government to transfer the Commissioner if the Council passes,
at a special meeting convened for the purpose, a resolution asking for such
removal by a two-thirds majority vote.

It will be seen that, even before the Madras Public Health Act was
passed the Provincial Government had taken action on fairly extensive lines
to control local bodies in the fields of general and health administration.

Before the Public Health Act of 1939 the Dirvctor of Public Health had
no statutory power to advise local authoritics in respect of health matters
while the health officers serving under Municipal Councils and District Boards
had only advisory functions. The Public Hlealth Act <¢hanged this position.
The relevant sections are given in an-appendix to this note. It will be seen
from Section 6(1) that the powers of the Provincial Government for controlling
local autlorities are extensive and that Sub-section (2) of this Section enables
the Government to transfer these powers to the Director of Public Health and

- the members of his staff. Under section 7 the Director of Public Health hae
the power to recommend for adoption by any local authority such measures
as he may consider necessary for improving the public health adminiStration
in the local area or for safeguarding the public health therein and-any differ-
ence of opinion that may arise owing to financial or other reasons will be re-
ferred to Government for final decision. Under section 13 the Director of
Public Health has been given certain powers over the public health establish-
ments maintained by local bodies. -

Under Section 14 the health officer can exercise supervision and contro}
over all the other members of the public health establishment of local bodies,
although appointments, transfers and punishment are subject to the approvel
of the executive authority, which Is in the case of a municipality the Commis-
sioner and of a District Board, the President of the Board. In either case
final decision rests with the Provincial Government. ’

Section 16 transfers the functions and the duties of the executive authority
in respect of various provisions relating to health in a number of Acts to ths
health officer. Thus he is no longer merely an adviserr In matters such a#
prosecutions for the enforcement of law, he can act irdépendently of the Pre-
sident of the District-Beard who is likely to be subject to local pressure, ..



Rules regarding notifiable infectious diseases which have been framed
under the Madras Public Health Act and revised rules under the Municipal
and Local Boaxrds Acts in respect of cholera have strengthened the hands of the
health officer for taking prompt and energetic action. The existing adminis-
trative and legal position has been succinctly stated by the Director of
Public Health and his words are quoted below :—

* The Madras Public Health Act confers powers on Government to
appoint spécial Health Officers in the areas affected by or threatened with
epidemics ; the Director of Public Health also possesses powers in"conneetion
with yprevention and control of epidemics ; in addition to giving general
directions to local bodies on the above subject, he may assign to any local
area the public health personnel from other areas, Health Officers have
powers under the Public Health Act to appoint additional staffs; concentrate
in an area members of the staff from other places in their jurisdiction, purchase
medicines and equipment, carry out disinfection measures, ete. The last- of
these powers is conferred on Health Inspectors also. When the Collector of the
District notifies/an area to bu affected by or threatened with an epidemic of
any of the notified diseases, of which cholera is one, the Health Officer gets
additional powers, viz., control of movements of population and goods, disin-
fection, closure of markets, enforcement of inoculations and vaccinations and
other kindred measures. It may also be stated in this connection that
rules to supplement these measures have becn framed in several instances by
Government and these rules have the force of law.”

Ax ExTrACT FROM THE MaDRAS PuBLic HEALTH AcT, 1939.
PowEeRs oF THE GOVERNMENT AND OF THE DIRECTOR oF PyBLIC
Heavrrs.

6. Powers of the Government and of the Director of Public Health and his
staff —(1) The Government shall have power to inspect, control and super-
intend the operations of local authorities under this Act. ”

(2) The Government may from time to time, define the powers to be
exercised, and the duties to be performed, by the Director of Publie
Health or any member of his staff for the purposes of sub-section (1).

(8) Nothing contained in sub-sections (1) and (2) shall be deemed to effect,
or derogate from, any powers possessed by the Government or the_District
Collector under any other law for the time being in force.

6-A. Power of Government to direct performance by district board of any
function devolving on panchayats.—(1) The Government may, by notification
direct that in respect of any function to be performed by a local authority
under this Act and specified in the notification, the district board and not the
panchayat shall be the local authority in all or any dreas in thedistrict which
are comprised within the jurisdiction of a panchayat.

(2) Where a direction is issued under sub-section (1) in respect of any
function, the Government may, by general or special order —

(@) determine, or provide for the determination of, the expenses
incurred by the district board-in performing such function in the area or
areas comprised within the jurisdiction of any panchayat or panchayats,
.and

() apportion, o provide for the apportionment of, such expenses
between the district board and the panchayat or panchayats concerned.



7. Powers of the Director of Public Health to advise local authorities—
The Director of Public Health may, from time to time as occasion requires,
recommend for adoption, by any local authority, such measures as may be
necessary for improving the public health administration in the local area,
or for safeguarding the public health there in ;

. Provided that if on account of financial or other reasons, any local autho-
rity is unable to carry out such measures, or if there is any difference of opinion
between the local authority and the Director, the matter shall be referred to
the Government whose decision shall be final.

PuBric HEALTE ESTABLISHMENTS OF LOCAL AUTHORITIES.

8. Public Health staff in local areas.—(1) The public health establish-
ment of every local authority (other than the Corporation of Madras) shall be
on such scale as the Government may from time to time direct.

(2) The authorities who may make appointments to the public health
establishments referred to in sub-section (1), the conditions of service of the
members of such establishments, and the duties of such members shali,
notwithstanding anything contained in the Madras District Municipalities
Act, 1920, or the Madras Local Boards Act, 1920 be governed by regulations
not inconsistent with this Act, made by the Government. Such regulations
may lay down the extent to which the Director of Public Health shall have
disciplinary control over the membets of such public health establish-
ments. (Madras Act V of 1920. Madras Act XIV of 1920.)

9. Appointment of the Health Officer.—(1) A local authority shall if
s0 required by the Government include the post of a Health Officer in the
establishment schedule. -

(2) Notwithstanding anything contained in the Madras District Muni-
cipalities A¢t, 1920, or the Madras Local Boards Act, 1920, the Govern-
ment—(Madras Act V of 1920. Madras Act XIV of 1920.)

(a) shall appoint the Health Officers of all the local authorities (other
than the Corporation of Madras) in respect whereof a direction is issued
under sub-section (1), and

(b) may recover from each such local authority, the whole or such
proportion of the salary and allowances paid to the Health Officer, and
such contribution towards hisleave allowances, pension and provident fund
as the Government may, by general or special order, determine.

. >

10, Appointment of temporary Health Officers in emergencies—(1) In
‘the event of the prevalence or.threatened outbreak of any infectious disease
in any local area, or of any unusual mortality therein, the Government may,
by order, appoint temporarily for such period as may be specified therein,
one or more Additional Health officers, for the treatment of such infectious
disease and preventing it from spreading, or for investigating the cause of
and preventing, such mortality, as the case may be.

(2) For the purpose of sub-section (1) the Government may, appoint
any medical practitioner registered under the Madras Medical Registration
Act, 1914, either on an honorary basis or on such salary or allowances or
both, as the Government may fix. The salary and allowances shall be pay-
able from the funds of the lodal authority. (Madras Act IV of 1920.)

11. Delegation of powers of Health Officer—The Government may, by
general or spacial order, authorise any officer of the Government or of a local



authority, to exercise such of the powers of a .Hegalt}} Officer unde}- ‘yhis Aot
in such area, and subject to such restrictions, limitations and conditions and
to such control and revision, as may be specified in such order.

12, Appointment of persons fo carry out the proyisions of this Act.—
(1) Notwithstanding_anything contained in this Act or in any other Act
or Acts governing the local authority or authorities concerned, the Govern-
ment may, by general or special order; appoint any person or persons to carry
ut such provisions of this Act, and in such areas as may be specified in the
rder,
0

(2) The expenses incurred by such person or persons in doing so shall
be met from the funds of the local authority or authorities concerned, either
wholly or in part, and, where more than one local authority is concerned, in
such proportions, as may be determined by the Government.

18.  Powers of Director of Public Health over public health staff of local
authorities—(1) Subject to such rulesasmay be prescribed, including rules
for consultation with the executive authorities concerned, the Director of
Public Health shall have power :—

(a) to transfer any member of the public health establishment gf a
local authority to the public health establishment of another local authority ;
and K

(b) in times of emergency, to assign one or more members of the public
health establishment of one local authority for temporary duty in. the
area of another local authority.

'(2) Nothing contained in clause (a) of sub-section (1) shall apply to the
Corporation of Madras.

'(3) In the case referred to in clause (b) of sub-section (1) the local author 1-
ty within whose jurisdiction the member or members of the. public health
establishment of another local authority are working, shall pay for the peridd
of such temporary duty, the salary and allowances of such member or members
and such contribution towards their leave allowances, pension and provident
fund as the Governemt may, by general or special order, determine.

14. Health Officer’s control over public health staff.—(1) The Health
Officer in charge of any local area shall exercise supervision and coutrol over
all other members of the public health establishment in such drea.

(2) (a) Save as otherwise provided in this Chapter or in any rules or
regulations made under it, all appointments, transfers and punishments of the
members of the public health establishment under the supervision and control
of the Health Officer shall be made by the Health Officer, subject to the appro-
val of the executive authority. ‘

() If for any reason the executive authority disagrees with the orders of
the Health Officer under clause (a), the executive authority shall refer the
matter to the Government whose decision shall be final.

15.  Local authority to provide adequate facilities to the Health ~Officor.—
Every local authority shall provide its Health Officer with such clerical
assistance, office accommodation, furniture, equipment, stationery, and forms
&8 may in the opinion -of the Director of Public Health be necessary for the
proper conduct of the<business of such Health Officer.



16. Authorisation of Health Officer to perform the functions of the
executive authority in public health matters—Notwithstanding anything
contained in the Madras City Municipal Act, 1919, the Madras District
Municipalities Act, 1920, the Madras Local Boards Act, 1920, the Madras
Prevention of Adulteration Act, 1918, and the Places of Public Resort
Act, 1888, the Health Officer of a-local authority shall perform such of the
funetions, and discharge such of the duties, of‘its exccutive authority in
regard to public health matters under any of the provisions applicable
to such local authority contained in the Acts aforesaid, subject to such
appeal and control as the Government may, by general or special order,
determine. (Madras Act IV of 1919. Madras Act V of 1920. Madras
Aot XIV of 1920. Madras Act I11 of 1918. Madras Act I1 of 1888.)
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APPENDIX 27
MODERN HEALTH ADMINISTRATION FOR A MUNICIPAL: SORFWRATION SUCH AS CALCUTTA, BOMBAY, EIC.
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APPENDIX 28.

Memorandum on the[training of * The Basic Doctor * and some-problems
relating to medical education.

PART 1. ~
I.—EpucaTioNAL PrINCIPLES,

The aim of medical education is to produce a body of medical men,
capable of maximum service to the community. In most communities the-
doctor has been looked upon as an educated man whose opinion on problems
other than those of medical interest carry a certain weight. The members
of the medical profession, more than those of any other learned profession,
come into contact with all types and grades of persons, from the ‘mos_t Gl_ﬂ-
tured to the unlettered and from those occupying the highest position 1n life
to the commoner who with difficulty earns his daily wages. If he is to main-
tain that position which he has held in the past, it is essential that the medical.
man should have a high standard of general education and a broad optlopk;.-,
professionally and otherivise, beyond the limitations of an examinatiom
syllabus, however well planned that may be.

The medical cdurse, whatever its duration, will not permit of a student
being taught more than a certain amount. This is particularly true in the
clinical years during which it is impossible to attempt to provide the student
with anything like the knowledge which he will require in his future profession-
al career. Organised post-graduate education is therefore essential. The
main emphasis in -under-graduate teaching must be on the inculcation of
principles and methods_to enable the student to learn for himself and think,
observe -and draw correct inferences. It serves no useful purpose to impart
to him a large number of facts most of which may become out of date. Pro-
vided a student is taught correct methods, he will continue to learn for the
rest of his life, but if methods have been inadequately or incorrectly presented
to him, his education is apt to cease on qualification.

There is another.fundamental consideration which has not in the past
been given due prominence. From the first, medical education must be
carried out against g background of original investigation and research.
Throughout his career the student must be made to realise that science and
medicine are always progressing and that it is the duty of every medical man
to try and make his co:ntribution of original observations and new ideas.

Undergraduate medical education has in the past been concerned perhaps.
too much with the curative aspect of mediciné. Préventive medicine must
now come to-the forefront and the duty of the medical profession should be

“largely to prevent rather than to cure disease. The promotion of health, the
prevention of illness and the treatment of disease should all be dealt with in
the curriculum, but greater emphasis must be placed on the first of thess
than has been the case in the past.

II.—Sue-Divisions of MEDICAL EDUCATION.

These may be classified under the following progressive stages :
(a) General education—at school or University.
‘d) Preliminary scientific education.
¢) Pre-clinical scientific education.
(d) Clinical education.
(e) Medical Examinations. )
(f) Internship ag House Surgeon or Physician.
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(@) & (b) General Education and Preliminary Scientific Education.

The standard of general education required at present for entrance to a
college of medicine in Indian Universities is the Inter-science, an examination
eonducted either by Universities or in some provinces by special Boards. The
Inter-science qualification, if taken in Physics, Chemistry and Natural science—
the medical group—enables the candidate to proceed immediately to the study
of the medical subjects of the curriculum. In a few Universities, candidates
pass the Inter-scicuce with at least Physics and Chemistry as optional subjects
and then undergo further training in Physiés, Chemistry and Natural science
for a period ranging from 6 months to 9 months (or one academic year).

It is a debatable question (a) whether the whole of the teaching of these
fundamental sciences should be entrusted to Intermediate Colleges or (b)
whether this instruction should also be given in Medical Colleges.

There are certain considerations which arise in this connection. These
are i—

(1) Laboratory facilities at Intermediate Colleges in most Universi-
ties vary widely and the equipment of very few approaches the standards
maintained in Medical Colleges. .

(2) In many Universities a practical test is not held.

(3) The teaching of the subjects for the medical course should have a
definite medical trend. This is difficult to ensure in Intermediate Colleges
where future medical students are in a minority and the teachers are not in
direct touch with medical heeds. In Medical Colleges, the whole teaching
is, or should be, directed, to the medical students’ requirements.

(4) The existence of these departments in a medical college and the elose
agdociation of the professors with the pre-clinical and clinical professors are
advantages from the point of view both of teaching and of research.

Three alternatives would therefore sgem possible :

1. To allow students who pass the Inter-science in the medical group to
join the medical course proper.

2. To let Inter-science candidates take a special course in the Prelimi-
nary sciences, ranging from 6 to 9 months, and then join the medical course
proper.

3. To let these subjects be taught with the necessary vocational bias
together with the pre-clinical sciences, 4.e., (1) Applied Physics with Physio-
logy  (2) Biology with Anatomy and Physiology. (3) Organic and Physical
*Ohemistry with Biochemistry.

Good arguments for and against these alternatives may be advanced.

Summary of Recommendations on Pre-medical Education. .

(a) That the general education to be required from medical studenta
should be improved ;
. (b) That it is desirable that two years should be spent after the matri-

culation during which period the student should be taught the subjects of

Physics, Chemistry (inorganic and organic) and Biology, besides English and
the Elements of Statistics ; '

(¢) That the training should be such as to bring out the vocational bias
a5 it relates to medical science ; .

(@) That there shoulfl be an examination which includes a practical test}
the conrse and the test should be planned by a joint Committge of the Facul-
ties of Science and Medicine ;
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(¢) That such training should be given by experienced senior teachers
who have had opportumtles of studying the requirements of the medical
curriculum ;

(f) That with this end in view, detailed syllabi should be prepared in the
different subjects, and

(¢) If these requirements cannot be complied with, “the student should -
after passing the Inter-science be given a special course of instruction for &
period of six months, at the end of which he should be examined in these
subjects by a written and a practical test.

(¢) Pre-clinical Scientific Education.

The subjects of study at this period are :—

(1) Anatomy including Embryology.

(2) Physiology including Experimental Physiology and Bio-chemistry.

(3) Pharmacology.

(4) Elementary courses in Psjchology and some of the clinical laboratory
sciences.

(5) General Pathology and Micro-Biology.

These courses cover a period of two academic years-(or six terms at
present),

There has bcen some criticism inregard te the training given to medical
students in these subjects. The main points objected to are:—

(1) Too much detail is taught and is expected from the student; so that
he becomes lost in a forest of detail and does not achieve a sound know edga
of fundamentals.

(2) The practical application of these subjects to his later studies is not
brought home to the student.

(3) The transition from pre-clinical to clinical studies is too abrupt.

(4) Tke student in his clinical period of training docs not have Applied
Apatomy and Applied Physiology taught by his pre-clinical professors.

Anatomy—The facts which medical students are required to remember
ghould be reduced to a minimum. Anatomy, it has been stated, should
be taught from the point of view of evolution and in relation to function, so
as to give the student a concept of the structure of the body as a whole.
Every student should dissect the whole body once but, having seen all the
necéssary details of structure, he should not be expecbed to memorise more
than is necessary. Anatomical detail which is required for special surglcal
purposes should be stressed later during the clinical period, and memorised in
conjunction with its practical surgical application. " The department of Ana-
tormy should be organised in the closest association with the teaching hospital
and should be readily accessible to clinical students for reference concerning
anatomical problems arising in their work.

Supply of bodies for dissection—There is considerable apprehension among
teachers of Anatomy regarding a possible insufficiency in the supply of bodies
for the teaching of Anatomy and Operative Surgery. This is a matter which
requires careful consideration by the authorities concerned.

Physiology.—This should take up the greater part of the time of the
student in the Pre-clinical period. It would be well if Bio-chemistry were
taught as one continuous subject by a chemist with a medical qualification
who understainds ‘the relationship between Chemistry, Physiology and
medicine and also if Bio-physics and Applied physics were taught with
particular reference to the study of Physiology.
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Histology is taught in some co.llegea in the department of Anatomy and

in others in the department of Physiology. This is a matter best left to the
decision of the Universities concerned.

. Pharmacology.—This subject may be divided into two parts : one part
to be taught in conjunction with Physiology and the other in conjunction
with clinical medicine. The first part includes those drugs with a known and
demonstrable physiological action on experimental animals. The second
part comprises those drugs which have an action which is only
understood by observing their effect on patients or which are used as chemo-
therapeutic agents in the treatment of disease.

In some colleges, Pharmacology is taught in the second year of the
medical course, while in others it is taught in the third year after the candi-
date has passed in Physiology.  If the subject can be taught in two stages,
the first part should be included wjth Experimental Physiology, and the
gecond part, Applied Pharmacology, with Therapeutics in the clinical period.
The physician should work in close relation with the pharmacologist.

Psychology—An elementary course is to be given in this subject so that
the student’s attention may be directed to the importance of the mind as well
as the body. At a later stage this kntowledge will be applied, in Psychiatry,

to mental disorders. Coordination is required between Psychology,
Psychiatry and Clinical Medicine.

Methods of clinical examination.—1It islaid down in the existing regulation
that elementary methods of clinical examination, including the interpretation
of physical signs, the use of the stethoscope and opthalmoscope, and intro-
duction to general Pathology and Bacteriology should be taught in the pre-
clinical period. It has hitherto not been possible in most Universities te
arrange for this teaching up to the required standard.

Number of students~—Opinion varies considerably as to the optimum
number of students at an institution. Some would have it at 60 while others
hold that it should ordinarily not excced 80 and only in exceptional instances
reach 100 students per annum. It is the number of students that should
determine the size of a teaching- hospital and not vice versa., Addi-

tional beds required for the population should be arranged for in non-teaching
hospitals. .

The possibility of some students sitting for the B, Sc. in Physiology or

Anatomy and thus gaining a fundamental degree in these subjects should not
be lost sight of.

’

Number of teachers required.—Modern educational methods demand a
high ratio.of teachers to students. It may be stated that the proportion of
teachers to teach in the subjects of Anatomy and Physiology should not be less
than 1 to 10, and of these teachers at least half should be full-time members
of the regular staffi—i.e., not including demonstrators.

Besides these permanent teachers there should be part-time teachers’
two for each of the departments of Anatomy and Physiology. Thess part-
time teachers should be junior specialists attached to the surgical and medical
units of the teaching hospital and they should give part of their time to teach-
ing Anatomy and Physiology in their relation to the clinical subjects. There
should be also a part-time-radiologist attached, preferably with a diagnostic
outfit at his disposal in the College.
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The practice of employing, as part-time teachers in the pre-clinical
subjects, men who at the same time hold part-time appointments of the
‘Junior Specialist’ or the ‘Registrar’ status in the hospital, has much to re-
commend it. Both clinical and pre-glinical work benefit from the liaison, and
teachers themselves keep in touch with recent developments in the basic
gciences.  Such appointments, to be of maximum value, must give the
holders reasonable opportunities for individual work, and should not be taken
merely as a means of retaining a connection with the hospital or department.
Appointments of this type should as a rule be held for a maximum period of
ghree years.

Hospital visits during pre-clinical training—Students undergoing train-
ing in Anatomy and Physiology should be required to visit the wards of a
tesching hospital in small groups alput once a fortnight during.the second
year. At these visits the part-time clinical teachers should demonstrate
cases suitable for impressing the student with the value of a sound knowledge
of Anatomy and Physiology and so stimulate his interest in those subjects.
They should be shown cases of inflammation, fractures, hernia and similar
conditions on the surgical side, while on the medical side cases of Jaundice
Anaemia, Arrythmias of the heart, Hyperthyroidism, etc., will impress the
student with the importance of Physiology. The exdmination of typical
pathological fluids could also be done in order to stimulate the student’s
interest at an early stage in laboratory investigations.

Length of course—At present the course extends over two academic”
years or six terms. Intcrmediate holidays badly interrupt proper tcaching
and the sustained interest that the student should take in his work. It should
be possible to limit holidays, as is done during the clinical period of training.

Staff—It is important that, if properly qualified members are to be re-
cruited, the staff should be well paid and that there should be cadres establish-
ed in the pre-clinical subjects. Demonstrators and clinicians may be part-
time and may work their way up to become clinical specialists, but the
senior members should devote their whole-time to teaching and research and
should be adequately paid.

The importance of trained technicians in the departments engaged in
pre-clinical education cannot be over émphasised.

Summary of recommendations on Pre-clinical subjects.

That the teaching of Anatomy requires revision in most Colleges and that
the number of didactic lectures should be curtailed radically while the number
of lecture demonstratiohs should be increased and preferably given to smaller
classes ;

That dissection should cover the whole human body and should be under

better supervision and guidance ;

That a considerable increase in the number of teachers is required if the
subject is to be taught properly and within a shorter period than at present ;

That the number of permanent senior staff, Professors, Additional Pro-

fessors, Assistant Professors or Senior Demonstratorseshould be 1 : 30 or 40,
while the Junior Demonstrators should be 1°: 10 students in the Department;

That a proportion of the Demonstrators should also be part-time clinical
asgistants in the hospital but these Demonstrators should work under the
direction of the head of the Anatomy Department ;
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That alternatively, if possible, a full-time teacher may be a ppointed as an
Associate or Assistant Professor who will be a teacher of Anatomy with
clinical duties in the hospital ;

That it is desirable to have cadres established for the pre-clinical subjects
which will provide life careers for those clecting ;
+3 That the teachers and part-time teachers should be adequately paid and
that full-time Professors of Anatomy should be paid on much the same scale
as the full-time Professors in Clinical subjects ;

That there should be close cooperation and collaboration between the
‘teachers of the various pre-clinical subjects, and between the teachers of pre-
clinical and clinical subjects and preventive medicine ;

That it is necessary that opportunities should be available for students
in the pre-clinical subjects and preventive medicine to be shown cases in the
wards, and th'at demonstrations should be given to impress the student with
the value that knowledge of these subjects will have for him later in his career.

That, with a view to make the student realise the importance of evolu-
tion, a study of comparative anatomy is desirable ;

That radiological demonstrations should be given to the student and that
a diagnostic set should be fitted in the department ;

That if the fundamental improvements suggested above are carried out,
namely, increased facilitics and increased number of teachers, ete.,’it should
be possible to teach Anatomy in 600 to 700 hours which should include the
teaching of embryology ;

That in general the principles stated above regarding the teaching of Ana-
tomy apply also to the teaching of Physiology ;

That the teachers in Physiology may be pure physiologist or physiologists
with medical qualifications, but the principal qualification should be in Physio-
fogy with rescarch experience in that speciality ;

That in Physiology, as in Anatomy, it is desirable to associate with the
stafl clinicians of at lcast the status of a Registrar, and these should be full-
time teachers ;

That the subject of Histology may be taught in either the Department
of Physiology or that of Apatomy, but the importance of the functional
aspect should be stressed in teaching this subject;

That Biochemistry may be taught in the Department of Physiology or
may be established as a separate Department but the teaching of the subject
to undergraduates should be undertaken in close cooperation with the Pro-
fessor of Physiology ;

That applicd Physiology should be taught in the clinical course either
by a Professor of Physiology or by a Clinical Professor with special training
in that subject ; )

" That the total number of hours devoted to the study of Physiology shall
be 600 to 700 as in Anatomy, with 100 to 150 hours devoted to Bioche-
mistry ;

That the Department of Physiology should be organised on'a wider basis
than merely the teacMing of undergraduates, so that research and post-
graduate teaching can form a fundamental part of the work of the Department,

That it is desirable that special facilities should be made available for a

medical student to qualify for a Degree in the pre-clinical subjects of Anatomy
or Physiology ;
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That a course of lectures in elementary Psychology and an introductory
eourse of lectures in Pharmacology should be given towards the'later half of
pre-clinical training.

Clinical Education.

Length of Course—This can best be decided by considering the length
of time required to be devoted by the student to study and attendance at the.
different clinics. The facilities necessary for proper clinical training will be
referred to in greater detail in a later chapter, but emphasis may at this stage
be laid upon certain aspects of education which are not conducive to efficient
training :

(i) Too many didactic lectures are being given in colleges, with little
benefit to the student.

, (i) There is imperfect correlation in the teaching of Pathology, Bac-
tertology, Hygiene, Medicine and Surgery.

(¢%%) There is often repetition of the same theme, with possible divergences
in methods of teaching and consequent waste of time and energy.

(%) Clinical teaching is not considered as the prime duty of the staff in a
teaching hospital, with the result that clinical teachers are overworked and
have often neither the time nor the energy to devote even the necessary two
hours a day to supervision of the students entrusted to their charge.

(v) The number of students posted under each clinical teacher is too
large for effective personal attention and guidance.

- (vt) The junior staff are nol given the opportunities that they should
have, to participate in clinical instruction ; nor are they always selected With
this object in view. -

(vié) In some medical colleges students are still required to spend an
undue proportion of time in watching'major operations. For most students
this time could be spent more profitably in acquiring, under supervision,
practical experience in those surgical procedures that are likely to fall to the
lot "of the gemeral practitioner.

(viii) There is little or no coordination, and less plauning, in clinical
instruction, among the different clinical tcachers of a department (medicine,
surgery or obstetrics and gynaecology), so that the student who pussed from
one chinical teacher to another, not infrequently is treated to a repetition
of the same theme, with little variation.

(¢z) The proper selection of cases suitable for under-graduate teaching
and the availability of such cases at the proper time, are matfers that are
hardly ever taken cognisance of in-admitting case$ to a teaching hospital.
Gases of primary importance for the general practitioner ure usually not avajl-
able, and not irfrequently the wards are filled with rare and complicated
cases, the study of which, interesting as it doubtless is to the specialist, is not
suited to the under-graduate.

~(#) Teaching in the out-patient department in many institutions is entire-
ly wanting, while overcrowded, insahitary, noisy and bustled surroundings
such as at present exist, can never afford the atmosphere for proper clinical
teacliing. _

(z3) 'The students have now té go from hospital to hospital to attend
the ‘specialities, with the result that much precious time is lost, and energy
wasted. The specialities themselves are often taught without thé funda-
mental background of medicine and surgery.

A
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‘ Transition from Pre-clinical to clinical studies—In considering pre-
vlinical studies it was stated that the transition will be facilitated—

(a) By the studentz in Apatomy and Physiology being taught some por-
tions of the subjects by part-time clinical teachers and conducted in batches
through the wards of a teaching hospital.

(6) By an introductory course of lucture demonstrations in Elementary
Pathology, Bacteriology, ete.

(¢) By a special course of preliminary instruction given at the beginning
of the clinical course.

‘We will now consider the nature and periods of instruction requived for
the different subjects of the-clinical curriculum. No student should enter
on these courses before he has gualified in the Pre-clinical subjects of study.

Medicine.—The course of instruction in Medicine may consist of :—
A. (9) Threc months” preliminary instruction which will be common to
Medicine and Surgery.
(%) Six months’ in-patient clerking.
(¢42) Three months’ out-patient clerking, and
() Lecture demonstrations.

B. Courses of instruction in the other subjects of the clinical course
which should be spread over a period of three academic years..

A. (9) Preliminary instruction.—This course should essentially beonein
Applied Anatomy and Physiology combined with detailed instruction as to
how to conduct the routine examination of a patient and to record the findings.
There should be no distinction between ‘ medical’ casesand ‘ surgical’ cases,
though one or other of these may kc selected with advantage for illustrating
specific symptoms and signs of disease. The course should be conducted
jointly by the Heads of the Departments of Medicine, Surgery and Pathology.

At each session the whole group meets to discuss the principles and receive
instruction, and is then divided into small groups of not more than 10 stu-
dents, preferably less, who examine illustrative patients under the guidance
of a junior member of the staff or a demonstrator. The orgacisation necessary
to conduct such a course is considerable and necessitates a filing system in
which patients suitable and accessihi@re recorded, as well as a knowledge of
the material available in the hospital. The full educative value of such
courses will not be utilized if there be not a sufficient number of suitable
cases in the hospital.  This can be remedied if the Heads of the Departments
can call on the Assistants and Registrars of all wards to cooperate.

After the first six or eight weeks of the course each student should be
allotted a few patients in the wards for full examination and recording, the
patients being both ‘ surgical” and ‘ medical >.  Stress should be placed at
this stage on the accuracy of observation and of recording, and on the part
played by laboratory and instrumental methods in obtaining accuracy and
in amplifying the clinical examination.

A. (%) In-patient clerking.—The six months allotted to in-patient clerk-
ing in medical wards shoyld be divided into two periods of three months
éach. ¢

(¢) The first period of three months should be taken assoon as con'vem'ex}r,
after the preliminary instruction period. The student, should during this
period, examine and record fully as many cases of different vypes ot ill-health

H1342HSDC 8
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and disease as can be under supervision, and follow their progress. He
should not be required to examine and record more cases than he can investi-
gate thoroughly. There must be no hurried work and what he does must
be checked and supervised. He should accompany the physician on ward
rounds and report the cases allotted to him. It is helpful if, during this
period, he attends the out-patient along with the unit on days when the unit
is responsible for admissions, so that he can see the new cases that are to be
admitted and follow up the cases which may attend the out-patient of the
unit concerned after discharge.

(b) The second period of in-pa.ti,ent clerking should be taken during the
final year under the care of the professor and his associates or assistants.
'The cases should be selected largely for their value for teaching purposes or
research. The number of students under, each clinical lecturer should not
exceed ten and the lecturer should be responsible for the examination and
recording of all new cases and should conduct the teaching. He will, how-
ever, hand the group over to any member of the teaching staff who is specially
interested in the system under discussion, such as the neurologist or the en-
docrinologist. It is very necessary to see that one of the students should

present the case to his fellows in the group. -

A. (413) Outpatient clefking.—It has already been stated that when g
student is clerking in the wards he should attend if possible the out-patient
sessions to:which the patients from his ward return for follow-up or continua-

tion of treatment.

In addition to this he should spend 3 months in the general medical out-
patient department. He should not,.however, take any part in a -crowded
out-patient department where the physician is forced to do hurried and in-
complete examinations. Such an example is bad for the studentand encourag-
es him to take shortcuts and resort to clever guessing. Every new case
should have a complete history and physical examination and be fully re-
corded, and the student should be asked to take only such new cases as he
can investigate thoroughly. He should then present the case briefly to the
physician, who checks the findings and decides on disposal and treatment.

To enable the out-patient departments of most general hospitals to be
used efficiently for teaching very drastic and far-reaching improvements are
required. Hurried work, which is so bad an example to the beginner, is to

be avoided.

A. (iv) Lectures in medicine.—At present students are given set lectures
in the class room which are attended by them mostly for the sake of register.
ing attendance. Too many theoritical lectures are given and not infrequenﬂy
the time spent at these lectures could have been better spent at the
bed-side in the wards.

In the Continental and American systems the University occupies 5
dominant position, the various departments being under the charge of g
University Professor with a skilled full-time staff working under him. The
professor instructs all the students in a particular subject and gives large.-
scale demonstrations at daily clinical lectures, #tcompanied by’ diagrams
specimens, etc. In Germany such departments under the cntrol of pro-,
fessors are known as ‘ Kliniks’. Attached to each of these are lecture rooms
laboratories, rooms for students, etc.
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It would appear that the best results are secured by combining tha twe
systems, the Continental and American system of clinical lecture-demonstra-
tions to large classes with the bed-side clinics and clinical clerking 80 much
in vogue. The lectures in subjects like Medicine and Surgery should be given
with a view to explaining certain fundamentals of each group of diseases and
to giving a connected view of applied Anatomy, applied Physiology and
Pathology and chief methods of clinical investigation and diagnosis ‘together
with methods of treatment of disease of the different systems. The student
should then be in a position to study for himself the details in a suitable text-
book. No' Professor of Medicine or Surgery can deal with every kmown
disease, or evén the majority of such diseases, and it is futile to give a theore-
tical discourse on many of the diseases which are not commonly met with.
The majority.of the lectures should be illustrated with clinical cases; patho-
logical specimens, radiological films, charts, etc., and these lectures should
be carefully planned and prepared.

Surgery.—The teaching in Surgery should be planned on the same lines
as that of Medicine. After the three months preliminary training, students
should spend 6 months in clerking and 3 months it the out-patient depart-

ment.

Obstetrics and Gynaecology.—The Obstetrics department shou]d form a
wing of the main teaching hospital, or a separate hospital for women and
children may be built in the same campus and used for teaching purposes.
It must detract from the value of the teaching and be a great waste of time
if the student has o spend much time in travelling between hospitals. For
the student’s sake it is essential to have, in the main centre or very close te
it, & department of obstetrics sufficiently large for the teaching of students.
A bed strength of 100 for obstetrics and 50 for gynaecology may suffice for
an annual intake of 70 students or thereabouts.

The period of clinical work should be not less than six months, three
months of which should be spent in the final year and at least one month of
thig period should be spent in residence. The Indian Medical Council, like
the Gteneral Medical Council, insists on each student personally conducting
20 cases of labour and this procedure has led to incorrect certification in both
countries. According to this rigid standard, a student may conduct 20 cases
of normal labour either in hospitals or in domiciliary practice, and not have
witnessed a single case of abnormal labour.

It is more valuable for the student to spend his time in a hospital where
he can only get-10 or 15 cases and yet see a large number of abnormalities
than to conduct 20 deliveries in a district or maternity home and see no ab-
normal deliveries. Domiciliary practice is invaluable as this gives the
student an insight into social medicine, but it is neither necessary nor pro-
fitable for him to.spend a disproportionate period of time in attendance on

cases in the district.
Aitendance at an antenatal and postnatal out-patient clinic, clerking
in ante-natal wards, attendance at Gynzecological out-patient clinic and wards

and the follow up of the neonatal cases are of importance. The time devo-
ted to obstetrice and gynmcology should be in the proportion

2:1.
8A
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There is a point of view frequently expressed that midwives and medical
students should not be trained in the same hospital. There is naturally con-
stant friction between the two as to who should take the case, butif a proper
system of domiciliary conduct of cases be introduced for midwives to whom
it is essential, and if a planned programme of case taking be arranged, there
should be no room for complaint.

General practitioners who practice midwifery should have had post-
graduate hospital experience. The average general practitioner does nos
want to do obstetrics, and if some form of group practice, as is envisaged,
is evolved, it is likely that one man would do the whole of the
obstetrical work of the group. Such a person should have obtained adequate
post-graduate experience in obstetrics. The need for conducting 20 cases
before graduation will probably be less in the future than hitherto, while
more post-graduate work in obstetrics will be called for.

‘Pathology.—Pathology should be taught through all the years of the
clinical period. This does not necessarily mean any increase in the time
devoted to pathological teaching, but that it should be spaced so as to over-
lap with clinical instruction and not be relegated to a short period of in-
tensive study.

There are two solutions to the question as to when an introductory course
in Pathology should be given. i. That instruction in general Pathology
and Bacteriology should be given before students enter the wards. ii. That
instruction should begin co-incidentally with clinical studies.

1t would appear that if students, during their pre-clinical studies, are
familiarised with certain aspects of Pathology through conducted tours in
the wards, the introductory course in Pathology would more profitably and
suitably be given during the three months preliminary training at the com-
mencement of clinical studies.

Included in the department, or associated with it, should be the four
branches of Pathology wiz., Bacteriology, Clinical Pathology, Morbid His-
tology and Chemical Pathology. The primary function of a pathological
department in a medical college is the acquisition and dissemination of know-
ledge. The Pathology department being the key department in under-
graduate and post-graduate teaching and in research, the professors or senior
members should not be saddled with a great deal of routine duties and ad-
ministrative work. Their work should be limited to that connected with
research, while all routifie work connected with other hospitals in the city
or province should be done by a separate staff, who will, however, have the
benefit of consulting the professors of the department.

Correlation of the teacking of Medicine by pathologists and physicians.—
This presents difficulties and is not practicable over the whole fields of Medi-
cine and Surgery, but in certain selected cases such a combined method of
teaching would be of value. In public health tleere is scope for a wider col-
laboration in the teaching in Bacteriology and Immunology. In some im-
portant groups of diseases the system of combined lectures by the staff in
Medicine, Pathology, Bacteriology and Preventive Medicine would be of
great benefit, as a complete picture would be presented and unnecessary
repetition avoided.
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Clinical Pathology.—Clinical Pathology is a development of what used
to be called ¢ test room work’. There should be for each medical unit a ward
faboratory attached, while in the surgical units two units may share a labo-
ratory room. These should be located in close proximity to the wards con-
cerned so as to facilitate the work of the students. Besides these ward labo-
ratories there should be a central clinical laboratory for the whole hospital
in charge of ﬂ}e professor or a senior assistant where pathological, bacterio-
Jogical and bio-chemical investigations will be carried out. This central
laboratory, and the ward laboratories, should be under the supervision of
the professor who should be responsible for running them efficiently.

There are two aspects of clinical pathology wiz., (1)~-the teaching of the
existence of tests as applied to the sick paticnts and all that such tests im-
ply, and (2) the a.ct\}a{ technique of the tests. Thestudents should be taught
to perform the simpler types of laboratory tests which they will have to
carry out as general practitioners, but the actual technique of the more com-

tlicated or rarer tests need not be emphasised unless the students are in-
tending to specialise later. :

Ezamination.—Opinion is divided as to whether Pathology should
come into the final examination, but the general trend of opinion is that it
_ghould be as near to the end of the student’s course as possible. The view
is held that, while Pathology should be allowed to play = large part in the
training and qualification of students, it should remain with experienced
clinicians to say whether a man is suitable to Practice. Ifscientists, suchas
athologists, come into the final examination it would magnify the im-
ortance of their subject. It has therefore been suggested that the exami-
nation in pathology proper should be held 6 months to one academic year be-
fore the final test. It is not suggested that the final examination will not
include questions in Pathology or the examination of pathological speci-
mens or slides, but such examinations should be in the hands of clinicians.

Post-Mortems —This most valuable method of teaching Pathology re-
quires greater attention in most colleges. Difficulties are no doubt increas-
ing, bub with eﬁoyt and zeal more advantage should be taken of the oppor-
tunities to ascertain the pathological conditions which actually werc the cau-
ses of death, and students afforded all facilities to attend at convenient hours.
The post-mortem room should be so constructed that it will have all the
advantages of 2 clinical lecture theatre and a side room laboratory should

be available for demonstration of details.

Public H ealth.—Thissubjectis of fundamentalimportance, for the future
icine lies in the prevention of diseases and not only in their care. Al-
though it is laid down by the medical council that * Throughout the whole
period of study the attention of the stadent should be directed by his teachers
{a) tothe imporbance of the measures by which normal healt®may be assessed
and maintained, and (b) to the principles and practice of the prevention of
Disease *’, little has been achieved in this respect. Few colleges here or clse-
where have & planned method of approach to tackle the problem. The im-
portance of social medicine is even now but imperfectly realised. The follow
up of cases is defective, the enquiry into environment hygiene is perfunctory
and the follow up in the home %o study conditions there with a view to ar-
riving at more satisfactory gpnelusions in regard to the influence of home con-
ditions on the causation or the prevention of diseases is hardly ever attempt-
ed. Too much theoretical presentation of the subject is attempted and too
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little regard paid to the practical and applied aspects of preventive - medi-
cine. .

The extensive admunistrative duties connected with public health wilk
devolve on thosc with post-graduate qualifications in the subject. The
general practitioner, however, has to deal with individual and f'fumly hygiene
and home surroundings and the student should therefore be given opportu-
nities during his clinical studies to familiarise himself with such condition.
It would be well if he could for some period be attached to a Health Centre
and avail himself of the opportunities to ® tudy home conditions.

This subject must be taught in its scientitic aspects together‘wlth Pa-
thology in the third and probably in the fourth year, whilé the apphed aspect
will be taught throughout the clinical years, more particularly in the fourth
and final years. Teachers of Hygiene should be members of the 3ub110
Health Department who are actively engaged in Public Health work or who
were till recently so engaged. If officials in the Public Health Department
are secondéd to a teaching post, they should be so seconded for a maximum
period not exceeding five years.

SrECIAL DEPARIMEXNTE.

Thestudent is at present  required to attend the special departie.
ments of—
Opthalmology.
Oto-Rhino-Laryngology.
Dermatology.
Venereology.
Psychiatry.
Infectious djseases.
Tuberculosis.
Orthopaedics.
. Anaesthetics.
10. Radiology.
11. Vaccination.
12. Pediatrics.

The multiplicity. of the specialities has led to a grave problem in under-
graduate medical education. In many colleges these departments are Jo-
cated in special hospitals far away from the teaching centre and students

have thus to expend much time and energy in journeys between hospi-
tals.

© 0 ~IG UL

Specialisation has certain advantages. It provides for more exact diag-
nosis of difficult cases and is better for treatment. In an undergraduate
school a reasonable compromise between too little specialisation and too
much is always~ required.

Tt is cssential however that special departments should be developed
within the main teaching centre. This will allow the student to see a large
variety of cases and it should be a principle that members of the staff should
be allowed to teach on cases not under their immediate care. Each medical
school hospital should therefore have as many of these departments as possible,
with a number of beds for all the specialities together equal to the number
for general medicine and surgery.  These beds will make it possible

for groups of cases to be scen by the students in a felatively short
time.
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There husbeen a tendency of recent years for many physieians
and surgeons to take up new branches of medicine and surgery and practice
them exclusively. Neurology, Cardiology, Diabetes, Diseases of the chest,
Urogenital surgery, Thoracic surgery, Neuro-surgery, Orthopaedic surgery,
Fractures and Traumatic surgery are putstanding examples. This practice
is tending to the formation of new special departments and has created
a major problem in' undergraduate medical education,

When a man of unusual ability and originality appears, another member
of the staff with similar interest should be encouraged to work with him and
the necessary departments should be provided for them. The departments
should be adapted tothe men rather than the men to am existing
department,. -

This insistence that spécial departments should be located in the main
teaching centre does not imply that special hospitals are not required. On
the other hand, the existence of such special hospitals is desirable from the
point of View of the speciality concerned as well as for purposes of post-graduate
teaching. The opportunity afiorded for a number of specialists to meet and
excharige views in a special hospital is of great advantage. If such special
hospitals are located in the same compound or in very close proximity to
the main teaching hospital they would serve the three-fold purpose of afford-
ing facilities for—

(a) Under-graduate teaching,

(b) Post-graduate teaching, and

(¢) Opportunities for contact and consultation with the regular medi-
cal and surgical staff and other specialists.

A question of some importance is the place that these specialities shall
hold in the examination of the undergraduate. Some of the specialities are
DOW given prominence with a separate paper and viva-voce devoted to the
speciality. Bome share that honour with one or more specialities or find a
place in the papers on medicine and surgery. In other cases it is open to
the examiners to include a question on the speciality in the papers or clinieals
in Medicine, or Surgery. The chief aim of the final test of thé undergraduate
should be to ascertain if he has a comprebensive view of the main subjeets
of Medicine, Surgery and Obstetrics and the inclusion of specialities, or even
their possible inclusion, throws an extra strain on the student sometimes to
the detriment of his general outlook. Two alternatives are thus avail-
able :

(1) That knowledge of the specialities should be tésted at the final
examination either in the written, clinical or oral.

{2) That the student should be required to pass an elementary exdmi-
nation in the speciality conducted by the teacher before proceeding to the
final medical examination.

Ophthalmology.—1t is essential that the student should be instructed
in the diagnosis and treatment of injuries and the common disorders of the
eye. He should be able to use the ophthalmoscope with sufficient skill to
recognise the more important changes in the fundus due to general discases.
It should be possible to give this essential instruction in the ophthalmic de-
partment of a general teaching hospital in a threc months’ course, compri-
sing clinical instruction and attendance at a course of lectures and demons-
trations. In view of the importance of this subject, more particularly in
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tropical countries, it would appear desirable that every student should be
examined in ophthalmology before qualifying in medicine.

Oto-Rhino-Laryngology—Training in this speciality should consist of
instruction in the use of ordinary instruments and methods of examination
50 as to recognise the appearance of normal structures and to carry out simple
tests of function. The period of clinical teaching should be vhree months,
during which the student should attend the out-patient department, twice
a wéek for two hours, and the wards or demonstrations once a week. A few
systematic lectures.may be given as a preliminary.

Dermatology.—There should be a department of Dermatolegy in every
teaching hospital, which should consist of an out-patient department with
adequate accommodation and a reasonable proportion of beds for the investi-
gation and treatment of inpatients. Elementary instruction in the mor-
phology, physiology and pathology of the skin should be given to students
who should then attend a course of clinical instruction in the out-patient
department and wards on one or two days during a period of 3
months.

Venereology.—Although this subject enters into the field of medicine,
gurgery, obstetrics and gynaecology and every other speciality, there is an
advantage in the student attending a department of venereology, both out-
patient and wards for special instruction in this subject.

Psychiatry.—This subject should be dealt with both in the preliminary
course in the pre-clinical period and also in the clinical period. Apart from
the special hospitals for mental diseases which obviously should be located
at.a distance, the main teaching centre should have an out-patient depart-
ment and an observation ward for teaching purposes. A student should do
three months clerking on psychiatric cases in the out-patient department with
one attendance a week. A teacher should not handle more than 6 students
at a clinic if students are to take an active part.

Infectious diseases.—At present the teaching of infectious diseases is
very defective. The hospitals are poorly equipped and the staff in many
cases are not selected from the point of view of teaching. The seasonal pre-
valence of certain infections makes it difficult, for the student to study the
different types with which he should be acquainted.

It has been suggested that a certain number of beds should be provided
in every undergraduate teaching hospital bothin the interests of patients
and in the interests of teaching, so that a patient who develops an infec-
tious fever while in a general hospital can continue his treatmentin a fever
ward of the same hospital without being transferred to a fever hospital.
This cap be done if the system of glass cabins in vogue in some continental
clinics be introdutced.

At present in this country cases of Typhoid and Puerperal fevers are
treated in general hospitals and in wings of maternity hospitals although in
Great Britain such cases are transferred to fever hospitals. There is now a
changed butlook and it is realised that typhoid fever teaches a lesson in medi-
cal treatment and nursing technique almost unparalleled by any other
disease.

If it is impracticable to implement these suggestions the only speciali-
ties that need be tanght outside the teaching centre will be infcetious diseases
and men*al diseases.
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Orthopaedics.—The student should be introduced to the study of ortho-
paedic principles and practice immediately after passing the pre-clinical scien-
ces, 4.¢., during his first three months of preliminary instruction. At this
stage with anatomical and physiological knowledge fresh in his mind he is
well able to comprehend those principles which undeglie the diagnosis and
treatment of disabilities of the loco-motor system Tine teaching should be
given inthe casualty out-patient department andin the orthopaedic ward.

Fhe student should receive further clinical instruction in orthopaedics
in the third and fourth years as a dresser. In the final year teaching should
be provided in the orthopaedic out-patient clinics, and in fracture clinics,
as part of the general out-patient teaching facilities. Seminars, ward classes
and revision classes should also be arranged for small groups of senior stu-
dents. It should be emphagised that an experienced clinical tutor Iis
an essential member of the staff of all University orthopaedic teaching de-
partments.

Radiology. *

(A) Pre-clinical years.—Radiological demonstrations onanatomicaland
physiological subjects should be more widely introduced and demonstrations
should be given by members of the radiological staff when feasible, in colla-
‘boration with teachers in Anatomy and Physiology. It has been pointed
out that one member of the radiological-department should be recognised
as 8 part-time teacher of the pre-clinical subjects. As few radiological de-
partments can offer the space for large class demonstrations, medical

schools should be equipped with appropriate apparatus which could also be
used for research purposes.

(B) Olinical years.—The object of instruction during this period is to
teach student the diagnostic and therapeutic value of radiology.

(0) Radio-Diagnosts—1. Demonstrations as to how diagnostic radio-
logy may help the student in his practice.

2. The X-ray appearance of lesions commonly encountered in hespital
or general practice.

3. Therationale of, and preparation for, various X-ray investigations.

(D) Radio therapy.—Undergraduates should be instructed in (a) Types
of cases in which radio-therapy is of value, and its contra indications.

(b) The implications of radio-therapy so far as the patient is concerned,
t.¢., length and severity of treatment and reactions observed.

() The results obtained and possible sequelae. It is not necessary
for the undergraduate student to be taught details of radio-therapeutic tech-
nique.

A few formal lectures should be arranged in order to explain the princi-
ples of radiotherapy and the biological reactions involved. These should
be given in the final year, but there should be throughout the clinical course
a close cooperation of the medical and surgical staff with the Radiological
Department.

Anaesthesia.—This is a much rfeglected department in most teaching
institutions. Students, should be taught by a fully qualified anaesthetist
and must have opportunmes for administering anaesthetics under super-
vision. The appointment of ‘ clerk to the anaesthetist ’ should be held by
every student during his surgical posting.
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Pediatrics.—This subject as 1t concerns the older child shouid be taught
in the children’s department which every teaching hospital must have within
its premiges. The teaching of the physiology and pathology of neo-natal
life should more properly be in the hands of a pediatrician in the obstetric
wing of the hospital or in a separate maternity hospital in the compound.
Special hospitals for Ehildren should be used for posj-graduate teaching.
Students should be posted for at least one month to the pedigtric department
when attached to the medical department.

Tuberculosis.—Every teaching hospital should maintain a tuberculosis
dispensary and also a tuberculosis ward for the-treatment of acute cases.
Every student should be required to attend a three months course consisting
of out-patient attendances and 15 or 2 clinical demonstrationsin the wards.
These demonstrations and such lectures as are given in this department should
form part of the general teaching of medicine which every student is
required to have. In this subject especially, clinical demonstrations are
of far greater value than didactic lectures. The preventive aspect of this
disease should be brought home to the student by domieiliary visits and
demonstrations of the positive measures which are needed to limit the
infection.

Dentistry.—It is not possible in all cases for Dental Schools to be run
alongside medical schools. In some cases Dental Schools will have to be
separate institutions, but in future planning'it is well to take note of the fact
that, both from the academic and financial points of view, it is logical for
medical and dental education to be carried out in the same teaching centre.

In other centres, dental departments should be opened and the students
ghould be given a short practical course in the subject and taught the im-
portance of dental care in the maintenance of health.

Forensic Medicine.
The questions that arise are :

1. TIs a separate course of Forensic Medicine necessary in the medi-
cal curriculum % )

2. If so, what should be its scope ?

3. At what stage of the curriculum should this instruction be
given ¢

4. Where and by whom should the instruction be given ?

A separate course in Forensic Medicing is definitely necessary, as without
such a course, the student could not be instructed in the numerous medico-
legal problems which will confront him when he enters general practice.

() Duration and tine when instruction should be given.—A course not
exceeding 40 lectures with demonstrations and medico-legal post-mortems
may be given. It should be taught at a stage when the student has already
obtained some instruction in.medicine, surgery and obstetrics. It would
not be wise to place it in the final year, for the final year should be devoted
to the three main subjects. The best time is the penultimate year, the sub-
ject being covered within two terms of that year.

(7)) By whom should it be taught ?—There are three alternatives—

(@) By a person specially appointed for the purpose.
(6) By a police surgeon.
(¢) By alecturer in the department of pathology
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The subject is certainly best taught by the police surgeon provided he
is suitably qualified. The proper qualification is a good experience in the
Departihent of Pathology (five years) with a higher gualification in that sub-
ject. Alternatively it may be taught in the Department of Pathology, but
in such 4 case an assistant of the department should be specially trained for
the purpose.

The undergraduate must have a grounding in Forensic Medicize.
A faulty opinion in an ordinary medical case may be of some inconvenience
to the patient but a faulty opinion in medico-legal matters may do permanent
damage to a person’s reputatlon and may endanger his liberty or
even his life !

The present position in regard to the investigation of medico-legal
problems is very unsatisfactory. Every medical practitioner in charge of
a remote dispensary whatever his qualification or experiente, is asked to
undertake medico-legal post-mortems in complicated cases of crime and he
is liable to be held in question thereafter. The presumption is that every
medical man is competent to undertake these responsibilities, but unfortun-
ately neither the profession, nor the Judiciary or the State have stopped to
consider the absurdity of such a presumption.

Assuming the establishment of a State medical service in the future on
the lines we have envisaged, a general practitioner attached to 4 heatlh cen-
tre might take up medico-legal work to the extent of a minor speciality. The
more complicated work should be undertaken by a specialist, or his advice
should be available to the practitioner.

(vig) An Institute of Forensic Medicine.—There is need for a central
I nstitute which will serve the triple purpose of — (a) Training specialists and
teachers in Forensic Medicine; (b) carrying on research with particular
reference to' conditions in the Tropics and India; (c) to be a centre
for expert advice.

Such a centre might well be located in a University centre, Bombay,
Madras or Calcutta, or perhaps Delhi, if prospects of its early establishment
are brighter there.

Resident facilities for students.—The advantages which will result
from students residing in the hospital during a portion of their clinical course
are becoming increasingly clear. At present, in many colleges, the student
résides for at least one month during his period of training in obstetries.
Similarly it is imperative that he should spend at least a month while work-
ing in medical or surgical wards. The minimum period of residence should
be three months, the maximum six months. This period of residence should
be in the final year of study. During his stay the hospital should be respon-
sible for providing the student with the necessary amenities, the student
paying for his board only at reasonable rates.

It is important to see that separate common rooms and study rooms are
provided, as otherwise the period of residence would not be utilised to the
best advantage in studying and following the practice of the hospital.

If a period of six months residence is feasible the student may spend
two months in the Study of Practical Obstetrics ; one month in Surgery ;
one month in Casualty work and Orthopaedics ; one month in Medicine j
one month in Pediatrics. During this period of residence, the student sheuld
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be encouraged to do responsible work, and he may be assigned 5 to 6 beds
which he will Jook after under the supervision of a senior houseman or re-
sident officer.

The student’s health.—The clinical curriculum should be so * planned
that students can have at least one month’s holiday, and preferably six weeks,
every year. The health of the student should be the concern of the medical
school which should provide routine clinical and X-ray examination of the
chest once a year. Advice and treatment for medical students should be
available from the experts of the medical school. “Every teaching hospital

, should reserve a few beds, preferably in a separate ward, for the care of the
sick under-graduate medical student. It ought to be impressed on autho-
rities that this should not be considered a special favour, but that the mana-
gements of hospitals owe a moral obligation to students and nurses who come
constantly in contact with diseased conditions, to provide hospital accommo-
dation if they should need it, free and in separate cubicles.

Steps should also be taken to see that students are able to obtain good
mid-day meals at a reasonable price in or near the medical school and
that the school shall also contain adequate common rooms. All clinical
students must be able to enjoy regular exercise in the open air.

Post-academic residence.—One of the urgent reforms needed is a compul-
sory House appointment for every medical student at the end of his course
and as soon as he is qualified. At present the majority of students on their
own initiative seek House appointments and nearly 70 to 80 per cent. of
them are so posted. The period of compulsory post-academic residence
should be twelve months and this should be after graduation, but before
registration.

There are several ways of spending these twelve months, as, for
example :—
1. 6 months in medical and 6 in surgical wards.
2. 4 months medical, 4 surgical and 4 obstetric wards.
3. 6 months in the main hospital in surgical or medical wards and
the rest at a health centre, or special department, or hospital.

4. Therotating system of being posted every 3 months to
different sections.

Whatever form of practice a student is going to adopt he should take
a House appointment for a period of six months. The question of how he
spends the second six months would depend on the branch of medicine he
proposes to take up. There should not be any further examination at_the
end of the period of 12 months. A certificate of satisfactory work and con-,
duct should be regarded as sufficient.

During this period every house surgeon should be in persondl charge
of at least 20, preferably 25 beds, and not more, but he should work under
the supervision of a permanent member of the unit and under his
guidance.

To ensure that every student passing out is posted as a House Surgeon,
a survey should be made of the regional hospitals, and such of those as satis-
fy the standards should be included in the scheme. The University should
be responsible for approving such hospitals and one of the clinical staff should,
on behalf of the University, periodically inspect the hospitals which take
residents.
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During the compulsory period of House appointment, every House-man
should be provided with proper residential facilities, and should be paid ade-
quately for his services, so that he may be free from financial worries and
devote all his time to the duties assigned to him.

The remuneration given for these appointments may take the form of
(@) Free board and residence, free laundry, ete., with a pocket allowance, or
(b) Free residence and an allowance ranging from Rs 60to Rs. 756 per men-
sem.

During this time a course of lectures on medical ethics and the conduct
of practice might be given. The course should include instruction in the
organisation of medical and social services available to the community and
in the methods of using those services. Such a course would be of greater
value at this stage than during a student’s final year, when he is overwhelmed
with work in preparing for the final examination.

Summary of recommendations on clinical studies.

That the Department of Preventive and Social Medicine should be or-
ganised on the same lines as the pre-clinical and clinical departments with
centres of teaching and research facilities :

That this department should have control facilities (field work), i.e.,
facilities for the organisation and control of the rural and urban community
fields attackied to the department for demonstrating thé principles and prac-
tice of preventive and social medicine.

That the staff should consist of the following :—

Hospital
Urban. Raural. (College).

Professor Associate or Professor Associate or Professor, 9 Social
Asst. Professor, 5 De- Asstt. Professor, Sani- W‘"‘Zers, 36 Case
monstrators. tary Engineer (F. T.), ers.

12M. 0. H.

The total being 28, with six senior teachers and exclusive of social workers.
1n a rural unit, not-more than two students should be holding intern appoint-
ments in & primary unit.

That, at a very early stage, facilities and trained personnel should be
made available to put into operation the scheme of training in preventive
medicine which the Committee consider as essential for the training of
the basic doctor. A copy of that scheme is given as appendix 29.

That, in the meantime, the preventive medicine aspect should be stress-
ed in the teaching of gvery subject throughout the clinical course, and the
student be given an insight into social medicine by contacts with home and
community life.

That a note embodying these recommendations in regard to training in
preventive medicine should be circulated to all medical institutions and
Unpiversities for information.
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That a 1I-spital Social Service should be established as soon as trained

personnel are available:

That an introductory course of instruction in elementary Psychology
and Pathology should be given to the students by the Professors of the Pe-
partments concerned either in the latter half of the pre-clinical period or in
the first three months of the clinical period. Methods of clinical diagnosis
including laboratory technique and the elements of nursing and dietetics,
with an introduction to social medicine, should be taught at the beginning
of the clinical period.

That clinical records should be carefully written up and they should
be preserved and these records should be under the charge of a responsible
member of the staff. .

That, in the teaching hospitals, clinical pathological conferences should
be periodically convened at which all the members of the clinical and patho-
logical staffs should be present. The senior students should also be
present.

That, just as pre-clinical teaching should have a clinical bias, clinical
teaching should be conducted with the scientific bias emphasised
at every stage.

That the following should be thé periods-of clinical clerking and posting
of students to wards, it"being understood that proper emphasis is laid on out?
patient training, especially in the junior stage :

Medical .. .. 3 months juniorand 3 months senior.
Surgical .. 3 months juniorand 3 months senior.
Obstetrics and Gy-

naecology, in-
cluding Pedia-

trics .. .. 3 months junior and 3 months senior.
Specialities .. 9 months divided into periods of 8 months
e:&ch for surgical, medical and social medi-
cine, ’ -

(The above periods, added together, make a total of 27 months. Spe-
cialities may be attended daily for one month or for 2 days in a week
for 3 months).

That the last three months should be available to the student to attend
such clinics as he may feel inclined to.

(Nore.—A view was expressed that 6 months is not sufficient for sur-
gical and medical wards posting and the out-patient clinic should play a

larger part.)

That this scheme can be brought into operation provided that the or-
ganisation of departments are on the lines suggested, and-that-well quali-
fied and well trained teachers are available in sufficient numbers, so that
there is a proportion of 1 : 8 junior teachers and 1 : 10 for senior
teachers. )

‘That every clinical teacher should emphasise the .physiological aspects
of his subject and should impress on the student the social and preventive
aspects of medicine.

That there should be full-time professors in each of the subjects of
Medicine, Surgery and Obstetrics with Gynaecology. " °
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That, in the teaching of Obstetrics, special emphasis should be laid on
the antenatal physiology of labour: The question of adequate training in
Pediatrics should be further considered.

That domiciliary practice should be encouraged and that this should
be particularly emphasised for women students.

That all students should be in'residence for atleast 3 months, one month
being spent in edch of the departments of Medicine, Surgeryand Obs-
tetrics,

That the number of beds in a unit should be at least 40, and that 8 or 16
gtudents should be attached to each unit.

Recommendations on Pathology.

That there shiould be a well-organised department of Pathology in each
teaching centre to include the departments of Morbid Anatomy, Micro-Bio-
logy (Bacteriology and Parasitology), Experimental Pathology and Clini-
cal Pathology ;

That, in each institution, there should be a Board consisting of the
Pathologist, Clinician, Physiologist and Anatomist, meeting at least once a
term to coordinate the teaching of those subjects in the  clinical
period ;

That experimental Pathology should form an essential part of the work
of the department, and that mammalian experiments~should be demons-
trated to the students ; *

That the teaching of Mi¢ro-Biology, Bacteriology and Parasitology should
be coordinated with the teaching of social medicine, and that
there should bé opportunities for demonstrations during field work ;

That, in the teaching of Morbid Anatomy, planned methods of teaching
should be laid down in consultation with the Professors of Surgery and Medi-
cine ;

That Pathology and Bacteriology should bé taught throughout the period
of clinical studies. About 600 hours aro likely to be required, exclusive
of the time spent at Autopsies ;

That the Physician and the Surgeon concerned should attend the post-
mortem with the students, and chould participate with the Pathologist in
the discussion and exposition of the post-mwrtem findings in so far as these
bear a relation to the clinical findings and diagnosis ;

That the staff should be whole time and should consist of :—

A full-time Professor ;

Three Assistant Professors, or Readers, of whom one will be for
Clipical Pathology, and on€ for Micro-Biology :

One or two Associate Professors, who should be either junior or senior
Physiciens or Surgeons, the idea being to associate also% junior or senior
Obstetrician and Gynaecologist with the teaching.

That the Head of the Department of Pathology should be Ex-Officio
Gonsulting Pathologist te the teaching hospital ;

That, in view of the importance of Autopsies in the training of the medi-
cal student, it was for consideration whether State legislation was necessary
to make them obligatory when the physician or surgeon in charge of the
case considered them to be necessary.
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Forensic Medicine.—That Forensic Medicine should be taught by a per-
son who should be a whole-time teacher and should have a sound knowledge
of Pathology and also a post-graduate qualification in Pathology or

Medicine.

General Recommendations.

That Clinical Clerking in Social Medicine should be, performed in the
afternoon in the 4th year while working in the specialities, and in two groups ;
the total number of hours being 100 ;

That Pharmacy may be taught in the earlier part of the clinica}
course : -

That the second course in Pharmacology may be correlated with the
lectures and clinical demonstrations in Medicine ;

That Toxicology should be taught with forensic medicine ;

That Therapeutics should be taught in the latter half of the clinical
period ; :

That there should be a department of Pharmacdlogv.and Therapeutice
together with experimental therapeutics ;

That the staff of that department should include a whole-time Professor
of Pharmacology and an Associate Professor of Therapeutics and assistants,
one of whom should be a chemist ;

That every teaching hospital should have at least one fully qualified
pharmacist and that he should assist the department of pharmacy ;

That it is desirable that, in the clinical profes’sorial units, one of .the
assistants should be a trained pathologist and that he should be available for
teaching, research and consultation ; '

That samples of blood, urine, faeces, smears, ete..should be examined in
the side laboratories and that these laboratories-shquld be equipped for this
purpose }

That, as far as possible, autopsies should be done at a fixed time but, in
cases where this is not-possible, the pathological specimens collected from the
post-mottem should be exhibited for 24 hours in a convenient place together
with full clinical or pathological hotes on the case ;

That there should be a Museum under a full-time Director, containing 5
small and adequate number of specimens in each subject selected from the
point of undergraduate teaching and with full notes available.

That the teaching of operative surgery and applied anatomy might ‘be
covered in 30 or 40 classes—(a series of window dissections is particularly
useful for the study of Regional anatomy).

Opinion was’divergent as to whether undergraduates should be givep
training in operative surgery on the cadaver, and whether an examinatiop
should be conducted on the dead body.

That it was extremely desirable that e\;ér‘y medical student should be
given adequate training in First Aid’and Ambulance work in the pre-clinicq]
period and that those who joined the U.T.C.-should be exempted as it wag
considered that they would be sufficiently trained.
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(¢e) Medical Examinalions.

The system of examinations for the undergraduate who has entered on
his regular medical studies deserves careful consideration. In a publication
issued notlong ago under the arresting title “ An examination of examina-
tions ”’, by Sir Philip Hartog, it was made clear that, even in the valuation of
the written script, there were wide variations between examiners, the varia-
tions ranging between 30 per cent. and 75 to 8" per cent. The possibility of
such variations is not less in the conduct of clinical and viva-voce examina-
tions. Well trained and seasoned examiners are an asset, but there is an
advantage in gradually including fresh talent, so that the system of examina-
tion should not be petrified and static.

In a well regulated scheme, there should be internal and external exami-
ners in equal proportion. This is not always possible in India, where long
distances, time neéded for examinations and the expenditure likely to be
incurred may make it difficult. Examinations have, after all, a limited value,
but the more important consideration is the provision of adequate facilities
for teaching, competent staff with a liberal number of teachers and the provi-
sion of well equipped laboratories, a library and an adequate range and variety
of cases. The conception which medical councils have apparently acted on,
that aninspection of examinations furnishes material tojudge of the standard
of medical qualifications, should be radically revised.

Jhere should be three examinations in the course :—
" 1. At the end of the pre-clinical period.
2. Ayearor 6 months, preferably a year, prior to the last year of study.
3. The final test at the’ end of the course, in medicine, surgery and
obstetrics.

-

It is desirable that examiners should desist from asking about rare or
complicated conditions, and should deyote their attention to the commoner
diseases met with in practice. Their taskis to find out what the student knows,
rather than what he does not know. )

Itis also desirable that examiners should devote some time to the prepara-
tion of the practieal and clinical tests and should: themselves conduct these
tests, or examine fully and study the clinical cases before they are set to the
students. An examiner should have no more facilities for the diagnosis of a
case than are available for the candidate, and emphasis should be more on
methods of approach and reasoning than on the giving of a diagnosis.

Summary of recommendations on Medical Examinations.

That there should be, in the whole medical course, two examinations
held; one at the end of the pre-clinical period including the subjects of anatomy,
physiology and pharmacology, and the other at the end of the clinical period
when the following six subjects shall be offered :— -

Preventive and social Medicine, Medical Jurisprudence, Medicine
including Therapeutics and Medical Specialities, Surgery including Surgical
1Specia,li'oies, Obspetrics and Gynaecélogy including pediatrics, and Patho-
ogy. ,

That a student. can pissin each subject separately provided, however,
that he shall complete a pass in Medicine, Strgery, Obstetrics and Gynaecolo-
€y within a maximum period of 18 months. The medical examinations should
beheld twice a year. (Note.—It should however, be open to the University
H1342HSDC 9
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$o hold an examination in the subjects of Pathology, Forensic Medicine and
Preventive Medicine, six months to one year before the final examination
in Medicine, Surgery and Obstetrics).

That no student shall be allowed to enter on his clinical course of studies
until he has passed the pre-clinical examination.

That, so far as possible, external examiners should be associated with the
sonduct of the examinations, and that it should be the aim of all Universities
bo'see that, in medical examinations, at least half the examiners are external

There should be no attempt to impose a stereo-typed curriculum through-
eut the country. A wide margin of liberty should be allowed to individual
medical schools and Universities to develop their own potentialities and ever

-to experiment. Reforms and improvements can more easily and quickly be
‘brought about in this way.. Where reforms have to await agreement among
a large number of institutions, the results are invariably a compromise, and
a sense of frustration is developed in those institutions, which desire to initiate
reforms.

(f) Internship as Hothe Surgeon or Phystcian.—There should be, for all
atudents, one year of internship after the final qualifying examination and the
authonty respon51ble should certify that that internship hasbeen satisfacto-
rily fulfilled.” This' period should not give' the. student the rights of a full
practitipner, but during 1‘t he should work under the supervision of a Senior

- Officer. .

That the conditions under thch hospitals should be recognised for intern-
ship ‘should be considered and, definite rules laid - down by the University.
Buch hospitals should be periodically inspected and reported upon.

The intern. should not displace senior housemen, clinical assistants and
resident assistants. The need for such senior housemen will be all the greater,
for effective supervision and help.

A careful record should be maintained of clinical work cdrried on and
sucl;{records should be certified by the Senior Officer under whom the student
works

During this' period, in whichever ward he is posted, the intern should

perform duties in the out-patient department and should work in the clinical
pathological laboratories. During the whole of this period, he should be
oa.refully supervised and guided.

" That there should be latitude given to the authorities concerned to post
the intern fo any of the following assignments provided a three months ’ intern-
ship in a public health unit is always included:

1. Six months surgical or six months medical work.

2. Four montlis medical; four months surgical or four months obstetrical
work.

3. Three months rotationincluding, medical, surgital, obstetrical work
and public and rural health centres.

That the humbers. of beds assigned o each intern should-be between
10 and 20.

That the intern ghould be given free residence iz the hospital and should
feceive a subsistence allowance of Rs. 60 to 75. .

That, as far as possitle, the intern should spend six months in a primary
teaching.centea either in $he first or the second half of the period.
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That, during tho period of internship, a few lectures on medica! and legal

responsibilities should be given by a person selected by the University.
Essentials in. a hospital approved for interns.

The hospitals approved for the training of interns during the
last year of the graduate course should comply with some general
basic principles. In enunciating these principles it is not intunded
to interfere with the administration, or the general policy, of
individual hospitals which may be recognised for the above purpose. It is
kowever believed that, in the interests of better medical education and of
improved scientific and ethical care of the patients, there should be a wide
agreement on the minimum requirements to be met regarding conditions of
service, organisation of training and educational facilities available at such
institutions. It is therefore considered that an acceptance of these general
principles by the hospital authorities is necessary, if they intend to take up
the training of interns. ’

1. Hospitals eligible for approval.—Only general hospitals should be
eligible, which have at least 100 beds with a minimum daily average of 75

atients, and which provide a variety of medical, surgical, obstetrical and
pediatric patients either in the hospital proper or through suitable affiliations
with other institutions.

I1. Orgamisation.—The organisation should consist of a Governing Body
having authority and responsibility to execute the decision arrived at by such
& body. In the case of Government, or Municipal, institutions this body
should have statutory powers conferred on it, enabling it to give eflect to its
resolutions within the framework of the general policy and within the limits
of the budget provisions sanctioned by the Government or the Municipality.

" An Executive Officer, or a Superintendent, should be responsible for the
actual carrying out of the resolutions adopted by &e Governing Body. The
Executive Officer should be assisted by adequate and competent personnel,
Such an officer should be selected on an All-India basis and should not be
appointed for a period of less than five years.

II1. Staff —The appointment of the staff constitutes the most essential
feature in the organisation of an institution. The staff should be composed
of regular physicians who are properly qualified as to training, licensure and
ethical standing.

1. Sentor Staff—There must be an organised staff of physicians who
hold the degree of doctor of medicine, or an equivalent post-graduate quali-
fication, from acceptable medical colleges ; who are of unquestioned profession-
al and moral integrity ; who are proficient in general practice, or in the special
fields to which they devote themselves ; who give personal attention to the

atients under their charge and who will provide adequate facilities, instruc-
tion and that sympathetic cooperation without which interns and graduate
students cannot obtain the practical training for which they are serving the
hospital.

2. G’m@buates tn Medicine—The hospital must not only confine member-
ship cf its staff to reputable practitioners who have obtained post-graduate
degrees but should also select a junior staff from suitable graduates in medi-
cine. The conditions gegarding ethics and character must apply to every
person permitted to treat or prescribe for the sick in the hospital, or in any of
its departments. Conditions regarding graduation do not .apply to tke
treatment of patients by nurses, messeurs, and technical assistants whsz
acting under the orders of any physician on the attending staff.

%A
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3. Staff Conferences.—The hospital staff should conduet a regular monthly
staff conference at which the work of the various hospital departments is
considered and where interesting hospital cases and selected autopsy reports
may be presented for general discussion. The interns should be expected to
attend these meetings and should be encouraged to take an active part in the
liscussions.

IV. Nurses.—A competent nyrsing staff should be provided by employing
a sufficient number of nurses who are graduates of schools of nursing rccognis-
ed by the registering authority for nurses, or by maintaining a school for their
training. All nursing should be supervised by qualified registered graduates.

V. Records—The accumulated experience of most of the teaching hospi-
tals in other countries has shown that no improvement in the treatment of
patients and the training of medical students could be effected without the
organisation and functioning of an , efficient department of medical records.
An adequate record system should therefore be maintained in all approved
hospitals. No particular system or set of forms is recommended since require-
ments are not the same under varying circumstances. The average case
record should conform to the following standards :—

1. The case records should be comprised of complete histories giving the
patients complaint, physical examination at time of admission to the hospital,
preliminary diagnosis, laboratory findings, description of operation, if any,
progress notes, final diagnosis, condition on discharge and, in case of death,
sutopsy findings if secured.

2, Case Notes.—The histories should show, by signatures or initials, all
persons writing them, or parts of them, as well as the staff members by whom

the histories are verified, , Likewise, all orders and progress notes should be
initialled or signed.

3. A competent clerk should have charge of the records pertaining to
patients. To be of educational value the records must be so handled as to
be readily accessible when desired for special study or reference work. There
should be an alphabetical index of patiénts, with cross files according to diagno-
gis, operations, etc. Lists should also be kept of patients according to depart-
ments, ¢.e., medical, surgical, obstetrical, padiatric genitourinary, gynaecolo-
gical,.eye, ear, nose and throat, tuberculosis, etc., and of hospital days or daily
everage of patients, deaths and autopsies. Histories should be filed so as to
be easily accessible. Complete monthly reports and annual summaries should
be prepared covering the various hospital departments.

VI. Laboratories.—A clinical laboratory in the hospital should be equip-
ped both for the ordinary routine tests, and also for the more technical bacterio-
logic, serologic, chemical, basal metabolic, and tissue examinations. A
competent physician-pathologist %not only a trained technician) must be in
charge of the laboratory, who shall supervise the work in general and person-
ally examine all tissues from the operating rooms and furnish reports of gross
ar microscope findings.as indicated. Records must be kept jn the laboratory
of all work carried out by the department, and copies should be filed with the
patient’s clinical record.

2. All tissues removed in the operating room should be examined, des-
cribed and diagnosed by a competent pathologist, excepting tissues. sugh ag
tonsils and teeth, in which the pathologic changes are quite obvious.
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A physician-pathologist should be employed on a full-time or part-time
basis. When this is not practicable, arrangements should be made with a
consulting pathologist for tissue diagnosis, post-mortem work and the inter-
pretation of the more complicated tests and determinations in clinical and
surgical pathology, as well as in general clinical laboratory work, The patho-
logist should preferably be one who has received specialised training after
graduation for at least one year in Clinical Pathology at an institution recog-
nised for this purpose.

3. In as much as the percentage of autopsies has come to be recognised
as an index of the educational activities in a hospital, no institution should be
approved for the training of interns which does not have a record of autopsies
of at least 15 per cent. This condition may be difficult to comply with in all
parts of India at present, but it should be the aim and endeavour of all hospi-
tals to attain to it in the course of the next ten years. The autopsies should
preferably be performed in the hospital by, or under the supervision of, the
hospital pathologist who has special knowledge of this'type of work and who
can furnish reports that include a summary of the clinical records and a detail-
ed description of gross and microscopic findings. '

VII. Library—1. A separate, suitable reading room in the building
should be provided for the use of the medical staff and the interns. A librarian
or library clerk should be appointed to look after the issue and care of books
and journals.

2. An annual grant of at least Rs. 1,000 should be allocated for books and
periodicals (.e.,excluding salaries of staff and cost of furniture, etc.) and of this
amount at least Rs. 500 be spent on current medical periodicals (foreign and
Indian Journals). The balance to be spent on reference books, monographs
and annual reviews.

3. It is essential that all journals should be bound at the end of the year
and kept for reference.

4. An initial expenditure of about Rs. 5,000 for purchasing reference
books, etc. and perhaps including a microfilm reader would be a desirable
addition.

The above suggestions relate to a hospital with 100 beds. For bigger
hospitals with a larger staff and facilities for training a larger number of
interns, a correspondingly larger expenditure on library facilities would :be
desirable. .

VIII. Department of Radiology.—This department should be equipped
for at least roentgenographic and roentgenoscopic procedures and must be
directed by a physician-roentgenologist who is properly qualified for the work
which the dopartment purports to do. Records of the work carricd out must
be on file in the department, aiid copies should be filed with the clinical charts.

IX. Records of Interns’ Work.—Each, hospital should keep a weekly or
monthly record of each intern’s work. This information is most conveniently
supplied to the superintendent of the record office by the interns themselves
en special forms where space is provided for the following :—Period covered ;
service ; number of patients admitted on service ; number of histories and
physical examinationg ; number of ancsthetics given ; number of operations
assisted at ; number performed ; number of deliveries attended ; number
performed ; autopsies attended : hours in laboratory ; lectures attended ;
clinics attended, etc.
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X. Admission to the Approved List.—Application for Approval. Hospi-
tals that wish to be accredited for intern training should apply to the Council
on Medical Education and Hospitals, or suéh organisation as may be properly
constituted by the Universities. A list of approved hospitals should be circu-
lated to the different Universities and the hsads of medical colleges at stated
‘intervals.

PART II.
THE REQUIREMENTS OF A MzpicaL COLLEGE.
(Note.—This subject is brought to the notice of the quthorities concerned
because of its importance in the light of new developments.)

(1) As a result of the survey of medical education, it is hoped that medi-
cal colleges will consider the need for reorganisation and that plans for exten-
sion and improvement of existing structures and facilities will be prepared.

(2) Active steps are being taken in several provinces to convert medical
schools’td medical colleges. -

(3) Itis expected that as a result of the recommendations of this Com-
mittee different provinces will open new medical colleges and plan them on
. modern lines.

1t seems, therefore, desirable that there should be set down a general
idea of the requirements of an ideal medical college.

The tdeal medical school should be capable of providing the student with
the whole of his medical education, from the time of his entering the school
until he is qualified, after which a resident post should be found for him,
either in his own school or elsewhere, before he goes into practice.

Site—To allow adequate room for the ervction of a medical school, it is
suggested that a site of from 100 to 150 acres in extent should be available
to accommodate :— ) '

(a) The Medical School with its pre-clinical departments.

(5) A General Hospital.

(c) A series of special hospitals, institutes or units. The whole site
should form a teaching hospital centre, and its component parts should be
comprehensive enough to provide the nucleus of teaching in all subjects,
as well as the direction of research and of post-graduate studies. Each
of the institutes or units should be flexible enough in construction to allow
for expansion if necessary. [

{d) Quarters for a full-time staff.

An alternative suggestion is that the teaching centre shall provide units
for the specialities to be utilised for undergraduate teaching, while special
hospitals are located within a convenient distance and utilised for the instrue-
tion of post-graduates, and specialists who aspire to become consultants.

Number of students.—This must depend both on the accommodation and
facilities available in the pre-clinical departments and on the number of beds
and the clinical material available in the associated hospital.

The number of students that should be admitted into a medical schoc! has
been the subject of considerable discussion.

It has been suggested—

(1) that 50 admissions a year is desirable,

(2) that 60 to 70 should be an optimum, and

(3) that normally 100 should be the maximum.
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In the medical school proper there should-be an adequate number of large
and small lecture Halls ; laboratories, preparation rooms, etec. ; a library and
reading rooms ; common rooms ; a department of research with special facili-
ties.

! Well planned and well equipped laboratories, however, cannot provide
satisfactory service unless they are manned by an adequate number of suit-
-ably trained technical assistants. The selection of these should not be by the
haphazard methods of the past. Their training should be systematised by
instruction in technical schools or departments, and they should be ade-
quately paid. :

As distinct from individual departmental requirements, certain facilities
and equipment of a general character are needed. Museums, including a
radiological museum), should be readily accessible to all students and should
contain sections specially arranged for teaching purposes. Means both for
-taking and for showing cinema films to students should also be provided.

Many departments such as Biology, Anatomy, Physiology, Pathology,
Experimental Medicine and Surgery, Pharmacology, Bacteriology and Mid-
-wifery as well ag the research unit require to maintain live stock. This need
is best and most. efficiently met by organising a central animal farm under the
-care of a Veterinary Surgeon, where Genealogical Histories would be kept.
fHach unit could indent on the farm but should have its own animal house

" under proper conditions where the department would carry out its investi-
.gations.

The actual accommodation’ of the departments should be on an ample
scale 50 as to permit of any expansion to meet future requirements in the
-advance of medical education. Not infre quently work has had to be carried

.~on under cramped conditions as old buildings have become out of date and
inadequate for the expanding work of medical education and research.

Hospital accommodation.—The hospital in a teaching centre should be so .
-designed and organised as to meet both the needs of the patients and the
~requirements of students and also to be suitable for the research work of the
gtaff. Wherever post-war construction of teachipg centres or reconstruc-
tion of such centres may be needed opportunity should be taken to see that all
-three aspects of work carried on in a teaching centre are fully provided for.

It is very desirable that a teaching hospital should be provided with
proper residential accommodation for its full-time junior stafi, for its students
4n their last year of study and for interns.

Number of beds required vn a teaching centre.—The number of beds required
should be based in general on the number of students admitted in a year.
Tt may be stated that there should be 10 beds per student admitted, and that
half this number should be for general medical and surgical cases in equal
proportions, and the other half for the specialities, which should be provided

for within the area of the teaching centre. N
A rough plan would be to provide, in a 1,000 bed hospital, for—
Beds.
Medical .. .o .. . .. 250
Syrgical .. . .. . .. 250
Obstetric .. . . . o 100
Gynaecological .. . o . . 50
Ophthalmic .. .. . . . 50
E.N.T. . . .. . e 30
Dermatology .. .. .. .. .. 20
Radio-Therapeutios .. . . . 20

Tuberculosis .. .e .. .. .. 20
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Beds
Dental ¥ . . 10
Orthopaedic with fraetures . . . 50
Pediatric .. .o .o . .o 50
V.D. .. .. . .. . 25
Others .. .. .o .. .. 25
Research pool .. .. 50

It should be emphasised, however, that the number of teachers rather than
the amount of clinical material or beds available should determine the number
of students annually admitted.
There should be in each teaching hospital :—
1. Lecture rooms for clinical demonstrations.
2. Test-rooms.
3. Out-patient departments.

Lecture rooms—There should be two main lecture rooms for the whole
hospital, to seat at least 100 and equipped with black boards, facilities for
micro-projection and for wheeling in patients, with an ante-room Where they
could be accommodated until required for demonstration,

One small clinical demonstration room for each unit, to accommodate
. about 30 students, is desirable.

Test rooms.—There should be one test room (ward laboratory) provided
for each clinical unit. There should be at least one test room for the out-
patient (gencral) and one test room for the skin and venereal departments.

Clinical laboratory—There should be a large well equipped central labo-
ratory for the whole hospital, where the more complicated tests, Bacteriologi~
cal, Pathological and Biochemical, will be conducted.

Out-patient Department.—In many hospitals, perhaps the least welF
equipped and organised section is the out-patient department. Yet this.
department furnishes a wealth of clinical material for teaching purposes and,
forming as it does a link between domiciliary practice and institutional prac-
tice, should be of the greatest value for teaching. The first essential in alk
out-patients departments is to make the out-patients comfortable during the
long period of waiting. There should be adequate waiting, examination and:
undressing rooms, and arrangements made for some form of canteen seryice.

It is desirable to have separate small cubicles where the teacher may
systematically examine the patient and demonstrate to the students. The-
mixing up of old and new cases is not desirable. Careful records should be
kept, and an intelligent secretariat should be maintained for cataloguing and
indexing the cards, and for issuing them to the patients. Every speciak
department should have its own out-patient clinic.

The need for special laboratory facilities and for a diagnostic radiologicak
outfit need not be emphasised.

The medical and surgical put-patient departments should be conducted
by the medical or surgical units on their respective days for admission, and
the students posted to the unit should attend the out-patient department-
on such days. Depending on the number of out-patient cases, it may be
necessary, for more than one unit (Medical or Surgical) to attend.

There should be a well -organised casualty department in each hospita.l
situated in the out-patient department and every student should receive
instruction in accident work.

Adequate range and variety of cases and the linking up of hospitals for
teaching purposes.
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Regionalisation of hospitals for undergraduate and post-graduate teach-
ing will be of considerable use in as mugch as it will be possible to draw a greas
variety of cases from these hospitals for teaching purposes. The hospitals,
if properly staffed, could be used for posting junior students as medical
clerks or surgical cressers, for posting housemen and for refresher courses
for students who had failed aud were required to put.in an additional three
months work.

Kehabilitation centres.—Rehabilitation centres should be available at
a convenient distance for use by teaching hospitals so that convalescents
and chronic cases may be transferred to such centres and be under the care
" of a trained staff sent from the teaching hospital. Such centre, besides giving
reasonable rest, for the patient, would relieve the congestion in teaching hos-
pitals and would enable the students to follow up cases by a weekly visit with
a member of the senior staff.

Staff of the Medical School and Hospital.—The preclinical and clinical
laboratory staff should be full-time, the headsof the respective departinents
being full-time professors with a sufficiens.pumber of senior and junicr
asgistants and demonstrators. There should be 1 teagher for every 8or 10
students, the number of demonstrators being restricted to two-fifths of the
total staff. In 4ll practical classes there should be at least 1 teacher to super-
vise 15 students and the practical classes should be small, the total number
attending at atime being limited to 30 or a maximum of 40.

Clinical Staff.
. Types of teacker.—There are three types of teachers who may be em-
oyed ;:—
¥ 1. Heads of departments in charge of units.—Those may be in charge of
the three units of medicine, surgery and midwifery. These should be full-
time.

2. Part-time teachers.—Part-time clinical teachers are valuable as they
are in contact with the problems of general and consulting practice and can
provide a variety of experience and teaching. They must,; however, devote
an adequate part of their time toteaching, and should receive remuneration
for teaching duties and hospital services. Such salaries should carry with
them definite obligations in this respect.

3. Senior and junior teachers.—These should be available in sufficient
numbers. The senior teacher is best fitted for practical teaching, while the
junior teacher is best fitted for the inculcation of routine methods of examin-~
ing patients and for assisting the student with problems arising during his
studies.

In making appointments to the staff of a teaching hospital teaching
ability should carry due weight.

Full-time staff (clinical).—Full-time heads of the departments of Medicine,
Surgery and Obstetrics, together with full-time assistants, are needed to
organise teaching and research in the subjects.

The full-time professor should, however, have no control over the clinical
work of part-time teachers, nor exercise any authority overother members
of the staff who are not working under him directly, except in the matter of
coordinating teaching in the department concerned. With good-will on
both sides’and with a genuine interest in teaching an harmonious relatiop-
ship ought to exist and the full-time-head of the unit should be looked to
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¥or help and advice in regulating teaching’ in the best interests of the school.
For purposes of clinical lecture demonstrations, the clinical material of the
‘hospital should be made available to all teachers (clinical and pre-clinical).

A full-time professor should be appointed without the right of practice.
Such a person should be selected for his outstanding abilities and should have
had alarge experience of the practice of his profession, both domiciliary and
institutional. His ability to teach and to enter into cordial relations with
his colleagues should be taken into consideration. His salary should be such
as to secure the right type and to free him from all financial embarrassment.
A salary of Rs. 1,500—2,000 is not excessive.

The junior teaching staff, as well as one or two senior assistants, should
hold whole-time salaried posts and should have no right to practice.

Part-time appointments.—Part-time clinical teachers are of value as
they are in contact with problems of general and consulting practice and
are best fitted to train future general practitioners. By their number they
provide variety of experience and teaching. They must, however, devote
an adequate part of their time to teaching. AL hospital teachers in the clinical
period should receive salaries. In the part-time posts, outside consulting
work must not be allowed to impair the efficiency of hospital. work and teach-
ing, and some arrangements as to supervision and control should be made
by the authorities of the hospital concerned. Regular attendance and regular
hours of teaching should be observed by all members of the teaching staff ;
and other djstractions, whether of administration or professional work,
should not be permitted to prejudice this essential work.,

Status of teachers.—It is of fundamental importance that medical teach-
ersshould have complete freedom in the controlof the bedsin their charge
and in their methods of teaching and treatment. The teacher should have
full clinical charge of the beds allotted to him subject only to the general
administrative supervision of the Deaun, or Superintendent, of the hospital.

Salaries may vary in the different grades but should be such ag to attract
in each gride the'right type of person. Part-time clinical teachers may be
appointed for a period of b yearsin the first instance and may be con-
tinued for a further period of § years subject to a satisfactory review of work
at the end of each period.

The following scales are suggested :

Rs. p.m.

Full-time Head .. .. . . e .. 1500 to 2000
Full-time Senior Assistant .. . .. . 500 to 1000
Full-time Junior Assistant .. .. P .. 300 to 600
Part-time non-professional staff .. .. . .. 600

Part-time Junior staff .. .. .. .. . 260 to 350
Registrar .. .. .. . .. .. 300 to 450
Senior residents . .. . .. .. 200 to 300

For all full-time posts reasonable arrangement for study leave should be
made. Facilities for study leave should glso be available for part-time teach-
ers when reappointed to their posts.

Library.——The position of the library should receive special consideration
in a Medical College. It must be confessed that, in the past, library facilities
both for the staff and for the students have been rathef meagre. In medicine
new books and new editions are constantly being published and no member

-of the staff can be expected to possess a complete library of his own. Medical
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journals have also to be obtained in more than one languages A College
should therefore make generous provision annually for its Lbrary. At the
same time care should be taken to see that such facilities are made available
to all members of the staff, and that a few senior members should not have
a monopoly of the latest literature. Subject to the needs of the staff, the
medical practitioners of the locality should have access to these books in the
ibrary premises, but not for taking away.

The need for a section of the library being reserved for students degerves
emphasis. The heads of the departments should carefully select suitable
books and see that they are made available to students. More than qne
copy may be needed in some cases. A proportionate allotment of funds
should be spent on the students’ library. This may be fixed at one-fourth
of the total allotment. It is desirable that medical:journals should ‘also be
made available to students, and that some selected journals should be kept
in the. students’ reading room.

A well qualified librarian, preferably one who knows more than one

modern European language, should be appointed on an adequate salary.
. Selection of Medical Students—This has been the subject of careful study
in many countries. It is generally recognised now that, in the profession
of medicine, the doctor is dealing with people rather than with
abstract diseases. Although a scientific attitude is necessary in'a doctor
it is not absolutely essential, and character, culture and ability to deal
with men often prove to be more practical attributes. .

The selection of the best students is difficult and demands considerable
experience. It may, however, be stated that while emphasis should undoubted-
ly be laid to a certain extent op academic attainments, a great deal has
also to be placed on the previous college record, personality, physical fitness
and character as judged by the share taken by the candidate in school and
college activities such as sport, dramatic and debating societies and in pl.:lbhc
gervice. The general suitability of a candidate should be finally determined
in a personal interview by a selection committee.

Women students.—In view of the large numbers of women doctors needed,
every medical college should admit women students in reasonable numbers,
and for some years special facilities should bé made available in order to
attract them. It is significant that, with the exception of the Government
of Madras, which gives free medical education to women students, no other
provincial Government has so far given any special facilities to women.
Yet the need for women doctors is greater in Northern Indie than elsewhere.

A due proportion should be maintained of men and women doctors.
The wastage is greater in the case of women doctors, both during training
and subsequently. The ultimate proportion of men to women students
should be approximately three to one.

Summary of recommendations on the selection of students.—That in the
selection of students the academic record should be given its due v‘(m'ght
but physical fitness and any special athletic record, inter-collegiate or inter-
University, should be taken into account. When aptitude tests are avail-
able, they should be utilised in the selection of students, while a personal
interview will serve a useful purpose.’

That in’ judging academic records the University record should be taken
into account. It is not desirable to hold a separate academic test to judge

the standard.
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Recommendations as to women’s education and the selection of women
candidates—That in view of the large number of women doctors needed,
more medical colluges should be open for women.

That facilities should be made available, by way of free studentships
to encourage more poor and deserving women students to study medicine.

That the question of taking bonds from them to serve as Doctors for
a certain period should be ultimately dropped.

Research.—General questions of medical research and the manner in
which research should be organised, fostered, and encouraged are being dealb
with by a separate sub-committee, but the place of research in a medical
college needs consideration here.

The whole attitude of medical colleges towards research should be en-
livened. It should be realised that a medical college does not entirely
tulfil its functions if it contents itself only with training doctors and treating
patients. The advancement of knowledge should be the third objective
of every teaching unit.

In all teaching hospitals sufficient funds should be available for research, .
and the post-graduate education of the younger men should include ample
opportunities for training in methods of original investigation. A block
of beds should be set apart for a reszarch unit and should be made available
under suitable supervision, for teaching as well as for research.

There should be an advisory committee in the Hospital, on which shounld
be representatives of the clinical, pre-clinical and scientific departments,
which will advise aa to the best provision to be made, for young medical
graduates to be drilled in research methods.

Deans of colleges and hospitals—The administrative responsibilities of
colleges and teaching hospitals, the care of the students and the varied duties
imposed on heads of institutions make it necessary to consider whether Deans
of colleges and hospitals should not be appointed as whole-time officers with
little or no teaching or clinical résponsibilities. It is'impossible for a person
who is the head of a department to have the time or the energy to undertake

these responsibilities without the sacrifice of some part of his more import-
ant duties.

The Dean should be appointed for a period not exceeding five years
and should be selected from among the full-time professors. During this
period he should have no clinical or teaching duties.

Age of Teacking Staff.—While there may be exceptional cases where
members of the teaching staff can carry on their duties efficiently toan ad-
vanced age, it is desirable in general to°limit the age to 55. Facilitivs for
the continuance of research work should, however, be available to such
officers, should they desire them after retirement.

Grants to teaching centres-—The question of assisting teaching hospitals
by educational grants deserves careful consideration. Medical -collegss
are now managed by—

(1) Provincial Governments.

(2) Municipal Corporations.

(3) Private bodies acting as Trusts or €orporations.
(4) Mission Agencies,
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8o far there are no colleges mnasged by the Government of India direct,
nor have any grants been specially given to medical colleges managed by
any of the above bodies.

In the report of the Central Advisory Board of Education, the suggestion
has been put forward that there should be a University Grants Committee
erected, on the lines of the Grants Committee, to recommend treasury grants
to various educational institutions. If such & committee is constituted, the
medical college proper—i.e., the laboratories and departments of pre- clinical
and clinical sciences, will ghare with othor colleges of science in the allocation
of grants. The amenities for students should also be considered.

For creating improvements in medical education, however, it is important
that (1) teaching hospitals should receive grants with a view to ensure proper
standards in teaching, treatment and research. The teaching hospital will
have much greater commitments in salaries of teachers, and the number of
men employed will be much greater than in a non-teaching institution. The
hospital will require the services of full-time teachers who have made a mark
in their profession, while part-time teachers should also be paid for their-
teaching and hospital duties. (2) The supply of proper accommodation for
House-men, Junior and Resident staff and Deans, the equipment and special
instruments’ needed, the laboratories, lecture rooms and cubicles for clinic
both in the in-patient and out-patient departments, the better equipped
operation theatres needed—all these require special grants. In the past,
much of this-accommodation and equipment hag not been made available,
with the result that teaching has too often suffered.

A special ““ Teaching Hospitals’ Grants Committee ** should be set up
t0 recommend, obtain and award grants to these institutions, on the basis
that the hospital does not fall below the standard of efficiency that should be
aimed at by a properly equipped and conducted hospital. It may roughly
be stated that a teaching hospital requires 25 to 35 per cent extra money for
expenditure on items such as those mentioned above.

The grant may be based on two calculations—

(1) A basic allocation taking into consideration the number of
students and the range of services dvailable.
(2) A supplementary allocation related to specxa‘ needs and the special
features of individuul institutions.
The distribution of the grants by this committee should be without
prejudice to, or interference withy grants which may be given by the proposed
University Grants Committee.
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APPENDIX 29,

Scheme for the training of the basic doctor during his undergraduate course tn.
preventive medicine and public health.

The Sub-committee dealing with the curriculum for the training of the
* basic X doctor dealt with the subject of undergraduate training in public
health and preventive medicine at its meeting on Tuesday, 4th July, 1944.
Among the papers circulated, an Interim Report of the Social and Preven-
tive Medicine Committee of the Royal College of Physicians, London, (Octo-
ber 1943), a note by Dr. J. B. Grant, on ““ undergraduate training in preven~
tive medicine and public health ” and another note by him on ‘ Hospitak
social service , received spetial consideration.

The following recommendations were made by the Sub-committee :—

1. The scheme of training for the basic doctor should incorporate the idea
that the teaching of preventive and social medicine should permeate the whole-
sourse. The interim Report of the Royal College of Physicians (October 1943),
on this subject must be consulted for a picture as to how this can be
done by teaching in these matters running parallel with that of the three cli-
nical subjects for a three-year course.

2. The department of preventive medicine and public health th a madidal
eollege must be provided with the same standard of academic facilities as are:
accepted as essential for#the pre-clinical and clinical departments. This im-.
plies a full-time staff provided with facilities for the investigations of health.
problems in university controlled rural and urban community centres in which
the student can be given opportunities of participation in supervised health
work. The training in preventive medicine given to the student should be:
on the lines described under the heading * (B) Preventive Medicine for the
General Practitioner ”’ on pages 2 & 3 in Dr. Grant’s note * Undergraduate-
Training in Preventive Medicine and Public Health . The method of tea--
ching described is that which was developed in a modern college hospital and
is quoted below for the sake of easy reference.

“ Patients residing in the Area who visited the hospital were utilised for
follow-up from the preventive standpoint. Preventive teaching was based
upon the following generalisations : (a) The primary aim of medical educa-
tion is the preparation of general practitioners, (b) the goal of the medical pro-
fession should be medical seryice both preventive and curative, (¢} a preven-
tive habit is necessary to induce the general practitioner to adopt in his daily
practice of medicine an attitude and spirit of scientific prevention. (7) habit
can only be cultivated through the repetition of the same function under cer-
tain conditions. A preventive habit in clinical medicine can only be cultiva--
ted in the practice of clinical medicine and not elsswhere.

The procedure adopted was as follows : (a) individuals for preventive
study were obtained through the hbspital and outdoor,(b) investigation of the
social-environmental factors of the cases and the microbiological aetiology of
the disease was undertaken by officers of the Health Station of the Area.

(¢) 'The first visit was to investigate home environmental factors, per-
sonal habits, family attitude and other social, health or related factors which
might have a bearing on the illness;

(1) The second visit was to check the extent to which the patient and,
family co-operated in following treatment and advice ;

(#41) Subsequent visits were to collect any missing data and for follow-u;.
of the case }
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(tv) Finally, at dismissal of a case, a summary was made of the findings.
including statements commenting on the value of the permeation procedure
in the case. ‘

Due both to the crowded clerkship period as well as that certain diseases.
more readily lend themselves to demonstration of prevention, preventive rou~
tines were practised only in the following eleven categories ¢(—

1. Smallpox

2. Diptheria

3. Scarlet Fever

4. Typhoid Fever

5. Syphilis

6.~ Gonorrhoea

7. Tuberculosis

8. Ante-natal cases
9. Postpartum cuases
10. All children below age of five
1]. Infantile diarrhoea.

A'special officer from the -Department of Public Health of the College-
was detailed specifically to the hospital to supervise the cases and the stu-
dents’ routines. Briefly the latter were as follows : All patients coming to-
the hospital frbm the area were designated by rccord forms of a special colour
in order that students and hodpital,staff would be aware of the patients’ re-
sidence. The Registrar notified the names of all such cases immediately to
the Department’s medical officer at the Health Station. Each case was taken:
up by a health visitor-@ntil the case was closed aud where indicated by &
medical officer. The reports of the results of the preventive measures uy;
dertaken were sent from the Health Station for inclusion in ‘the patient’s-
hospital record, In the meantime, if the patient was a hospitalized case,
the medical clerk after completing his clinical routines, and if the case came
under one of the 11 categories, would go to the patient’s home to determine
the social-environment or specific microbiological factors causing the disease:
and diagnose the preventive measures that might be indicated in each instanc..
This the student would add to his record of the case. Then on ward-rounds,
the student would present 2 diagnoses : first, as to the clinical condition :, and
sscond, as to the aetiological factors together with, in each instance, the the-
rapeutic recommendations indicated. Diagnoses and therapy would then be.
commented upon consecutively by the clinician and the public health officer.
In case of death and autopsy, the case would be presented at the routine cli-
nical-pathological-conference where diagnosis, etiology and prevention would
be discussed jointly by-the pathologist, clinician and the public health officer.
Preventive results over a period reported were : Failed 8%,. Indifferent 25°/,
Benofitted 67%. The most essential factor in “ failure * or * indifferent ,
wag socisl economic in & community whose economic level was approximately
that of urban India, the chicf reason being that the College was not willing-
$6 provide the per capita funds for prevention which it provided for treatment.
Thus while, on teaching grounds the hospital gave free treatment to 559, of
patients and costing several lakhs per annum in order to demonstrate elinical
diagnosis and therapy, the few required dollars per case were unobtainable
to prevent recurrence qf the etiological causes bringing the case to the hospital
in the first instance.”

3. Public health administration has three objects in view, namely, the
maintenance of health, prevention of sickness and early diagnosis and cure
of disease. It seeks to achieve these objects through organized community

Yo
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effort in order, to ensure their more effective fulfilment than if left to the res-
ponsibility of the individual. In the training of the medical student the res-
ponsibility for eaoh of these différent aspects of public health is shared by
various, teaching departments. For instance, the teaching of, the student in
the med1ca1 kno’wledge necestary for the maintenance of health is the res-
ponsibility chiefly of the Department of Physiology. That of prevention of
disease is shared between Microbiology and Pathology ; and the teaching of
the application of the methods of early diagnosis and preventivé treatment of
disease is a responsibility shared between the teachers of Clinical Medicine,
Surgery and Obstetrics. The task of the Public Health and Preyentive Me-
diciné Department bf $he college is that of demonstrating to the student the
ntilisation of the instruction given in these several departments in the lifs of
the community, through organised, effort, inporder to achieve -the
three objectives outlined above. Such training can be given adequately
only if the students ate afforded opportumtles to teach themselves through
participation in the preventive health work carried ot ina field centre under
the direction of teachers, who are the health administrators. Separate urban
and rural centers will be reqmred for each medical college becatise the envifon-
mental and other health factors associated with the two types of areas vary
widely.

4. An essential feature of such field {raining centres should be the pro-
vigion for the required administrative control to the authorities of the medical
college concerned. A method by which such control, on a basis of cooperation
between local health authorities and the management of the college can be
sgeured, may be illustrated by describing the Smgur Health Centré which has
bden recently-organised under the joint auspices of the Government of India
and the Government of Bengal 4nd which provides a field training centre to
the All-India Institute of Hygiene and Public Health, Calcutta. The Gov-
ernment of Bengal and the Local authorities of the area included within the
scheme together shoulder the financial burden for the health organisation that
has been set.up for the routine health administration of the centre. At the
'same time the Government of India is cooperating in the scheme by making
available to the centre the technical advice and guidance which the Director,
Professors and their Assistants of the Institute can offer. There is‘a Techni-
sal Adviser consisting of the Director of the Institute, the Director of Public
Health, the Surgeon-General with the Government of Bengal and certain other
officials. The day to day administration is in the hands of a Committee con-
sisting of the Professors of Institute. The recruitment of personnel is to be
one by the Technical Advisory Committee in order to ensure that the re-
quisite standard of professional skill and training is secured.

In order to give the staff of the Institute the requisite legal standing for
active participation in the health administration of the area, the necessary
legal powers and the status of health officers have been conferred on them by,
the Government of Bengal. -

5. From the point of view of the Provincial Government the main ad-
vantage that the centre offers is that it provides facilities for the development
and demonstration of efficient methods of administrati®n and for the trainin
of health personnel in these methods. Successive batches of different types
of health personnel will have to be trained if an adequate expansion of healt
services in the province is to be attempted within a reasonable length of time.
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6. From the point of the Inktitute the advantages are that the: centre
ovides facilities corresponding to a teaching hospital for. the field training of
the students as well as opportunities for the different sections of the Institute
to investigate community health problems and experiments in methods of

administration.

7. Another fundamental requirementfor organising the teaching of social
medicine on sound.lines-is the provision of an adequate social ‘service at-
tached to the teaching hospital. Such a service does not'exist at presont any-
where in India. The development of facilities for the training of hospital
social workers is therefore urgently required.

8. As regards lectures, 25 hours should be devoted: to an introductory
course in social medicine, this training being given as early as possible in
order to orient the outlook of the student. Perhaps the period which has been
designated as a bridge between the pre-clinical and the clinical studies may
prove suitable for the purpose. Fifty hours of lectures on ‘public health are
recommenided for the third year and another week, comprising in all about
25 hours, between the 4th and 5th year, should be devoted to giving the stu-
dents theoretioal instruction regarding community health administration.
Thus the theoretical training will total 100 hours.

9. As regards practlca] training, 1t is essential that the student should
got one month’s clerkship.in the 4th.year in the urban and rural centires to-
gether. -After the qualifying examination of the total period of one year of
internship, at least three months should be devoted to training in public health
administration in thé two types of centres. In view of the importance of
the rural health problem in the country it is desirable that, of this period of
internship, at least two months should be spent in the rural training centre.
On the other hand, of the proposed clerkship of one month in the fourth year,
the period may be equally distributed between the urban and the rural cen-

tres,

H1342HSDC
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APPENDIX 30.
Estimates of staff for a medical college put forward by the Goodenough

Commgtiee.
General Notes.—(1) The nature of the appointments is indicated as follows:
w.T, (M) .. Whole-time appointment 6n staff of the medical school,
W.T. (C) .. Whole time service within the teaching centre, although only a part”
time member of the staff of the medical school.
P.T. (C) .. Part-time teacher of medical school and part-time meinber of qui'

cal staff of the teaching centre.

(2) The estimates are considered reasonable for a schools that-admite
approximately 100 students 4 year to buth the pre-clinical and clinical parts
of the course.

(3! As stated in the report a common pattern of staffing for all medical
schools would be uhdesirable. There are bound to be considerable local varia-
tions. The estimales set out below are quoied mierely to illustrate the scale of
stafing which the Commatiee conisiders will have to be aimed at in fulure. Pro-
vision in the various departments not included amony these examples shoyld be
of an order that will secure a proper balusce. i

(4) Tt has been assumed that there will be a centralizition of various er:
vices and accommodation, such as animal houses, mechanical and carpentry
workshops, photographic and art departménts. The technical staff given
in the examples below is exclussve of technical staff on such centralized services,

(5) The provision for sccretary-typists is intended for both medical schook
and hospital work of the departments.

DIVISION OF PRE-CLINICAL STUDIES.

DEPARTMENT OF ANATOMY.

Assumption—The department will be responsible for teaching histology
and the morphological aspects of biology, as proposed in chapter 7 of the Re-
port. -

1 Progessor .. .. W.I.(M) .. Head of the department.
2 Readers or senior lee- W.T.(M) .. Normally the two readers will be specialist
turers. in those branches of anatomy in which the
professor is not & specialisy ,ihps;lf the
professor is an embryologisty one of the
readers might be a specialist in neurology
and the other in the biological aspeots of
anatomy and possibly also in histology.
2 Leoturers .. o W.T. (M),
Asgsistant .. .o W.T. (M).

(Tt has been assumed that the above will devote approximately half
time to teaching and halftime to research).

8~8 Demonstrators ... W.T.(C) The number of d®monstrators required will
- Some may vary according to the amount of time which

be W.T. (M). each person devotes tothe 'department.

The estimate of 6—8 is based on the as-

sumption that, on average, each demong-

trator will spend 4—5 half-days a week in

the department of anatomy, spending the

rest of his time in the olinical departments.
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1 Teacher of radiological Probably Preferably this teacher should be on the

anatomy. W.T.(C) but diagnostic side of the radiology de-

part-time partment of the parent teaching hospital.
(t.e. 2—3
half-days a
week) in
anatomy
department.

Technical assistants [all W.T. (M)} ;

2 Grade A technical assistants .. One, say, for dissecting room, etc., and the

other for histology and embryology.
2 Grade B technical assistants .. One, say, for biological work and {he other

for photo-miorography.
8 Grade Q technical-assistants.
2 Laboratory apprentices.
Cleaners.
[Seg General Note (4) above].
Secretarial assistance.
1 Socretary-typist .. V\L.T. (M).

PrysioLoay (INCLUDING BIOCHEMISTRY, PHARMACOLOGY AND Psycro-
LOGY).

Assumptions.—*(}) The department will normally be organised in 3 sub-
depurtments, viz:— [¢) human physiology; zzg) biochemistry (including bio-
physics) ; (¢i7) experimerital physiology and pharmacology. (In some schools,
experimental physiology and pharmacology may form separate sub-depart-
ments, while 1n other schools a shb-department ofe pharmacology might be
associated with one of the clinical departments).

(2) At the head of each sub-department will normally be a professor,

reader, or senior lecturer. .

(3) One of the professorial heads of the sub-departments will act also as
the head of the whole department.

3—4 Heads of sub-depart- W.T. (M) .. Each a professor orreader or senior lecturer.
ments.

4 Leoturers .. .. WTI.(M) .. To actas deputies to heads of .sub.depart-

ments.

8—10 Assistant lecturers, A few W.T. Distributed among sub-departments as re-
assistants ind demon- (M), the quired. Asin the department of anatomy
strators. rest .W.T. most of these teachers may be part-time

(C). in the department of physiology and part-
time in the clinical departments.

Technicdl as¥istants [all W.T. (M)].

1 Grade A teohnical assistant .. - . .
8—4 Grade B technical assistants .. ?Dmtngu?dr:m?:‘% the various sub.depars:
4—5 Technical assistants in training .. ments as required. ..

Cleanets.

. {See General Note (4) above].
Secretarial assistance.
Minimum of 3 Secretary-typists [W.T. (M)].

DIVISION OF PATHOLOGY.
. Assumptions—(1) &he division of puthology will normally be divided
into 4 departments, viz. :— (i) morbid anatomy ; (i) bacteriology (¢i) che-
mical pathology ; (i) clinical pathology. .
(2) At the head of each department will be a professor, reader or senior
lecturer, 10A

o
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(3) The director of the division of pathology will be the departmentat
head most suited to administrative work.

(4) The various departments will be responsible for the pathological work
of the parent teaching hospital and perhaps also of certain associated tea-
ching hospitals.

& Departmental heads .. W.T.(M) .. Professors, readers or sonior lecturers.

4 Lecturers .. .. WIT. (M) One for each department. They will be per-
sons of 4 or more years’ experience in their
subjeot.

4 Resident assistants *.. W.T.(M) .. One for each department. They will be per-
sons who propose to make a career in pa
thology.

1 One whole-time and one part-time for each
-4 Demonatrators W.T. (M) department. Some may be obtain.
-4 Domonstrators .. W.T.(C) . ing experience in pathological procedures
before embarking ‘on a carreer in olinioal

medicine or surggry.

In some. places additional assistants may be required in one or more of
the departments. Additional staff, such as post-graduate trainees in patho-
logy (i.e. men who intend to become pathologists but are not yet fitted to be in-
charge of either routine work or teaching) and special research workers, may
be distributed among the departments of the division a8 may be convenient.
Pathologists working with special departments have not been included.

-

Technical assistants. [W.T. (M).].

Morbid Bacteriology.  Chemical Clinical
Anatomy. Pathology. Pathology.
Grade A technical as- 1 1 1 1
sistant.
Grade B technical as- 4 (1 for post- 1 for media 1 & (3 for hospita
gistant. mortems. 1 for teaching. work, 1
1 for muse- 1 for rosearch for teaoch.
. um, ing ; 1 for
1 for teaching, research).
1 for research.) .
Grade C technical 2 2 2 2
asisstant. .
Boy ik training .. 1 1 1 1
Cleaners .. . . 1 1 1 .

[See General Noto (4) above].

Secrelarial assistance, [W.T.(M)].

Becrotary-typist .. 2(1 for post- 1 1 1
mortems and
museum),

DIVISION 'OF MEDICINE.
DrpARTMENT OF GENERAL MEDICINE (INCLUDING NEUROLOGY),

Assumptions—(1) For the purposes of teaching agd research the de- °
partment will have a whole-time professor of medicine as its academic hsad,
and for teaching and research purposes will be organized on the lines des-
cribed in chapter 9, paragraph 20.

(2) The department will have 250 beds.
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(3) The professor of Medicine will be the academic head of the division of
medicine.

1 Professor of medicine ~ W.T. (M) .. Academic director of department and phy-
sician in teaching centre.
2 Readers or senior lec- W.T. (M) .. One will be deputy academic director. Each
turer. will be a physician in teaching centre.
8 Physicians and assist-  Most P.T. (C) : It has been assumed that these clinicel tea-
ant physicians. but some of  chers will normally devote half-time or
the junior more to the work of the teaching centre
assistant (Including teaching and research).
physicians
may be
W.T. (O).
10 Assistants . . .. W.T.(C) .. Includes grades now some-times called Regis.
trar. Four of the assistants should be re.
sident.

10 Pre-registration house- W.T. (C).
physicians:

In some medical schools there may be in addition to the professor of me-
dicine other whole or part-time professors in this department, eg., a profes-
sor in neurology.

Technical assistangs, !

5 Technical assistants of W.T..{M) .. 1o serye all departments of the division of
various grades. medicine.
Secretarial assistance. )
6 Secretary-typists .. W.T.(M) .. To serve all departments of the division of
medicine.

[With regard to other departments in the division of medicine see General Note (3)

above.]
DIVISION OF SURGERY.
DrearRTMENT OF GENERAL SURGERY.

Assumptions—(1) For purposes of teaching and ‘research the depart-
ment will be organized on the same lines as the department of general medicine
and will have 250 beds.

(2) Surgical specialities are included except ear, nose and throat and
opthalmic departments, .

1 Professor of surgery .. W.T.(M) .. Academic.director of the department and &
. surgeon in the teaching centre.

3 Readers or senior lec-  W.T. (M) .. Deputy academic directols of department
turers, (one may be a reader in experimental sur-
gory). .
8 Surgeons .. .. PT.(C) .. Devoting half-time to thework of the tea-
) ching centre (including teaching and re-
search).
10 Assistants ., .. Some W.T.(C), Some will be resident.
others P.T.

. (0.
8-—10 Pre-registration W.T. (C).
house-surgeons,
In some schools there may be, in addition to the professor of surgery, other whole

time or part-time professors in this department.

Pechnical assistants. [W.T. (M)].

& Technical assistants of .. To serve all departments of the division.
various grades. ’ .

Secretarial assistance. .

6 Secretary-typists .. WT.(M) .. Toserve all departments of the division.

b [V\J]ith regard to other departments of the division of surgery see General Note (3)

above. .
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DIVISION OF OBSTETRICS & GYNAECOLOGY.

Assumgptions.—(1) For the purposes of teaching and research the divi-
sion will have-a whole-time professor of obstetrics and gynaecology as ifs aca-
demic head.

(2) The division will have 100 obstetrical and 50 gynaecological beds.

{3) The sthff will be responsible for some domiciliary midwifery” work
and for the tegching of both obstetrics and gynaecology.

_ 1’Professor T .. W.IL.(M) . Academicdirector.
1 Reader or senior lectur- W.T, (M) .. Deputy academic director.

er.

2 Obstetricians and gy- P.T.(C) .. Will be senior clinical teachers.
naecologists.

6 Assistants .. .. W..(C) .. This number is desirable if the divisionisto

train future specialists.
7 House-surgeons .. W.T. (C).
[One of the senior staff and one of the assistant physicians on the staff of the depart-

ment of child health will be associated with the division of obstetrics and gynaecologyin
respect of the care and management of new-born infants.)

Technical assistants. [all W.T. (M)].

3 Toohnical assistants of various grades,
Secrelarial assisiance.

8 Seoretary-typiste .. W.T.(M):



153

APPENDIX 31.
Draft cour ses for the Bachelor of Dental Surgery Degree.f

The degree of Bachelor of Dental Surgery shall be awarded to a candi-
date who having passed the Intermediate examination in Science of an ap-
proved University with Physics, Chemistry and Natural Science as the sub-
jects of study has putin attendance at approved courses of study for a period of
not less than four years. There shall be four examinations, 1st, 2nd, 3rd and
Final professional examinations for the B. D. 8. The examination shall be
written, Oral and Practical. The, subjects covered- in the different years of
gtudy shall be as follows

Four years’ B. D. S. Course,
(Open to students who have passed the F.So. Examination medioal
Group, of equivalént examination).
First YEAR.
{6) Lectures :—
* 1. Human Anatomy.
2 Human Physiology with Histology.
(%) Practical :—
1. Dissections and Anatomical Demonstrations in Anatomy.
2. Practicgl Physiology with Histology.
= Rirst Professional B. D. S. Examination in Anatomy and Physiology -
with Histology.
Secoxp YEAR.
{0) YLeotures -— b

1. General and Dental Materia Medica.

2. (General Pathology and Bacteriology.

3. Medicive.

£. Surgery.

5. Human and Compamtxve Dental Anatomy, Physiology and Dental
Histology.

6. Junior Dental Prosthp'mcq
{b} Practical :—

1. Elementary Pharmacy and Demonstrations in Genera] Materia Me-
diea.

2. Practical Pathology and Bacteriology.

3. General Hospital Practice "with instructions in Clinical Medicine and
Burgery in the Hospital.

4. Practical Dental Histology.

b. Dental Prosthetics Laboratory Instructions.

Second Professional B, D. S, Examination in General Pathology and Bao-
teriology, Human and Comparative Dentul Anatomy, Physiology and Dental
Histology and General and Dental Materia Medica.

THIRD YEAR.
‘{a) Lectures —
. Medicine.
."SurgeTy.
. Dental Surgery and- Pathology with Dental Bacteriology.
. Senior Dental Prosthetics. Crown and Bridge Prosthesis.
. Dental Metallurgy.
. Operative Dentistry.

A St bo vo



“(b) Practical :—

1. General Hospitdl Practice with instructions in Clinical Medicine and
Burgery in the Hospital.

2. Practical Dental Pathology and Bacteriology.

3. Dental Prosthetic Laboratory Instructions.

4, Junior Tutorial Practical Class in Operative Technique.

5. Dental Hospital Practice.

Third Profesgional B.D.S. Examination in Medicine, Su/rgety, Dental
Surgery and Pathology with Dental Bacteriology.
. Fourth Ycar.

{a@) Lectures:—

1. Oral Surgery and Anaesthetics.

2. Orthodontia.

3. Dental Radiology.
{b) Practicals’—

1. Clinical Demonstrations in Orthodontia, Dental Radiology and
+ Dental Surgical cases.

2. Dental Prosthetic Laboratory Institutions,
8. Senior tutorial Practical Class in Operative Technique.
4. Dental Hospital Practice.
Final Professional B.D.S. Examination :—
Part A:x- -
1. Dental Prosthetics including Crown and Bridge Prosthesis.
2. Dental Metallurgy.
Part B:—
1. Operative Densitry and Dental Radiology.
2. Oral Burgery and Orthodontia.
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APPENDIX 32.

Syllabus for the * Diploma’ course in Pharmacy.

Admission requirements, elc.—Matriculates or candidatés with _equi'vs-
lent qualification will be. eligible for admission to this course. Students
with additional training in mathematics and science subjects will be given
special preference at the time of admission. The candidates must be not
less than 45 years of age at the,date of admission. The Matriculation cer-
tificate or a certificate from the head of the institution in which the candi-
date last studied will alone be accepted as evidence of age.

Persons who have passed the Compoundership Examination under the
State Medical faculty of Bengal may join the Diploma in Pharmacy Courss,
if desired. Such students will be required to undergo training for one year
only. The cgurse of studies and special exercises which they will have to
take will be decided by the Pharmaceutical Council that will be created,
subject to the final sanction of the local Government.

Terms, lectures, etc.—The course of study will be for two years. A year
shall be split into two terms of four and half months each, inclusive of holi-
days, for theoretical lectures and practical work in the institution. The
last three mdpths of the year shall be set apart for practical work either
in recognised drug stores, hospitals, or manufacturing firms (apprentice-
‘ship period). If this cannot be arranged, this period may be spent in the
college laboratory doing special practical exercises under the guidance of
teachers. The.first term may be fixed from Ist July to 14th November
and the second term from 15th November to J1st March. The apprentice-
ship period will therefore fall from the 1st April to 80th June of each year.

Every lccture shall cover a period of not less than 45 minutes inclusive
of time allowed by the college rules for the assembling of the students. A
period of practical work or class exercise or class examination of not less
than 45 minutes shall be eonsidered to be equivalent to a lecture.

No student shall be considered to have prosecuted a regular course of
study in any subject for an examination unless he has attended at leass
75 per cent. of the lectures delivered in that subject.

The candidates must maintain laboratory note-books for all practicat
classes which shall be examined and marked by the examiners. The note
books must be signed at frequent intervals by the Professor under whom
the candidates work. o

Class ezamination, ewe.—The candidates shall be required to pass an
examination in each term which will generally be held in the last week of each
term and shall consist of written, oral and practical examinations in whiel
due consideration shall be given to the credits obtained by the examinees
during their whole sessional work. A student failing to pass in two subjects
in a term will not be promoted to the next higher class. For those who
fail in one subject only, a provisional promotion to the next higher class may
be permitted, provided he submits to a fresh examination in this subject
. during the period of the second term. Fresh attendance at theoretical lec-

ures and practical demonstrations need not be insisted upon unless sthe
candidates have also faild in tht practical part of the test examinatidbn
or have proved themselves particularly backward in sessional work. A
candidate who has secured the minimum pass marks in sessional work in
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any subject at any examination, if re- a.ppea.ring at the same examination

in any subsequent term, may have his previgns pass marks in the sessional
,work in that. subject re-credited to him.

1

Final examgnation.-—The final examination shall be conducted under
the ayspices of a Board authorised to grant the diploma. The examination
shall be held twice a year and shall consist of written, oral and practical
examination. Sessional work will also be taken into considerdtion. Dip-
loma will be granted after passing the final examinationand on satisfactory
completion of at least two apprenstxceshlp terms in. a ‘recognised institu-
tion to-be decided upon by the * Pharmaceutical Council ”.

A candidate who fails to pass the final examination ‘may be admitted
to one or more subsequent examination provided that he has attended a
tresh course of instruction to the satisfaction of the Principal of the college.

After four failures, a candidate shall not be admitted to any further exami-
nation.

Qurriculum for the szloma in Pharmacy Course, showing the distribu-

tion. of sub)ecfs to be taught in each term, and, the number of lectures and
practical classes.

-

Theorotical Parctical
olassos. per classes per
wook (hours). week (hours).

Firet year—First term :

. Biology— (i) Botany .. .
(¢¢) Zoology .. .

. Physics . .. .

. Inorganic Chemlstry

. Anatomy and Physiology

. Pharmaceutical Arithmetic
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Total .. .. ves 13 1

=3

First Year—Second term :
. Physics
. Tnorganic Chcmmtry .
. Theory and Practice of Pharmacy .
. Pharmaceutical Latin
. Hygiene, First Aid and Dressihg :
(i) Hygienc & Sanitation .. = .. o 2 .
(31) First Aid . e . e 2 2 -
(éi%) Dressing. 1

- DD B
LI O )

= S N

Total .. .. e 14 12

Becond Year—Tirst Térm :
1. Organic Chemistry ..
2. Pharmacognosy ..
, 3. Theory and Practice of Pharm&cy .
"4, Despensing Pharmacy .. .
5. Forensic Pharmacy . . . .
.6. Pharmaceutical Economics . .
g, Quantitative Analysis . o .o

L eSSt kD U
HEF Y

Total .. ve e 22

-
o




Theoretical Protical
classes per classes per
week (hours).  week (hours).
Becond year—Second Term.,
1. Pharmaceutical Chemistry .. 4 8
2. Theory and Practice of th-ma.cy 4 8
3. Dispenaing Pharmacy 2 4
4. Pharmacognosy 3 4
5. Materia Medica, Pharmacology and Toxlcology 4
Total .. 17 22

¥
-

T he two-year curriculum for the Diploma in Pharmacy Course Showmg the
number of Lectures and Practical classes required.

Lecture Lab. Total

hours. = hours. hours.
Biology (i) Botany . . - .. 25 30 56
(it) Zoology .. .- .. .. 25 30 65
Anatomy and Physxology .. .. . 60 30 90
Physics .. .. (ilig 60 120
Inorganic Chemlstry . 40 60 100
‘Qualitative and Quantltatlve Analysls, mcludmg cll - . 20 120
- 1 9

nical examination of urine .. .. ..
Organic Chemistry . 60 60 120
Theory and Practice of Pharmncy (mcludmg Pharma-

ceutical Techniquo and Operations, Examination

of Pharoopoeinl substances, ete. ) .. .. 150 - 180 300
Disponsing Pharmacy .. .. .. 60 120 180
Pharmacognosy .. .. .. 50 90 140
Pharmaceutical Chemlstry .. .o 80 60 140
Pharmaceutical Latin .. .. .. 20 .. 20
Pharmaceuticgal Arithmoetic .- .. . 20 20
Pharmaceutical Economics .. .. .. 20 - 20
Forensio Pharmacy 30 .. 30
Hygiene, First- Ald and Dressing—

(i) Hygiene & Sanitation .. .. .. 30 .. 30

{#4) First-Aid .. .. .. .. 30 30 60

{33%) -Drossing . 15 30 45

Materia Medica, th\rmacology and 'I.‘oxxcology . 60 .. 60

Total .. 835 8§70 1,705

-

Note :~The ““ Syllabus ™ is intended to ingicate the subject matter that may be
profitably taught, the minimum amount of time that should be spent in presenting such
material to the students and the examinations that shoyld be conducted to test the pro-
fessional and apphed knowledge of the candidates. It is not designed to interfere with
any flexibility in courso of study or freedom in*methods of instruction-as may be thought
it by the teaching staff.
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APPENDIX 33.
Syllabus and entrance requirements for the proposed Diploma tn Publio
Health Engineering.
The course will consist of academic instruction and demonstrations for
8 months or 1,150 working hours, followed by an examination, and 6 months
of assigned practical training at selected centres. In the caso of candidates
not already™in services, the practical training will be extended to 1 year,
The candidate will be awarded a degree or‘diploma such as M. Sc. (Publie
Health Engineering) after satisfactory completion of practical training.
Admissions should be restricted to Engineers between the ages of 25
and 40, already engaged in the Provinces and States of India, industrial oz
ganisations, municipalities and corporations, on works related to publio
health,—such as water supplies, sewage works, refuse disposal, housing,
malaria, control, etc. Applicants'should be carefully selected, should possess
a degres in engincering as proof of a theorctical background and should be
recommended by their employers for the special course. They should be
given leave and other facilities. They should be guaranteed security of their

position, -
SYLLABUS.

The course will include the study of eight compulsory subjects and one
of three optional subjects.

COMPULSORY SUBJEOTS. .

1. Sanitary bacieriology.—Bacterial environmen$, metabolism, carbon
. and nitrogen cycles. The role of bacteria in disecase. Collection of samples

of water for bacteriological examination. Bacteriology of- water, sewage,
goll, air, milk, eote.”Sterilisation. :

Approximately 14 lectures and 30 hours practical.

2. Sanitary biology—Algac, fresh water biology, typical organisms of
sewage, sludges, activated slugde, trickling filters, etc. River pollution
and beach pollution and thefr effects. Life of animals and insects concernfsd
in the transmission of important diseases. Disinfection, furnigation, dis-
infestation. Elementary physiology and nutrition.

Approximately 48 lectures and 30 hours practical.

3. Epidemiology and Public Heglth Administration.—Origin and spre_ad
of the more common diseases such as malaria, smallpox, cholera, .typhmd,
plague, typhus, influenza, tuberculosis, ete. Relation between environment
and health. Persona] hygiene and prophylaxis. Organisation and adminis-
tration of public hoalth in India and elsewhere. Port health and quaran-
tine. )

Approximately 45 lectures and 30 hours practical. .

4. Statistics—General and vital statistics. Application of statistics
to engineering problems of raigfall, run off, floods, population growth; sewage
and water treatment.

Approximately 25 lectures. and 40 hours practical.

5. Water supply and sewerage.

(a) Water Supply—Design of projects of various types. Methods of
preliminary investigation of new projects.  Estimates of requircments of
water, and the development and.conservation of various types of sources
of water supply. Rainfall, runoff, and yield of catchments. Statistical
analysis of dataof estimation of minimum yigJd, maximum floods, ete.
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Ground water. Relation between geology and water supplies. Yield and
development of wells and tube wells. Design and construction of river in-
takes, storage works, clear water and servige reservoirs, balancing tanks,
stand pipes, pumping stations, etec. Design of pumping plant, air lift systems,
stc. Distribution systems, pressures and capacity. Specification and-con-
struction of water works ; pipe lines and anciliaries, Pumping. Hot
water supply. HEconomics and mainterance of water works.

(b) Drainage and sewerage~—Design and investigation of sewerage and
drainage projects. KEstimation of sewage, infiltration of ground water and
storm water from data on’ population, soil, intensity and duration of storms,
etc. Hydraulics and design of separato and combined sewers and drains,
eyl)hons, separators, manholes, silt pits, ete. Ventilation, cleansing and main-
tenance of drains and sewers. Design of sewage pumping stations and equip-
ment.

Approximately 100 lectures and 200 hours practical.

6. Theory of water purification and sewage treatment.—Wholesome water,
Standards for public and industrial use. Quality of water and sewage.
Chemical and bacteriological analysis and their significance. Biochemical
oxygen demand and its determination. Principles of sedimentation, coagula-
tion, control of-algae, filtration, aeration, taste and odour control, disinfec-
tion ef water and sewage effluents.. Water softening. Corrosion control
and incrustation control. Removal of iron, manganese, etc. Secdimentation
of sewage. Anaerobic digestion of sludge. Sludge gas collection and utilisa-
tion. Activated sludge process. Trickling filters. Stability tests for sew-
age cffluents and dctermination of their strength. River pollution problems.
Analydis and specifications of chemicals used in water purification and sew-
age treatment. Manurial valuo of sewage. Dilution and irrigation. KEle-
mentary analysis of gases.

Approximately 40 lectures and 60 hours practical. .

7. Design of water purification and sewage treatment plants.—~(a} Design
.and construction of structures for screening, aeration, chemical treatment,
(coagulation), rapid and slow sand filtration, disinfection, softening, deferrisa-
tion etc. Water laboratories. .

(b) Design and construction of structures for sercening, grit removal,
sedimentation and skimming of geptic, Imhoff, sludge digestion and humus
tanks ; trickling filters, contact beds, activated sludge plants, sludge drying
beds, vacuum filters etc. Disposal of effluents on land and in waters. Hsti-
mating river pollution and safe loads for self purification. Sewage labora-
tories. ‘ .

Approximately,100 lectures and 130 hours practical.

8. General sanitation.—(a) Street cleansing, refuse collection and dis-
posal by various methods, including incineration and composting.

(b) Ventilation, air conditiofing, heating, cooling, noise and dust control,
smoke abatement. Methods of air and gas analysis, dust counting ete.

{¢) Principles of village and town planning, zoning, healthful housing,
and slum clearance. ,

(d) Type plans, construction and sanitation of hospitals, schools, slaugh-
ter houses, dairies, food and drink establishments, markets, eating establish-
ment, swimming pools, disinfector stations, etc. Rat proof and dy proof and
mosquito proof gonstruction. ‘Sanitary survey and reporting.

(d) Rural sanitation problems. Latrines and trenching grounds.
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Approximately 40 lectures and 70 hours practical.

Optional Courses (of which one is to be selected).

- 1. Malaria engineering.—Life history and habits of voctors. Madlaria.
surveys. Recurrent, naturalistic. and permancnt methods of controlling
larvae and adult mosquitoes. Design of antimalarial drains in various eir-
cumstances. Canalisation. Flushing. River training. Clearing. Sub-soil
drainage. TFilling. Adult spray kllhng methods. Construction of sprays.
Preparation of larvicides and insecticides. Screcning of houses. Relation
between engineering construetion, irrigation and malarla Malaria control
for engineering projects, etc:

Approximately 25 lectures and 75 hours practical.

2. Industrial Hygiene.—Elementary physiological hygiene. More de-
tailed class and laboratory instruction on ventilation, air conditioning, dust,
smoke and fume control, occupatlonal risks, abnormal atmospheres, safejy
measures, comfort, ete.

Approximately 25 lectures and 75 hours practical.

3. Disposal of industrial wastes.—Nabure and treatment of wastes pro-
duced at various stages in the leading industrics in India, such” as textiles,
paper, brewing, tanning, dyeing, metals, etc., etc.

Approximately 40 lectures and 60 homrs practical.

Practical training for the degree of Master of Science in Sanitary Engineering

The academic instruction for 8 months proposed foI this course will be
supplemented by practical training asin the case of other branches of engineer-
iflg in order to give the student a.real insight into some of the actual prob-
lems awaiting him, and the prevailing engineering practices, whether they
are modern or out-of-date.

The practical training will consist generally of the following :—

(1) Engineering and Sanitary investigation of projects—for water
supplies, improvements etc. for drainage, sewage purification ete. for 25
working days.

(2) Design, drawing and estimating for such projects for 256 working
days.

(8) Actual construction of sanitary works—water supplies, sewage
works, refuse disposal plants, markets, hospitals ete—for 25 working
days. -

(4) Operation and maintenance of water purification plants, sewage
treatmont plants, refuse treatment plants, laboratory control of plant
operation etc.—for 25 working days.

Additional training may be given in the optional subjects, or the training-
outlined above may be intensified or prolonged at the option of the capdidate
or of the Director of the Institute.

The training may be arranged with the public health engineering depart-
ments of the Governments of Madras, Bombay, Delhi, Punjab, United Pro-
vinces, Bengal and Mysore, or with Corporations of Madras, Bombay, Karachi
and Calcutta or at Tatanagar or Hyderabad (Deccan). Tn each case the
Director of the Institute will negotlat( and arrange defails to ensure the right
type of training and supervision. Students will be consulted and assigned
to their own provinees for training if possible. In special circumstances,
a student who is employed already on important public health engineering

~works may be allowed to count his service towards such practic8l training.
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During the period of practical training students mnst work under the
administrative control of the officers to whom they are assigned, and observé
all the disciplinary rules in force. They must submit a report on their work
and a record of their attendance through the respective officers under whom
they may be undergoing training. The officers will also report confidentially
to the Director, about the work of the trainees. Besides, the Professor of
Sanitary Engineering may, if he wishes, inspect the work of the students
during their training. -

When the practical training prescnbed or approved for each student
has been satisfactorily completed, the "Director will recommend the award
of the degree to the student.
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APPENDIX 34.
Course in Public Health engineering for engineering students qualifying for
a degree in Engineering.

1. Introduction—Engineering operations must be carried out without
endangering public health. The best way to ensure this will be by providing
elmentary instruction on the esgential principles of health, the causation
of disease, the'relation between engineering construction and public health,
and the ways in which the engineer can cooperate with the health erganisa-
tion in the ordinary course of his duties.

The present graduate course in engineering is already overburdened and
involve the applications of basic scientific principles in various fields. Sani-
tary engineering is taught only to civil engineers, mainly as the application
of the principles of hydraulios in the field of water supply, drainage and sewez-
age. It occupies a minor place in the curriculum leading to a Civil degree.
It cannot be called public’ health engineering, though it is the nearest ap-
proach to it.

I1. Scope and weightage to be allotted to the course—It is obviously im-
possible to teach public health engineéring in detail, but every engineer and
subordinate may be given instruction in elementary public health principles
through lectures for about 30 hours in the classadom and demonstrations for
50 hours, without seriously overburdening*the course. There must be a
separate paper on public health engineering for all engifeering students,
carrying b5 to 8% of the total marks in the final examination.

“III. Syllabus—The syllabus may be as follows :—

Demon,
Lecture. strations,
hrs. hrs.
A. Introduclory »
Soope of public. health and sanitation, Evolution of moder x -~
public health, ancient and modern theories . .. 1 e
Flementary physiology and nutrition . .- .. 2 4
B.—Oommunicable Jiseases :
*  Baoteria,—their biology, environment, metabolism, functions in
nature’s econcmy-carbon and nitrogen cycles, eto. . 2 8
Infection, contagion, transmission, incubation, eontacts, carri-
ers, immunity, epidemics and endemics . . 1 .e
Choléra, typhoid, dysentery .. . .e .e 1 —
Smallpnx, vaccination, vaceines, viruses, colds, influenza .- 1 .
Plagne ol .. .. .. .. .. 1 ..
Malaria, yellow fever, dengue . 1 ..
Hook worm .. .o .. 1 2
Tuberculosis .. .. . .o 1 2
C. Entomology :
Mosquitoes . . . . . 1 2
Flies .. . . . . . 1 2
Rats and fleas, lice .. .e .. 1 2
D, Application: .
Personal hygiene .o .. . . 1 e
‘Water, water purification, sanitary aspects .. . 2 4
Sewage, sewage purification, latrines .. . . 2 4
Air, ventilafion, dust, smoke, fumes and lighting . o 2 4
Refuse collection and disposal, fly control .. .e o 1 3
Disinfection and disinfestation .e .e ve S 1 2
Food and milk, dairies, refrigeration, boiling, preservation,
handling and transport, restaurants . .o . 2 3
Malaria control .. .. .. e .. 2 4
Malaria and engineering construction ‘e . 1 2
Hygiene of housing . . .. . 1 2

[
(=4
&
<
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IV. Potition of thié subject in the General Course—The best time to teach
this course will be at the end of the 8rd year, or in the first term of the final
ear. The course requires only 16 additional working days and may actually
Ze spread over a period of two months, allotting 2 hours every day for public
health engineering during those 2 months. There are a number of holidays,
in the ordinary College term, and it will be possible to cut down these holidays
by 16, or to give special evening classes. Thereby, no part of the regular
engineering instruction necd be omitted. But the course must form an
integral part of the curriculum, and candidates must obtain a pass in this
subject to qualify for the degree or diploma.

The instruction may be given by visiting lecturersif there is no competent
person in the faculty of the College to teach any subject. Care must be takep
~40 emphabise the engineering implications, not the clinical aspects.

HI1342H8D6
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APPENDIX 35.

A short course of training in public health engineering for engineering
supervisors tn small municipalities.

1. Zength of Course—The course may consist of academic instruction
)t 3 months, followed by assigned practical training for 3 months so as tor
reet their actual needs, on which the students will report in detail.
[. The Curriculum may be as follows :

Hours.

Leotures. Lab.
A. Introductory. . .
Scope of public health and sanitation, ancient and modern theo-
ries. ° .. .. .. 1
Elementary physmlogy and nutrition . 3 g
B. (a) Elementary bacteriology, environment, biology, metabohsm
and functions of baoteria. Bacteria of water, sewage, milk, air, z
soil, use of microscope .. 15
(9] Blology of water purxﬁoatmn and sewage dxsposal nver pollu-
tion, fish life, efe. . 6
(¢) Entomoiogy—Mosquitoes, ﬁles, rats ﬂeas, tmks, 11oe sandﬂies,
ankylostonia,
(d) Chemistry of water punﬁcanon and sewage treatment, mcludmt,
disinfection s
C. Communicable diseases.
Malaria, yellow fover, dangue
Plague
Cholera, typhmd dysentery .
Hookworm . .. .
Tuberculosis .. . »
Pneumonia, influenza .. .
Smallpox, chickenppx, ete. .
Epidemios and epidemic control,_
Public health admxmstratlon .. .. .. .
D. Statistics, . .

14
iz

SO
5

~
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General st-a,tistics, mean, standard deviation, ratés, etd. 7 14
E. Application. °

Hydraulics . 5 15-
Wator supply a,nd pumﬁcation, desxgn ete. .. ~ Jo - 30
Latrines, sewerage, sewage dlsposal drainage, refase dﬂi)osal

plumbmg * 10 30
Food and milk preservation, transport handlmg, restaurants,

markets, slaughter houses, ete. 3 9
Townp]annmg, zooing, housing, hght;mg, venmatxon, dnst

control, factories,ete. .. 4 8
Malaria control 6 12
Rat control, fly control, rural sa mtatwn, fau's and festlva]s,

dxsmfectlon, eto. .. .. .. .. 5 10

85 185

At the end of 3 months theoretical instruction, an examination will be hel &
consisting of 2 written papers (one for parts A, B, 0, D and the other for part
E) and a practical test. The candidates who pass these will proceed to their
practical training and report on it. If their work is satisfactory and their
report shows capacwy to deal with the problems that may face them, they
may be awarded a “ Certificate in public health engineering ”
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APPENDIX 36.

Qurriculum of Studies for Sqnitaryj nspeclors.

Subject.

Hours.,

“

L—Iniroductory. i
Scope of public health, sanitation, hygiene .. .. .o
Evolution of publio health—modern public health methods .. .
Duties and obligations of a sanitary inspector—attributes essential for

8uCccoRs . .. .. .. . .. .o

II.—Elewentary physiology .. . .. .
"‘{ Personal hygiepe . . - . . e

I, Communicable diseases.
Infection, modes of transmxss:on, channels of infection, incubation period;
quarantine, contacts, carriers ; missed cases, preventive meagurp ..
~ Informafion about epxdemxcs—Investxgatlon isolation, urvexlla.nce, dis-
infection.
Epidemic and endemio diseases .. . .. . ..
Smallpox, vaccination . . .. .e
Cholera, inoculation
Typhoid, dysentery ..
Chickenpox, measles, mumps, whoopmg cough dlpthena
Hookworm. and hookworm treatment ..
Malaria .. .. .. .o v ..
Leprosy, syphllls .. e
Management of an outbreak of mfectxoﬁs diseases
Taking of specimens for bacbenolquca] examinatxon in pla.gue cholera,
typhoid, rabies .

* 8 e s o« 4 .
. .

IV.~—Animals, insects, elc., carrying disease.
Mosquitoes, anopheles
Flies,
Rats dnd fleas, . %
Bed bugs, lice .- . .. .o .

V.—Disinfection and dmmfeatatwn ks
Water supplies, <
Congurrent and termina] disinfection in infectious diseases .. .
Fumigation in plague work., -

VI.—B8urveying and levelling and drawing. -
Chain survey, plane table, field sketohing. .
Levelling, drainage.
Drawing plans, sectlpns, scales, enla.rgement reduotion, réproduction ...

VIL—Building construciion.
Building materials.
Building construction.
Village and town. planning.
Estimating,
Execution of works.
Type plans.
Ventilation, lighting. eto. . .- .. - -

VII.—Water supply.
= Bources, conservation.
8inking of wells and wube wells, repairs.
“Purification—settlement, ﬁltratlon, disinfection. .. ..
Gollection of sa,mples

et 1) DO RO RO B9 DD b
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N

Cusriculum of Studies for Sanitary Inspectors—contd.

Subject.

Hours.

IX.—CQollection and disposal of excreta and refuse.
Latrines—different types.
Soakage pits, urinals, catch pits.
SBeptic tanks and title fields.
Manare pits. Trenching.
Refuse collection, organisation and methods.
Composting, dumping .. . .. . . .. e

X.—Disposal of the dead . . . . . ..

XI.—Collection of vital statistics.
Machinery, population, census, rates, tabulation, infanti mortality rates

XII,—Food and milk sanitation.

Nutrition,
Milk, dairies, slaughter houses, markets, sampling of food and milk

XTI1.—F airs and festivals ; sarais, dharmasalas, Layout, water supply, lat-
rines, refuse collection and disposal, control bfianimals and food establish-
ments, control of communicable diseases, accommodation, cleaning up at
end of festival, police.
Barais, dharamsalas, choultries

XIV.—8chool sanitation . .. .e . . .
XV.—Public Health Administration.

Local and provincial set up.
Relations with other departments .o .. ve

TXVL-—Public health laws .. .+ .:

XVI.—Health Education methods.

Their importance in rural work.

Personal contact, discussions, village and school talks, lantern, cinema,

leaflets, press z;rtlcles, exhxbltlons and type plaﬁs and models.

School health proceduress- . .o
XVIIL.—Health Unit work .. .. . .. ..
XIX.—Malaria control.

Minor drainage and filling.

Larval control by oiling and parisgreen.

Adult spray killing.

‘Malaria and irrigation. /

Naturalistic methods .. .. . .. .

XX.—Office routine .. . . .
XXI.—Methods of mspechon and carrying out o, Samtary surveys.

Rural latrines, trenching grounds, wells; markets, slaughterhouses,
offensive tra,des, ca.mps, water supphes, reportmg, carrymg out re-
pairs . ..

XXIX—Maternity and Child Welfare .. . . . o
X XYIT.—Legal procedures.

Preaing charges, evidende, etc. ..
KX XIY.—Bewerage and sewage disposal, plumbmg

XXV.—Offensive trades, industrial hygiene

EXVI.—Ventilation, atmospheric pollutwn
Seminars, tests, etc. .. .. TS

.x.

Fotal

12

»

Cw p o

140



167

, Demongtrations and Exercises as Delailed.

. Bucket latrine

. Deep pit latrine .

. Bored #ole Iatrme

. Mound latrine . ..

. Water seal plate latrine .. . .. .
. Public latrine ’

. Squatting pla.tes

. Urinals . .. ..

. Septic tanks .. S .

. Markets .. .

. Meat stalls

. Dairies ..

. Gala cartstand ..

. _Slaughter house .

. Offensive trades, lee klln

. Tanneries

. Wells, tube wells e b ..

. Disinfection of wells .. ..

. Disinfection of tanks .. }

. Chlorination of water .. .. ‘.
. Trenching ground

. Catoh pits and sealed plts

. Compost making .. ..

. Refuse destructor .. ..

. Camp incinerators . . }

. Water sample for analysns .

. Milk sample for analysis .. e .
. Hookworm treatment .

. Vaccination against smallpox .

. Vaccination against typhmd and oholera,

31. Widal test .. e &

'
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. Preparation of vaccine .
. Pasteur treatment and despa.tch and exammatlon of bram for rabies in

dogs .. e . ve

Housing . ..
. Disinfection of a house ..
. Insanitary and obstructive bmldmgs

. Aerated water factories .. . 7.
. Barbets’ shop

. Laundries .

. Maternity and child welfare clinics

. Visit to health museum

. Infectious disease hospltal

. Leprosy clinic .

. Blood for malaria .

. Specimens of faeces for hook worm infection

. Dissection of rats for plague

. Antimalaria measures

. Cemetery

. Sewage farm

50. Sanitary Assistant’s office ’

81. M. 0. H.’s office } .

62. Midwife’s office ..

63. Birth and death reglstratxon

54. Tabulation of vital statistics ..

86. School sanitation . ..
56. Health education procedure . .
57. Mosquito surveys

58. Calcid fumigation o

59. Office routine e

60. Court procedure ..

61. Water purification plant .. ..
62. Fairs and festivals .. .. .

LR S

Hours.

.
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Exercises.

1. Construction of squatting plate
2. . v pit latrine
3. ” borehole latrine
4. ' bucket latrine
5 . sealed pits
6 ” catch pits .
7 ’ water seal latrine ..
8 ”» public latrine
urinals
10. ’s wells .
11, tube wells
12. Dlsmfectmn of water and test for efficiency ..
3. Sanitary mspectmn\)f eating house
' 14. Bakeries .. .
15. Markets
16. Meat stalls
17._Fish stalls
18. Dairies .o
19. Cartstands and shandxes
20. Grain storés .. e . ..
21. Slaughter houses .,

!

b
-
N

22. Offensive trades : Tannenes, Lime klln and Brick kllns

23. Laundries .

24, Trenching gtound .. ..

25. Compost.making .- -

26. Manure pits .. .. S

28, Water sample for a,na.lysls co e e
29, Milk sample for analysis .. L
30. Preparation for mass Hookworm’ trea.tment
31. Technique of vaccination against$mallpox ..
32. Technigue of vaccination against cholera
33. Blood for widal .

34. Sample of dog’s brain for examination for rabies

35. Housing with regard to Housing laws

36. Cooly lines and temporary labour camps ..
37. Disinfection of a house and articles within .
38. Insanitary buildings . ..
39. Obstructive buildings .. .-.;

40. Barber’s shop .. .

41. Aerated water factories

42. Health centres .. ..

43. Leprosy clinic .. ..

44, Taking blood samples for malaria .. ..
45. Taking specimen of faecés for examination ..
46. Rat dissection e w

47. Cemetery and crematipn ground .. PR
48. Sewage form e .. .
49. School health survef .

50. Health Survey of wlla.gg, sara.xs, dharamsalas
$1. Mosquito larval survey . ..
52. Court procedure .. .-

53. Plumbing )

-54. Water supplies, ohlormatlon testmg, ete.™

55. Sewerage e
56.. Sewage dlsposa.l—several types .
£57. Court procedure

58. Food samples

59. Smoke and other nuisarices
60. Inspection of factories .
61, Restaurants . . .. e

-»

217. Incinerator . L e

5
2

53
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Exercises —contd,

- Hours,
89, Street celeansingﬂ
63. Refuse collection in towns t . v v . 6
64. Sanitary survey of slums, houses, water supphes ven .. 18
65. Plans and drawings .. .. .. 18
66. Enlargement and reductlon .. 1. .. .. o 3
67, Sketching .. . . . . . 6
68. Estlmatmg .. .. .. .. . . 6
£9. Surveying . . .. . .. . MYt
70. Figld sketchmg .. .. .. . L 12
71. Building constructlon .. . .. .. o 6

'zg Malana eontrol and drainage .. . .. P ) 18

Total .. 419

LISRANY
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APPENDIX 37,
Syllabus for Preliminary Training Course for Nurses,
Age for admission to be not less than 17 years.

. The best education available at any stage of developmentin a country

is the only standard that should be accepted for nursing. Alack of edu-
cated girls, however, is only part of the problem, the real problem is how
to attraot the best there are at level of education available. The best edu-
cated and most intelligent will be attracted to the nursing course in pro-
portion to its immediate interest, and to its future opportunities for remu-
perative work, in a profession of good standing in the community: The
nursing course can be made of interest only if it is carefully correlated with
the existing educational backgrounds of the students, and realistically link-
ed to community and home conditions, and also presented in a sympathe-
tic atmosphere of student—teacher relationship throughout the course rather
than in an atmosphere of reproof to an ignorant and unskilled employee.
With such safeguards, despite low standards of education and .correspond-
ingly simple professional training, the best students available at the time
will be attracted and will make a real contribution to the Health Services
in hospital and in the community.

The basic¢ preliminary course (syllabus given) is intended to incorporate
these ideas and instil a preventive approach to health from the commence-
ment. Furthermore, this basic course so planned will provide those students
who do not continue through the full professional course, valuable expe-
rience, immediately applicable to take back with them to their own homes
and villages, and will likewise make them influential in increasing the num-
ber of desirable applicants for instriction.

Length of Course.—The course should not be less than 14 weeks—13
weeks for studies and 1 week for examination. This permits of 3 sessions
annually, allowing 10 weeks for transfers and admission of students, and
holidays for teaching staffs. ’

Hours.—Approximate hours per week 34, allowing for Saturday after-
noon and Sunday free. '

Staff.—It is suggested that the Sister Tutor in charge of this School
should hold the necessary qualification for teaching in addition to Certi-
ficate of General Nursing.

If the number of students demand an assistant tutor, the minimum quali-
fication of such assistant“should be Registered Nurse with practical expe-
rience in hospital and ward administration and cdpable of contributing hes
full share to the general work of the School.

" Salaries for teaching staff—

Senior Sister Tutor—-Rs. 200—10—250 p.m.
Asgistant Sister Tutor—Rs. 160—5—200

and in addition both should receive—free furnished accommodatio®,
messing, uniform and dhobi allowance and service.

Lectures. Hours, Practical Demomstration.
Group :
1. Elomentary Anatomy and phy- Study Class and Laboratory work 8y
35

siology Elementary Biology
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. Lectures Hours Practical Demonstration

JBroup,

IL Introduction fo Preventive Students Health Examinations
Medicine—Personal and En- Records—Visits to Water works—
vironmental Hygiene—Princi- Sewage Farms—demonstrations
ples and Practice of Health of samples of disinfectants— Ele-,
teaching. Introduction to Ge- mentary Bacteriology—In-ocula-
neral Psychology .. .. 20 tion—Vaccination, etc. &0

Im .. . . Physics and Chemistry .. 10

IV. Elementary Dietotics 20 Practical cookery—Diets for Health

, adults and children .. . 26-

Y. Nursing—l1st year group lec- Bed making—Bathing of patients.
tures, including simple nursing Taking Temperatures—FPulse,
procedures—First Aid—Home Respiration—Writing up charts—
Nursing Bandaging . * 80  Noting record of cases—General

. Methods of cleaning wards, Equip-
ment, ete., Preparation for simple
nursing procedures—Preparation
and method of giving enema to
. adults and children. Administra-
tion of medicine. Supervised
visits to hospital—wards . 100-
VI. Elementary Economics & Visits to Bustees, village homes &
Social Science. Social Service markets—Town markets—Dairies
—Different types of (a) Commu- —Co-operative Societies—ILabourers
nity Organisations—Societies— « Tenements—Middle Class Flats—
Institutions, General and Social Orphanages—Voluntary  Sooial
Hospitals. (b) The family 16 Agencies . .. N
VII. Physical Culture .. Gymnastics—Team games, Folk
* dances, etc. .. .. .. 18
VIII. Child Development—Care of 8 Visits to Infant Welfare Centres &
’ Schools—prevention of blindness
in new born . .. 16-

IX. Elementary Domestic Scjence In the Class .. . 13
including needle work— Laund-’ In the Garden .. . . 18
ry— Gardening, ° vegetables,

_fruit, flowers, etc. .. .. 15

Total 143 Total . 265

MICROBIOLOGY, (INCLUDED IN ELEMENTARY BACTERI-

OLOGY.
(Group 1I of Preliminary Training Sehool Syllabus Attached).

Unit 1. Unit 1. .
Mioro-orgapisms and their relation to man  Introduction to the use of the micro.
—helpful & harmful. . scope—examination of simple ob-

Yeast and moulds—seere formation, biologi- jects easy to see such as a drop of
cal activity; requirements .for life and milk, salt, crystal, hair, ete.
growth importance to man in food produc- Examination of prepared slides of
tion, industry medicines such as ergot, etc. yeasts, moulds, and bacteria of

N differént varieties. .
Note books to be kept and drawing to-

Bacteria, reproduction, biological activity ; A
be made of each slide examined.

destruction ; general picture of bacteria in
the normal healthy human body, basis of
classification, staining and identifications,
Disease production ; the effect of the bacte-
ria and their toxins on the body.
Unit 2. Unit 2. .
Where pathogenic organisms are found arid Examinations under the microscope
how infection is spread.e of fly’s leg, village water supply, oul-
Sources of infection in dirt, water, food, air ‘ture made by student, breathing on-
on body discharges. media, touching media, threat and
mouth culture, from members of the-
class.
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Modes of transfer—direct—drop  air borne, (If possible simple demonstrations of |
carriers, human, insect, animals, * this kind to be shown to hospital in.
patients and relatives by students
) and health teaching given.)

Unit 3. Unit 3. . N
Control and destruotior.l of micro-organisms. Simple expdriments to show the
The effect of the environment on the life of effect of comimon physical and
mioro-organisms.  Moisture, food, tem-;.chemical agents on micro-or%a-
perature, light, Oxygen. nisms, such as sunlight, heat, cold,
drying, iodine, alcohol, eto.
Pisinfection, sterilization, fumigation, sena- * Tests for sterility of things which
sin, antesepsis and asepsis, their use in the  have been sterilized and kept.
hospital and in the home. Stress on the /
dangers and results of carelessness.
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APPENDIX 38.
SyrraBus ror THE JuNIOR NURSING CERTIFICATE.

. Leength of course 3 years, age for admission 17 years.

40 Lectures & Lecture demonstrations to be given by a certificated
nursing sister. Institutional & Domicilary methods should be taught through
the entire course.

Revision classes during first year for students who have passed through
the P.T.B. Tull lectures for other students.

Hospital Ethics—Etiquette Qualifications essential to the madking of
a good nurse. Maintenance of health, uniform, General rules of the hos-
pital and nurses home. /

. The ward its cleanliness, brightness, tidiness, ventilation, caze of lava-
tories, bathrooms, sluice-rooms, utensils—their care and cleanliness.

Hospital equipment—its cost, care, Dressings,—Kinds, uses, costs.
Rubber appliances—care and preservation of mackintoshes. Airand Water
beds. Hot water bottles—care, filling, precautions, Linen—care of, checking,
Inventories.

Bed—beddings, care, disinfection. Bed making. Type of beds
Changing of linen—methods. Nursing positions. Lifting of patients.
Qiving of bed-pans, ete.

Patients—admission—how to Teceive. Preparation for stretcher case.
fractures. Collapse. Hxemorrhage—Fits. Removal of clothing. Ob-
servations to be madewhile admitting a patient. Last offices.

Baths—on the bed—in the bath-room-—preparations. Cases that should
not be bathed without permission. Care and cleanliness of the hair.

Bath-medicated. Hot Air-vapour. Surgical bathspacks, hot and cold
8ponging-hot, tepid, cold.

Administration of drugs and how to give simple medicines.

Observation of urine, stools, sputum, vomit, discharges. Specimens—
saving of Excreta—disinfection and disposal.

Temperature—pulse—respiration. Clinical Thermometer.

Care of the mouth. Care of the back-bedsores.

Enemata—kinds—requisites—methods of administration.

Applications. Heat, moist and dry-cold iced. Icecaps fomentations—
simple—medical surgical. Poultices—Linseed—mustard—charcoal—bread.
Evaporating lotions—Counter irritants. Blisters, Leeches. Cupping—wet
and dry.

Bandaging-—12 demonstrations.

Sickroom Cookery—Theory & practical demonstrations. 15 hours,

Food-—contamination—preservation. ~ Milk—composition—dilution—
care of—contamination—adulteration. Wood values.

Preparing of tr;,ys—serving of meals—feeding of patients. Infants
geeding,

Predigested food—making—value—uses of. Bengers food—Meat
Extracte, Poptonised milk—whey—junket. Jelly—Albumin water.
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Eggs—fish. Mehtods of ‘preparing—cooking—serving. Vegetables—
fruit—method of preparing—cooking—serving. Child—care of—diet for -
healthy and sick. ) e

Special diets.

Hygiene Lectures & Demonstrations. 20 Hrs. to be given by a Doctor,.
preferably with Public Health experience.

Personal hygiene—aids to health—habits—fresh air. Cleanliness.
Exercise—food—rest—clothing.

Atmosphere—Atmospheric-Pressure, composition of air, various impuri-
ties. Heat radiation—Conduction—convection—Body Heat, evaporation.

Ventilation in health and disease. Light~—natural and artificial.

Water—sources of drinking water—rain—springs—rivers—wells.

Distribution of water—mains service pipes—head pipes—cisterns. Puri-
fication—pollution—storage—filtration—chemicals. ~ Ozonisation  ultra~
violet rays.

Refuse-—collection—removal—-disposal.

House and Hospital—Water carriage system-—Conservancy.

System—sewage system. Disposal—purification of sewage.

Drainage system—traps-soil pipe—water pipe.

Sanitary conveniences and appliances—water closets—sinks—baths—
basins.

Infection—disinfection—methods. *

The part played by the agency of water—food—air in the tropical dis-
eases, such as cholera, dysentery, the enteric group of fever. Pneumonia—
plague. i :

Personal and General prophylaxis.

The part played in tropical diseases by insects such as lice, bed bugs,
fleas—sand flies—mosquitoes—worms and other intestine parasites.

Personal and General Prophylaxis.

Anatomy and Physiology. 30 lectures and demonstrations.

To be given by a Doctor. Revision lectures by Sister Tutor.

The bony skeleton—names of bones—types—position in the body.

Classification of bones—composition—structure—joints—varieties etc.

The muscular system—voluntary and involuntary. Difference in their
mode of action. Position of the chief muscles in the body. Anatomy of the
thorax and abdomen.

The lungs and their passages. The heart—the circulation of the blood.
Structure of the chief blood and Iymphatic system.
The mouth—teeth—intestinal tract.

Classes of foodstuffs—fats—carbohydrates—proteins—absorption of
food products.

The skin—sweet glands—hair—nails, the urinary system.
The nervous system.

Reproductive organs.

Special senses.

Ductless glands.
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Lectures on Medical Diseases.—20 Lectures to be given by a Doctor in
addition—20 lectures on nursing care in each disease to be given by the sister
tutor, in co-ordination with the Doctor’s lectures. Institutional & Domiciliary
methods should be considered.

The cause of disease and human pathology.

Alimentary system ; the more 1mportant diseases and their chief symp-
{toms,

Respiratory system ; cough, breathing in disease. The more important
«diseases and their symptoms.

Tuberculosis : symptoms, cause, disposal of sputum, sanatorium treat-
1ent, light, air, food prevention.

Circulatory diseases ; the more important diseases and their symptoms.
Heart disease, Rheumatism, Cholera.

Excretory system : urine in disease. Chief diseases of the kidney and
+heir symptoms. Diabetes. *

Central nervous system. Chief diseases and symptoms. Convulsions,
fita,

Natural and artificial protection against disease. Immunity, inoculation
and vaccination. Bacteriology.

Infectious diseases ; smallpox, Enteric, Dysentery, Measles. Chicken-
pox, Whooping cough, Diptheria.

Isolation and disinfection of—

Introduction ; malaria, black water, relapsing fever.
Kala azar, plague, leprosy.

Beri beri, spurvy, pellagra.

Cholera, dysentery, hepatitis.

Sprue, ankylostomiassis, filariasis.

Snake bite, hydrophobia, heat stroke.

Diet in disease. Pre-digestion of foods, Special diets.

Nutrient enemata. Proprietary preparations, their uses and dangers.
TDeficiency diseases,

Medical emergencies, fainting, syncope, epileptic fits, convulsions,
bleeding, colic, ete.

Drugs and Poisons.—Drugs and remedies. Their sources, nature, classes,
method of use, common poisons, symptoms and treatment.
¥ Lectures on Surgical Diseases.—20 lectures to be given by a Doctor in
addition—20 Lectures on Nursing care by Sister Tutorin co-ordination with
‘the Doctor’s lectures.

Micro organism ; infection ; inflamation, suppuration, cellulitis. Teta-
qus, tuberculosis, ete,

Principles of asepsis ; antiseptics, stenhzatxon, influence of atmospheric
pressure, of boiling water and steam.

Haemorrhage, varieties of, first aid and surgical treatment.

Preparation of patients for operation., Duties of nurse in the operation
thedtre. Operationsin private houses. ‘

Injuries, shock, contusions, wounds varieties and proeesses of healing,
Qomplications, treatment.
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Burns and scalds. Ulceration ; gangrene, tumour, cancer of breast.

Fractures and dislocation, including first aid treatment, Orthopaedic
Burgery, Causes of deformity.

t
Diseases of bones and joints. Uge of splints. Head and spine injuries.
Operations on the mouth. Empyema.

Abdominal surgery ; gastric and duodenal ulcer, gastric gall stones,
appendicitis. Intestinal obstruction, etc.

P 7Y
Caecostomy and colostomy. Hgrnia, varieties, complications operations
for. '

. b . .
CGommon diseases of rectum and anys. Istula, haemorrhoids carchin-
oma, Diseases of urinary system, Prostate, Care of patients after operation.

Anaesthetics :—Short account of action of general and local anaesthetics.
Common anaesthetics. Preparations of anaestheticts table. Preparation
of patients for general anaesthesia, Management while under general anaesthe-
tic. Methods of artificial respiratidn, Care of patients during recovery.
Treatment of the after effects of anaesthesia.

Gynaecology.—12 lectures to be:given by a Doctor.

Structure and functions of the ovaries, fallopian tubes, uterus vagina.
Disorders of menstruation and menopause. Vaginal discharges, New growths
of voaries and uterus.-

Preparation of patients for examination. Douche.

Thampoons; Plugs, Pessaries.

Nursing after major and minor opexations.

Nursing of cases of Eye Diseases—<6 Tectures.

Anatomy and physiology briefly. « "~

Instruments for examination. Foreign bodies, discharge from the ear.
How to syringe? Useof dry heatin acute inflammation of ear. Application
of fomentations. Application of heat and cold. (Lieterscoils). Application
of lecches, blisters, etc., over the mastoid process, ear drops. Dressing after
ear operations. Brief description of anatomy and physiology of the nose,
Pharyux and laryns. Hygiene of the mouth with reference to the disease
of the nose-pharynx and laryns ; spraying and couching. Haemorrhage from
the nose and throat. Nasal discharges. Obstructions, to breathing and
swallowing. Gargles mouth washes. Inhalations. How to paintthe throat
instruments for operations. Tonsies and adenoids. Abscess of throat.
Tracheotomy. Administration of food in painful diseases of, and after ope-
rations on the throat. «

Skin diseases—6 lectures.
Skin, anatomy and physiology. Application of remedies. Lotions,

liniments, ointments, pastes, powders, Common diseases, boils, ring-worm,
iteh, eczema, psoriasis, secondary infections. Cleansing of skin, Removal of

rusts.
Venereal I)iseases—86 lectures.

Syphilis and Gonorrhoea. .
A brief account of causes—mode of infection—signs & symptoms.
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Prophylaxis—general rules regarding infectivity and .modes of trans<
mission of venereal diseases and their prevention.

Nursing Care of patlen‘bs of venereal diseases.
Knowledge of sterilization,; of synn'ges
Principles of dressing syphilitic wounds.
Care of eye and urethra in Gonorrhoea.
Urethral douches.
Prostatic magsage,. For male nurses,
Making of smears.
. Nuirsing of chsldren—20 hours.
(10 lectures by a doctor and 10 lectures by the Sister Tutor).

. The development of a normal child-health requirements. Genera}
principles of infant feeding—the feeding of children up to 2 years.

The observation of children in health and sickness, cries, stools, attitude
of the child, symptoms, ete.

The nursing of childrenincluding the ngmg of medicines—treatments—
eeding and pccupational therapy.

Spectal diseases of children.
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APPENDIX 39.

SyLLABUS FOR THE SENIOR NURSING CERTIFICATE.
- Length of course—3 years. '

History of Nursing and Ethics.—20 Hours—In 1st Year, after the P.T.S:
{Revision).

Unit I.—The pre-christian period—ideas of disease in the primitive
world and resulting methods of treatment—medicine in ancient India, China,

e

Bgypt, Greece, Rome. £

Unit II.—Nursing in the” early Christian era—the deaconesses, the
Roman matrons Monastricism, the development of hospitals,

Unit ITT.— Aristoeratic and Military Influences—the influence of Feu-
dalism—the knights and ladies of St. John of Jeruselum, of St. Lazarus, etc.

Unit IV.—Democratic and Secular Tendencies in Medical Nursing orders,
‘Social and economic changes following the crusades ; St. Francis of Assisi
.and his Orders——St_.k C!aire and the poor Claires, the Beguines.

"™ Unit V.—Transition from Medieval to Modern era—Political, social and
economic changes as a background of the period. The closing o¥monastries—
the extension of the servant nurse system.

Unit VI.—Pre-Nightingale Reformers :—

St. Vincent do Paul and Milee. Le Gras John Howard, Elizabeth Fry,
the work of the Fleidners at Kaisersworth. ;

Unit VII.—Florence Nightingale—Her life, her work in the Crimean
"War, the founding of the Nursing School at St. Thomas Hospital. Het
‘interest in India and_Reform,s. . .

Unit VIIL.—Contemporary developments—the discoveries of Pasteur,
Lister Kock, etc. The relationship of Nursing to hospital reform. ‘

Unit IX.—Nursing in India in the modern days—the introduction and
growth of Nursing in India—development of schools—examination and regis-
tration—a brief review of rursing organisations in India today.

Unit X.—The Public Health Nurse—the story of her development in
-yarious countries and the need of such nurses in India.

Unit XL—The contribution of the nurse of today to the History of Nur-
ging—the responsibility of the nursing studen? to her profession—her heritage
-and opportunities.

First Year after the P.T.S.

Advanced Nursing Arts.—2 hours 8 times a week for 34 weeks, 102 hours,

‘Unit 1.—Collecting and sending specimens—Urine, stool, sputum,
.cerebro- spinal fluid (lumbar puncture, cesternal puncture) blood, kidney
funotion tests—gastric analysis, abdominal paracentesis, ete.

Unit 2.—Providing the patients with a healthy environment both physical
and mental. the patient’s comfort and safety, supportive nursing measures.
The uses of appliances, back rests, cradles, air rings, pillows, sand bags, knee
pillows, fracture board, bradford frame, backing frame. Positions, lifting
and turning the patient. Use of the wheel chair, heatt table, etc.

Unit 3.—Pre-operative and post-operative nursing care.

Unit 4.—Giving of fluids and drmgs by rectal drip-hypodermoclysis, and
{mtravenous methods. Techniques used in the hospital and in the home. -
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Unit 5,—Planning the nursing care to provide for the patients’ individual
needs. -

Unit 6.—Recognising and providing for the need of health teaching to
patients and relatives ; answering patients’ questions, giving explanations
of hygiene and requirements of healthy living, demonstrating nursing care
and medical treatment the patient will need after discharge. Teaching tha
adaptation of the principles of health to the patients way of living.

Unit 7.—Therapeutic treatments. In each case ways of winping the
patients cooperation and- methods used in the home should be included.;
Burgical dressing, care of plaster casts, counter irritants, hot and cold appli--
eations. Packs, sponges, inhalations. Hot air and steam tents irrigatior
and douches. The administration of oxygen, all important therapeutis
techniques.

Unit 8.—Card of the dead.

Unit 9.—Nursing techniques used in diseases of the eye, ear, nose and
throat.

Unit 10.—Nursing techniques adapted to the nursing of infants and
children.

Combined course to run through the 2nd Year—190 Hrs:

This course should bring together into one course the pathology, medi-
cine and medical nursing, surgery and surgical nursing, materia medica,
diet and the public health knowledge each nurse needs as a foundation for her
work in the hospital or in the home. An attempt is made to arrange the
material in good psychological order and integrate it into a unit. The medical
and surgical lectures should be given by doctors and followed by the Sisters
Tutors’ lecture giving the special.nursing care in the -conditions considered.
The principles underlying good nursing care in each cage should be applied
to conditions in the hospital and in the homes. Stress should be placed o&
health teaching and prevention of disease throughout the course by the
Sister-Tutor and the doctors. The materia medica and diet therapy should
be related to conditions studied.

Unit I.—Introduction to Medical and Surgical Nursing :—

The effect of disease on the body—tissue changes, inflammatory processes,
nfections—general and local—hemorrhage, embolism and shock.

Unit II.—Operative Aseptic Technique :—

Asepeis, general principles, surgical cleanliness, sterilization by Heat»
by antiseptics.

Preparation of patient for operation. Post operative care. Operation
Theatre— )

Preparation of operating Theatre, lighting, heating, ventilation, equip-
ment, instruments in common use. Operative procedures—nurses duties.

Preparation for operation in private house—Anaesthetics, general spina}
sctal, local anaesthetics in common use, their general character.

Special Nursing care of casés given anaesthetics.

Unit IIT.—Nursing in diseases of the respiratory system :—

1. Medical aspects of diseases of the sinuses, tonsils, larynx, trachea
and bronchi. ¢

2. Surgery of the same including bronchoscopy.

3. Nursing care in those conditions.

H1342HS8DC 12
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4. Diseases of the lungs—Pneumonias, lung abscess, pulmonazy
emphysema, pulmonary tuberculosis.

5. Operation on the lungs and for conditions of the lung-lobectomy
tib resections—drainage of lung abscess.

6. Nursing care in the above with special stress on health teaching
position—use of special equipment—slings—sand bags—care of drainage
guction, etc.

Unit IV.—Nursing in diseases of the circulatory system and :—

i. Heart diseases, myocarditis, erdocarditis and valvular diseases
pathology, symptoms, treatment. _

2. Nursing care in heart disease.

3. Blood transfusion—indication, various types, use of plasma, dry
blood, ete.

4. Diseases of the blood and lymphatics, anaemias, Raynauds, Buer-
ger’s and Hodgkin’s disease.

. Unit V.—Disease of the (Gastro intestinal system :—

1. Diseases of the mouth, throat and stomach.

2. Surgery in structure of the esophagus, gastric ulcer, malignant
tumours of the stomach.

3. Special nursing carg in such cases—Health teaching necessary for
#ueh cases.

4. Diseases of the intestinal tract, typhoid, dysenterys.

5. Surgery of the intestinal tract—intestinal obstructions, appendi-
-@itis, hernia, resection, ete.

6. Nursing care in diseases and operations on the intestinal tract.

7. Operations on the colon, rectum and anus.

8. Nursing care in the same.

Unit VI.—Conditions of the urinary tract :—

1. Diseases of the kidney, urethra, bladder.

2. Operations on the urinary tract.

3. Nursing care in the above—including an understanding of kidney
function tests, special treatments, ete. R

Unit VIL.—Conditions of the musculo skeletal system :—

1. Fractures, .dislocations, sprains and their treatment. '

9. Diseases of the bones and joints, acute and chronic arthritis, rheu-
matic fever.

3. Tuberculosis of the bone and joints—deformaties, apd operationa .

done.

4. Nursing care in orthopaedic Diseases—including special points
regarding traction, frames, splints and plaster—helping the patient with
this problems of rehabilitation and the care of orthopaedic cases in the
home.

Tnit VIII.—Diseases of the skin :— .

1. Diseases of the skin and their medical treatment.

2. Burns, scalds, skin grafting, Plastic operations.

3. Nursing eare in skin conditions,
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Unit IX.—Conditions affecting the muscular system :—
1, Tumours benign and malignant with stress on garly attention.
2. Nursing care—health teaching every nurse should do.
Unit X.—Conditions of the endocrine glands and metabolism :—
1. Thyroid conditions, diabetes.
2. Burgery in Thyroid conditions.
3. Nursing care in such cases with special reference to teaching the
‘patient and his relatives.

Dnit XI.—Conditions of the nervous system :—
1. Chorea, epilepsy, general paresis, tabes dorsalis, neurities, sciatica,
stc.
2. Operations on the brain and spinal cord.
3. Nursing in the above.
Unit XII.—Gynaecological and Geneto-urinary conditions :—
1. Hygiene and health of sex-life with special reference to the psycho-
Jogical aspects.
2. Gynaecological conditions and medical treatment.
3. Surgical treatment of gynaecological conditions.
4. Nursing carein the above.
b.. Medical aspects of genito-urinary disease.
6. Burgery of the genito-urinary tract.
7. Nursing care in conditions of the genito-urinary tract.
Unit XIIT.—Conditions of the eye, ear and nose :—
1. Eye health.
2. Diseases of the eye—medical and surgical treatment.
3. Nursing care in eye conditions.
4. Disease of the nose and ear including the prevention of deafness,
5. Nursing care in the above.
. Unit XIV.—Deficiency diseases i—
L: Defiéiency diseases—their prevalence in India, early symptoms
and prevention.
2. The Nurses responsibility in health instruction & nursing eare.
Unit XV.—Tropical diseases :—
Malaria, black water, relapsing and yellow fever.
Kala azar, plague, leprosy.
Cholera, dysentery, hepatitis.
8prue, ankylostdmiasis, filariasis. -
Bnake bite, hydrophobia, heat stroke. ~
2. Nursing care in the hospital and in the home with special stress on
health teaching and preventjon.
Unit XV.—Communicable diseases :—
1. Measles, chickenpox, small-pox, diphtheria, ete.
2. Nursing care in thje hospital and in the home with special stress on
prevention of spread of the disease and health teaching.
3. Gonorrhoea and syphilis with stress on prevextion an} control.
4. Nursing care in the above and the nurses responsibility for health
teaching, 12
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THIRD- YEAR QOURSE.
Nursing of children—20 hours.
(10 ectures by a doctor and 10 lectures by. the Sister Tutor.)

I'he developmerit of a normal child-health requirements. Geners
principles of infant feeding—the feeding of children up to 2 years.

The observation of children in health and sickness, cries, stools, attitude
of the ehild-symptoms, etc.

The nursing of children including the giving of medicines— trea’me ntg—=
feeding and occupational therapy.

Special diseasés of children.

‘ Mental hygiene—I15 hours.

Mental health and requirements for a well balanced personality. The
needs of the individual—types of personality—mental and emotional develop-
ment—instincts, the subconscious mind—common neurological conditions,
causes, preventive measures, sublimation. The problem of mental diseases
in the community—practical psyehology.

The principles and praticc of war and hospital management.—30 hours,

Ward administration, the principles of supervision, assigning of duties,.
hospital housekeeping, inventories and ordering equipment and supplies.

The selection of staffi—staff education, budgets, records, housing and
health of the sfaff, medical examinations and supervision of the health of the
staff, the prevention of diseases, care of sick nurses. Making the best use of
resources at hand—a planned programme for improvement. Opportumties
for observation and practice of principles taught should be given. .

Professional Problems—15 hours.

The problems and responsibilities of the young graduate—how to apply
for a post—contracts—ethical respopsibilities—professional opportunities.

Nursing organisations in India—their organisation, aims and work—s
professional journals—the International Council of Nurses, the Red Cross.

Nursing legislation, registration, what are desirable laws—thejr purpuses,
the nurses responsibility for nursing and health legislation.  Legal
matters,

India’s needs in the nursing fieli—trends and developments in India
and other countries.

Health Problems in India to-day—20 hours.

A consideration of the health problems of the country and attempta
that are being made to meet them. Malaria, leprosy, tuberculosis, venereal:
Jiseases, maternity and child welfare, school health, industrial health pro-
blems. Raral health—economic factors in national health—health education,
the need and method—preventive medicine, the responsibility of the nurse
Prcblems ia  he local community. i
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APPENDIX 4b.
‘QURRIOULUM FOR PRE-NURSING GROUF OF 1 YEAf IN HIGH SOHGOLS IN InDIA;

Subjects. Taught by.
Anatoriy and Physxology . .. <+ Doctor.
Hygnme .. . .. .. Doctot.
First Aid .. .. Doctor.

Physics & Chenustry & Practical Physlology .+ University Gradoats,

Biology s . Do.
Paychology .. . . Do.
DPietetics and practlcal cookery .. .. Do.
English Language & Essay Wntmg .. Do.
Home Nursing St. John & Red Cross Standard .. Registered Nursé
Instructor.
Mothet Craft .. e .. Do.
History of Nursing .. .. .. . Dos.

Visits to Institutions, Games and Physical Training,
Examination at the end of course.
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APPENDIX 41.
SvLLABUs ®oR Mipwives TrAINING CoOURSES.
Syllabus for Midwives Diploma or Certificate.

1. The period of professional study between the date of admission as
midwife pupil and the date of examination for any diploma or certificate
which entitles the holder thereof to be registered in Part I of the register of
midwives shall be a period of certified study of not less than 18 months :

Provided that a fully trained nurse shall be admitted to the examination
in midwifery after not less than six months training on obstetrics if she cam
satisfy the requirements of rules 1 and 2 of Part I of this Appendix in ali
respects other than that of the period spent under training as a midwifery
student :

Provided further that for a period of twenty four months from the 24th
December, 1935 midwives with twelve months training shall be eligible for
registration.

‘2. Inevery course of professional study and examination, the following
subjecta shall be included :—

() Gyanacology.—An elementary knowledge of menstruation, abnor-
malities in menstruation, displacements of the uterus, growths and tumours
(cancer) in the pelvis (uterus and adnexa) and inflammatory conditiofis of the
vagina.

(17) Antenatal care.—The training should include attendance at an:
sntenatal clinic, if possible, or study of antenatal cases. Notes of at least
ten of such cases should be written in the case book.

(##) Midwifery.—(In any scheme of examtnation for midwives, emphpsis
should be laid upon the practical aspects of midwifery and the actual conduct:
of normal and abnormal labours, while the training is given both in theory
“and the practice of the subject.)

Asepsis and antisepsis in midwifery. Some of the common antiseptics:
used in midwifery and the way to prepare them. The disinfcction of the
person’s clothing and appliances.

Elementary general physiology and anatomy of the female pelvis and the
orgens of generation, both external and internal.

Obstetrical diagnosis.

Management of normal pregnancy.

Hygiene of normal pregnancy. -

Hygiene and care of the pregnant woman and the unbore child.

Labour and its phenomenon.

Signs and symptoms of abnormal pregnancy.

Management of normal labour.

Diagnosis and management of abnormal presentations face, brew
pelvis presentations, transverse presentations, multiple pregnancy.

Care of the puerperium and its management.

Complications of the puerperiuth including puerperal sepsis and septis
Infections. Causes, symptoms, diagnosis and methods of treatment.

Haemorrahages of pregnancy antepartum and postpartum.
Toxemias of pregnancy albuminuria, eclampsia hyperemesis,
Abortion, miscarriage and premature labour.

Extrauterine pregnancy. .
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Precipitate labour, uterine, inertia, rupture of the uterus, causes,
symptoms, diagnosie and treatment.

Prolonged labour.

Disease of the decidua and ovum ; hydramnias and vesicular mole.

Contracted pelws—dlagnosm-common vurjeties—symptoms—treat-
ment.

Diseases associated with puerperium—cystitis—mastitis—phlege
masia—puerperal insanity.

Some common obstetrical operations and the duties of the midwife
therein,

Vaginal examination during normal labour under supervisien.

(¢v) Care of the infant with particular reference to—
Asphyxia neonatorum,
Ophthalamia neonatorum.
Infantile diarrhoea.
Convulsions.
Care of the premature infant.
Management of the new born, both mature and premature.
Breast feeding and artificial feeding.

(v) Venereal diseases :— Syphilis and gonorrhoea with special reference to
their effects on the pregnant and parturient woman.

(v3) An elementary knowledge of the following diseases common in the
tzopics with special reference to their effect on pregnancy labour, and puer-
perium :—

(1) Malaria.

(2) Kala-Azar.

(3) Smallpox and eruptive fevers.

(4} Typhoids.

(5) Influenza pneumonia, tuberculosis,
(6) Anaemia.

(7) Hook-worm.

(8) Leprosy.

{v#1) General principles of sick nursing:—
Nursing as a profession and hospital etiquette.
Work in the ward.

Observation and care of the patien*
Temperature, pulse, respiration, clinical chart and bhedsids repor
Bed-making and sponging.

Contagion and disinfection.
Catheterisation : bladder and bowel wash.
Enema and douches.

Hot and cold application.
Administration of food and medicine.
Invalid cooking,

Some emergencies.

Care of the dead. e

Cold sponging.

Prevention and care of bed-sores.
Different kinds of haemorrhage.

Arrest and treatment of the same.
Peraonal and surgical hygiene.
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No candidate shall be permitted to appear for the examination, unless
she produces a certificate to the effect that she has—
(@) personally attended 20 labour cases,
(%) nursed twenty lying-in women and their infants during the ten
days following labour,
(¢} attended not less than 10 antenatal cases, and
. (d) attended not less than two-thirds of the lectures and demonstra-
&ions given in connection with the curriculum laid down.
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APPENDIX 42
Syurarus For TEcHNICIANS' CoURSE,
Group I (s.e., Anatomy and Physiology).
Parr 1.
A.—AnaromY—Period 6 months,
1. Elements of Anatomy of the human body with special referenice to

Osteology.
2. Cleaning and care of bones—preparation of skeletons.

3. Training in the care and uses of different instruments used in the dis«

‘gagtion of the human body.
4. Instruments in the preparation of different fluids used as a fixative

for the dead body.
5. Record keeping of the stock of the department.
6. Training in making arrangement for a lecture-demonstration.
7. Use of a rough balance.
B.—PuystoroaY— Period 6 months.
. Cleaning of glassware and other piecés of apparatus used.
. Trained in the operation and care of routine laboratory equipmess,
such as miscroscopes, water bath; etec.
. Staining method, including preparation of simple stains,
. Handling of Laberatory animals.
. Preparation of simple reagents.
Technique of examination of urine and blood.,
Use of a rough balance.
. Preparatien of solutions used for qualitative test.
. Muscle and nerve preparation of frog.
10. Inductien coil and their uses.
11. Setting up of B. M. R. and other apparatuses.
12. Maintaining of records, if any.
13. Care and managment of experimental animals.
14. Glass blowing.
Examination at the end of one year’s courdd.
Candidates will be given lecture-demonstration by the staff of the depart-

ment.

N!—‘

OO =T eor

Parr I1.
A.—ANsToMY— Period 4 monihs.

1, Injections— preservation of dead body.

2. Methods in embalming of the human dead body.

8. Arrangenent for the dissectian of human body.

4. Care and mounting of specimens for museum.

8. Trdining in the preparation of part for dissection and the m@thods

used for a nice display of the part.-
6. Histological technique—training the Departmént of Pathology

and Physiology if required.
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B.—P._ -r10L06Y— Period 8 monihs.

1. Preparations of reagents for volumetric and gravimetric analysis,

2. Preparation of various fixatives and staining reagents required, im
histopathological work.

3. Use of the microtome.

4. Embedding tissue, and cutting of section.
5. Different methods of staining tissue.

6. Methods employed for killing experimental and other laboratory
animals,

7. Training in setting up of drums and kynograph.
8. Methods used for microphotograph and the use of Epidiascope, ete.
Final examination at the end of 2 years.

Coursk FOrR LABORATORY TECHNICIANS.
For Group II (i.e., Pathology, Bucteriology and Biochemistryy.
ParT 1.
ONE YEAR’S COURSE,
1.—Preparation and Sterilization of glassware and media.
(i) Glassware—Preparation, cleaning and sterilization,

(¢5) Preparation of simple media and combined media,including methode

of their sterilization. Care and opération of different types of sterilisers and
kot-air ovéns.

7

I1.—General Bacteriological and éamsitoh;gical Technigue.

(4) Training in the operation and care of routine laboratory equipment
such as miscroscope, incubatuers, water baths and centrifuges, ete.

(#) Staining methods including preparation of simple stains.

(s¢7) Cultural methods and use of media.

(7v) Technique of Agglutination tests.

(v) Disinfection and sterilisation of contaminated material.

(vi) Handling of laboratory animals.

III.—Serological Technique. -

(t) Care of apparatus used in the tests.
(#1) Preparation of material for examination.
‘IV'—Care and Management of Experimental animals.
V— Matntenance of records.
VI—Clinical Laboratory Methods. .
(s) Preparation of simple reagents, e.g., Fehling's and Leishman, ete.
(#) Staining of smears by routine methods, e.g., Grams, Zichl-Neilson.
(#4%) Technique of examinatior of Urine, Faeces, Sputum, Blood, ete.

Qualitative).
VII|.— Attendance in the Post-Mortem Room.

(3) To get acquainted with the use'of instruments and render intelligent
assistance to the Pathologist. o

() Collection and handling of pathological material réceived from the
hospital and post-mortem room.

(#4) “The candidates will have lecture-demonstrations once & week by
one of the medical officers of the department.
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VIIL— Biochemistry.

(s Oleaning the glassware, calorimeter and other pieces of apparatus used.

(#4) Preparation for Fractional Test Meal, and for other tests like Kidney
Function, Liver Function Tests, etc.

(#7) Use of a rough balance.

(¥) Preparation of solutions used for qualitative tests.

(v) Technique for simple qualitative tests used in routine Biochemioal
analyasis.

(vs) Setting of apparatus for routine quantitative onchemlcal analysis.

(vit) Setting up of B. M. R. apparatus.

The candidates will have lecture-demonstrations once a week on funda-
mental principles.

An examination will be held at the end of the whole course.

Parr II
ONE YEAR'S COURSE.
1—Clinscal Laboratory Methods.

(a) Instructions in the preparation of diffcrent reagents /required inm
Clinical Laboratory for examination of Urine, Blood, Faeces, Sputum, C.S.F.,
etc,.

(b) Setting up of ai)paratus for the various tests,

{¢) Use of microscope.

I1.— Histo-Pathology.

(a) Preparation of various fixatives and staining reagents used in. Histo-
Pathological work.

(b) Use of‘the microtome.

(c) Fmbeddmg and section-cutting.

(d) Different methods of staining.

11— ch}zemts(rz/

(a) Use of a Sensative Balance.

(b) Use and calibration of Volumetric measuring apparatus.

(c)ﬁPreparatlon of standard Volumetric Solutions and accuracy in
Volumetric analysis,

(d) Principles of Colorimetry and Nephelometry.

(¢) Care and use of micro analytical apparatus.

(f) Preparation of reagents for routine biochemical analysis.

(9) Technique of routine quantitative Biochemical analysis .of blood.
Pathological fluids and concretions.

IV.—Advance Techmgques.

(a) Preparation of special media.

(b) Advanced bacteriological and serological technique with speciak
reference to identification of organisms and vacecine manufacture.

(¢) Preparation of reagents and stains.

(d) Advanced parasitological technique.

(¢) Management, care and handling of experimental animals and tech-
nique associated with their use in research.

(f) Maintenance of records.

Candidates will have lecture demonstration in such subjects as generab
Bacteriology, Immunity and Elementary Physiology.

Examinatien .will be held at the end of the whole course.
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APPENDIX 43,
- CGoursE For RADIOGRAPHERS.

Part L

Stz months” tuition followed by examination.
Elemesitary Anatomy—Skeletal bones—epiphysis in Embryo, in infancy
~ and in adults. Skull with reference to milisary Fossa, Cranial Fossa, blood
#ressel grooves fractures ; the diploe and Lumbar vertebrac—long and shoit
bones of the extremity.

Physislogy.—Elementary knowledge of the special organs of the body—
Other Brain, spinal cord, lungs and heart, oesophagus, stomach, intestines
{large and small), appendix, liver, spleen, pancreas and ductless glands.

Pathology.—Lesions of the skull—Diseases of the heart and lungs—
‘Viscerae of abdomen, bony tumours, ete.

Parr II '
Twelve months’ tuition followed by ezamination.

Radiography; Radiotherapy and Electrology suitable for- Certified
Radiological Assistants. -
History, LECTURES.

Apparatus.—Construction, wiring and assembling Valve and X-Ray
tubes, types, construction and properties. Care and control of apparatus.
- Radiography.—Radiographic technique-~Care of patients while in the
Radiographic Department. s
Dark Room.—Photography and Dark Room Technique.
Radium & X-Ray Treatment.—Superficial and Deep exposures—filters—
‘Radiation Dangers—Care of patients.while in~the Department.
Electrology.—Principles of Electrical, Light and Heat Treatment.
‘Methods of appljcation—Care of patients during treatment.
Electrocardiography.—Principle and application of the instrument.
Part IIL L
6 months’ Practical wérk in the different seetions of an Institute of
Pepartment of Radiology.
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APPENDIX 44.
Egtract from ¢-bodllet describing the functions of the Registry of Medicak
Technoloaists of the American Sociely of Clinical Pathologists.

"The Registry of Medical Technologists has established certain stand-
ards foi workers who desire to follow this vocation, and it conducts examina-
tions for those who meet the qualifications. The Technologist who is certi-
fied by the Registry of Medical Technologists is recognized by leading clinical
pathologists and well-informed physicians as having adequate .qualfﬁcatlonl
and enjoys a definite professional standing as a result of the Registry’'s recog-
nitigp.

The Registry bas been so successful ints work that it nad become] th¢
quasi-official body in this country for certifying the qualifications o
laboratory workers. Its work is heartily endorsed by the leading medica
and hospital organizations, notably the American Medical Associa-
tion, the American College of Surgeons, the American Hospital Association,
the Catholic Hospital Association, and many others, all of which commend
its aims and objectives and recommend to their respective members the ag-
ceptance of the Registry certificate as proof of the competence of & Medical

echnologist. Staff ipspectors of the American Medical Association and Ame-
rican’ College of Surgeons, in their periodic visits to hospitals, carefully
observe whether or not the workers in the clinical laboratories have Registry
certificates. The Registry, in brief, while purely voluntary and non-coercive,
is unjversally accepted as the authoritative organ for qualifying the labo-
ratory techniciansg of the United States and Canada.

The conduct of the Registry is vested in a board of six members, who are
elected by the American Society of Clinical Pathologists.

The office of the Registry is conducted by a registrar approved by the
Board, who, under the direction of the Chairman and with the aid of c}erkﬂ,
attends to the necessarily voluminous correspondence, routine business,
book-keeping, and elaborate filing system required in the management of
what has become & truly useful and important institution.

An Advisory Committee of five Medical Technologists aids the Board of
Registry in the conduct of its work. Two members of this committee are
members of the American Society of Medical, Technologists and three are
chosen from the registrants who are not members ofthe American Society

of Medical Technologists.
' Eligibility.

Applicants for the Registry examination must have graduated from am
taccredited high school or have received an equivalent education. In addition,
they must have attended a course of at least two years at a college or uni-
versity aceredited by the regional professional college association. In these
two years emphasis must have been placed on chemistry and biology.

After the necessary college credits have been acquired, the applicant
‘must have instruction for at least twelve consecutive months in an approved
training school for Medical Technologists, or an apprenticeship instructiom
of at least twelve consecutive months under a qualified clinical pathologist.

Ezamination of Applicants.

Applicants who have mét the above requirements will be permitted to
take the Registry examination. Twice a year, usually in April and October,
examinations are conducted in over 100 localities in the United States and
Canada. The examinations are in charge of clinieal pathologists, usually
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members of the American Society of Clinical Pathologists. An effort is made
to send applicants to the nearest examiners. Applicants are never assigned
to examiners under whom they have been trained, or in whose laboratory
they are employed. Under no circumstances are exemptions from the exa-
mination allowed.

The examination is divided into two parts :

1. A written examination usually consisting of ten questions.

2. An oral and practical examination during which the applicants
are asked to carry out under the eye of the examiner or his assistant certain
standard laboratory procedures, besides answering questions demons-

.trating their knowledge in Medical Technology.

The questions for both the oral and written tests are formulated by
members of the Board of Registry and sent under seal to each local examiner.
The latter then marks the results of the practical test and sends these and the
answers to the written test to the tegistrar, who in turn transmits them to
the: official examiner. By this method a fair and impartial judgment is
reached.

The practical examination and the written examination have eqml
vaiue, and a passing grade of 70 per cent. must be received in each.

Title of Registrant.

‘The certifi cate issued by the Board designates the holder as a Medical
Techtologist who is competent to render general technical service in a
clinical laboratory under the supervision of a qualified clinical pathologist,
or if workmg in a physician’s office to perform routine laboratory tests for
his patients.
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APPENDIX 45.
foH00LS POR OCCUPATIONAL THERAPISTS, PHYSIOAL THERAPISTS AND
CrinicAL LasoraTory TEROHNICIANS.
Council on Medical Education and Hospitals,
AMERICAN MEDICAL ASSOCIATION.
Essentials of an Acceptable School for Clinical Laboratory Technicians.
L.—Organization.

1. Acceptable schools for training laboratory technicians may be com-
ducted by universities, colleges, hospitals or public health laboratories.

2. The Council has promulgated standards for this type of training te
supply physicians, hospitals and prospective students with reliable informa-
tioh and for the protection of the public.

3. Responsibility for courses in hospitals should be placed on the hos-
spital administration rather than the, laboratory director. In colleges and
universities this responsibility is on the controlling board, as for other courses.

4. Resources for continued operation of the school should be insured
through regular budgets, gifts or endowments but not entirely through
_students’ tuition fees. Experience has shown that commereial schools ope-
gated for profit frequently do not adhere to proper ethical and education
standards and are, therefore, not acceptable.

5. There must be available transcripts of high school, college tork and
other credentials. Attendance and grades of students shall be carefully
recorded, by means of which an exact knowledge may be obtained regarding
each student’s work.

6. At leaéf:' two or more students should be enrolled in each class.

II.—Faculty.

7. The School should have a competent teaching stafi. The Director
waust be a graduate in medicine and a pathologist of recognized ability. He
shall take part in and be respondible for the actual conduct of the training
wourse. He shall be in daily attendance for sufficient time to supervise
properly the laboratory work and teaching.

8. In laboratory practice the enrolment shall not exceed one student
4o each member of the teaching staff. The staff should include not less than
-one salaried instructor who is a registered technician or eligible for registration
in addition to the laboratory director.

II1.—Clinical Facilsties.

9. Each student should receive practice training, adequate in kind and
amount under competent supervision, in a hospital laboratory. The hospital
should be registered by and be otherwise acceptable to the Council on Medical
fducation and Hospitals of the American Medical Association and have a
aminimum of 2,000 yearly admissions. There should be a minimum of 15,000
tests and examinations carried outin the laboratory department annually.

. 10. Adequate space light and modern aquipment shall be provided in the
daboratory department. A library containing up-to-date references, texts
and scientific periodicals pertaining to clinical laboratory work and pathology
should be maintained.
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11. Sunidiactory record systems shall be provideu for all worx carried
on in the department. Monthly and annual classification of the work of the
department should be ‘prepared.

IV.—Curriculum.
12. A. Candidates for admission should be able to satisfy orie of the

following requirements :
1. Two years of college work, including chemistry, biology and physics
from an accredited college or university.

2. Graduation from a school of nursing recognized by the state board
of nurse ¢xaminers, and in addition college chemistry.
B. The course of training shall be not less than twelve months in duration
and shall include the following divisions :

1. Biochemistry. 4. Parasitology.
2. Hematology. 5. Histologic technic,
3. Bacteriology. 6. Serology.

The instruction shall include : - o
1. Text assignments, 3. Demonstrations.
2. Lectures. 4. Quizzes. ‘
5. Examinatjons—written, oral and practical.

V.—Ethics.

13. Exhorbitant fees and commercial advertising shall be considered
unethical.

14. Schools conducted primarily for the purpose of substituting students
for paid technicians will not be considered for approval. '

ESSENTIALS OF AN ACCEPTABLE SCHOOL FOR PEYS1CAL THERAPY TECHNIOIANS.
1.—Organization.

1. A school for physical therapy technicians should be incorporated as
or under a non-profit institution. Its board of trustees should be composed
of public spirited men or women having no financial interest in the operations
of the school. The trustees should serve for fairly long and overlapping terms,
If the choice of trustees is vested in any other body than the board itself,
that fact should be clearly stated. Officers and faculty of the school should
be appointed by the board.

2. Affiliation with a college, university or medical school is highly
desirable but is not an absolute requirement.

. I1.—Faculty.

3. The school should have a competent teaching staff, graded and orga-
nized by departments. Appointments should be based on thorough education
and training and successful teaching experience. Nominations for faculty
positions should be made in accordance with academic custom. The staff
should include ngt less than one qualified salaried instructor and in each
institution where- practical training is carried on not less than one qualified
physical therapist. The question of full-time and part-time appointments
is not as important a8 the qualifications of the instrictors, who should be
specialists or exceptionally well srained and well qualified in the lines they
are teaching.
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11— Plasi.

4. The school should own, or enjoy the use of, buildings sufficient io size
to provide adequate lecture rooms, class laboratories and administration
offices. Adequate equipment should include anatomic charts, manikins,
“models, streopticons and other aids to ei\icctive-teaching. It is suggested
that dissecting materials should be provided to enable cach student to dissect
or have the benefit of demonstratian of dissection of at least the lateral half
of the human cadaver. Skeletons-and disarticulated bones should be sup-
plied. There should be a library receiving regularly all the scientific periodi-
cals pertaining to physical therapy, current numbers of which should be
easily accessible to the students.

IV.— Clinical Facilities.

5. Provision should be made for each student to receive practice training
adequate in kind and amount under competent supcrvision in physical therapy
in a hospital or other institution acceptable to the Council on Medical Educa-
tion and Hogpitals of the American Medical Association.

V.—Resources. ~

, 6. Experience has shown that a modern school of physical therapy
es1not as a rule be maintained by the income from students’ fees. No physical
therapy school, thercfore, should expect to secure approval which does not
have & substantial income in addition to students’ fees.

VI1.—Adminsstration.

7. There should he careful and intelligent supervision of the entire school
by an executive officer who, by training and experience, is fitted to interpret
the prevailing standards in physical therapy education, and who is clothed
with sufficient authority to carry them into efect.

8. There should be satisfactory records, showing conveniently and in
detail the credentials, attendance, grades and accounts of the students, by
means of which an exact knowledge can be obtained regarding each student’s
work. Except for good cause, such as for illness, no credit should be given
for any course when the attendance has been less than 90 per cent. of the full
time.

VIL—Requirements for Admaission.
9. Candidates for admission should be able to satisfy one of the following
requirements : -
(a) Two years or sixty semester hours of college, including courses in
physics and biology.
(6) Graduation from an accredited school of nursing.
(¢) Graduation from an accredited school of physical education.

Courses in general] physics, chemistry and biology are highly recommended
for all who seek to enter training in physical therapy.

10._The admission of students to the physical therapy school must
be in the hands of a refponsible committee or examiner, whose records
shall always be open for inspection. Documentary evidence of the student’s
pteliminary education should be obtained and kept on file. When the phy-
gical therapy school is an integral part of the university, this work usualiy
devolves on the university examiner.
H1342HSDC 18
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11. Advanced standing may be granted to students for work done in other
acceptable physical therapy schools or hospital departments, provided the
entrance requirements and other essentials herein set forth have been complied
with. Official verification of the student’s previous physical therapy work
should be obtained by direct correspondence with the schools previously
attended, and his preliminary qualifications should also be verified and re-
corded the same as for first-year students. -

12. Complete physical cxaminatien of each student admitted should be
conducted under the auspices of the school.

VIII.—Publications.

13. The school should issue, at least annually, a bulletin setting forth the
-character of the work which it offers. Such announcement should contain
a list of the members of the faculty with their respective qualifications.

IX.—Minimum Curricelum.

‘ Hours
—~ A —
Subjects. Theory Lab. & Practice
N training.
SAnatomy (including applied anatomy, demonstration on
cadaver and lecture) .. .. .. 210
- Clinical practice .. .. .. . .. 400
" Electrotherapy .. .. .. .. .. 30 45
Ethics and administration .. .. .. .. 5 ..
Hydrotherapy .. . .. N .. 5 15
Massage .. .. .. .. .. .. 15 45
~Pathology . . - . .. 30 ..
+Physiology .. . .. .. 30 - 45
‘Principles of physical therapy as applied to :—
Medicine . .. . .. .. 15 30 -~
Neurology .. .. .. .. . 10 15
Orthopedies .. .. .. .. . 15 30
Surgery (including surgical observation) .. . 15 30
“Psychology . .. .. .. 15 ..
‘Therapeutic exercise . .. . .. 30 75
Electives . .. .. .. . 45
Total 1,200 hours .. 470 730

Suggested electives : asepsis, bandaging, first aid, history of physical
therapy, hygiene, joint measurements, office routine, occupational therapy,
records, social service.

All subjects should be taught by qualified teachers.

Length of course : Not less than nine months.

ESSENTIALS OF AN ACCEPTABLE SCHOOL OF OCCUPATIONAL THERAPY,
1.—Organization.

1. A school of occupational therapy should be incorporated under the
laws regulating associations operated not for profit. The control should be
vested in a board of trustees composed of public spirited men or women having
no financial interest in‘the operation of the school. The trustees should
serve for fairly long and overlapping terms. If the choice of trustees is vested
in any other body than the board itself, this fact should be clearly stated.
Officers and faculty of the school should be appointed by the board.

2. Affiiation with a college, university or medical school is highly desir-
able but is not an abselute requirement.
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3. Bchools of occupational therapy should not be operated by hospitals
independently. It is understood, however, that hospitals are needed ‘for
practice training in the several branches of occupational therapy as required:
under clinical affilistions.

I1.—Resources.

-

Experience has shown that an adequate school of occupational therapy:
«cannot be maintained solely by the income from students’ fees. No occupa-
tional therapy school, therefore, should expect to secure appfoval which does.
not have a substantial additional income. ’

III.—Faculty.

The school sheuld have a competent teaching staff, graded and organized
by departments. Appointments should be based on thorough education and
training and successful teaching experience. The staff should include no
less than one regular salaried instructor and one registered occupational
therapist. The question of full-time and part-time appointments is not as
important as the qualifications of the instructors, who should be specialists.
or exceptionally well trained in the lines they are teaching. i

IV.—Plant.

1.. The school should own, or enjoy the use of, buildings sufficient in size
to provide adequate lecture rooms, class laboratories and administration
offices. Equipment should be adequate for efficient teaching in the various
departments.

»

2. A librayy containing standard texts and leading periodicals in eceu-
pational therapy should be provided.

V. —Addministration.

1. Supervision.—There should be careful and intelligent supervision of
the entire school by the dean, director or other executive officer who, by train-
ing and experience, is fitted to interpret the prevailing standards and who is
clothed with sufficient authority to carry them into effect.

2. Records.—There should be a good system of records showing conve-
niently and in detail the credentials, attendance, grades and accounts of the
students, by means of which an exact knowledge can be obtained regarding
each student’s work. Schools should require that students be in actual
attendance within the first week of each annual session and thereafter. Except

for good cause, no credit should be given for any course when attendance has
been less than 80 per cent.

8. Credentials—The admission of students to the occupational therapy
school must be in the hands of a responsible committee or examiner, whose
records shall always be open for inspection. Documentary evidence of the
student’s preliminary education should be obtained and kept ont file. When
the occupational therapy school is an integral part of the university, this work
usually devolves on the examiner or registrar.

4. Advanced §tanding.—At the discretion of the administration, ad-
vanced standing may be granted for work (or experience) require in the occupa-
tional therapy curriculum which has been done in other accredited institutions,
‘Official verification of previous work (or experience) should be obtained by
dj.recf1 correspondence. Preliminary qualifications should alse be verified and
recorded.

1BA



“ BusNumber of.students.-——The number of students admitted to the training’
course:should not be excessive. Tn practicsl work of a laboratory nature
the number of students that can be adequately supervised by a single ins-
tructor is, in general experience, about fifteen : in lectures the number may
be much larger A close personal contacb between students and members
of the teaching staff is cssential. N

6. Discipline.—All training schools reserve the right to drop a student
at any time for any cause which the school authorities deem sufficient.

7. Publications.—The school should issue, at least biennially, a bulletin
sotting forth the character of the work which it offers. Such an announcement
should contain a list of the members of the faculty with their respective quali~

fications.
VI.—~Clinical Affilations.

1. No'student should be eligible for entrance into clinical training untit
she has satisfuctorily completed at least one academic year, equal to thirty
semester credits, fifteen of which should be in-biological science, social science,
theory- of occupatlonal therapy and clinical subjects and fifteen in therapeutje
occupations.

2. Hospitals or institutions affiliating for clinical training should be
-carefully judged by the board of directors of the school concerned and be ac-
cepta'ble to the Council on Medical Education and Hospitals and should not
be coisidered eligible for training of students unless the director of the occu-
pational therapy department is a competent occupational therapist qualified
to handle students.

3. The occupational therapy dircctor of cach training department should.
be considered a member of a special committee on the tralmng school staft
and at all times be in close contact with the director of the school.

4. A well defined programme of lectures, clinics and staff meetings
should be offered by the hospital to each group of students.

5. Written records, case studies and examinations should be required of
each student. Students should obtain satisfactory rating in clinical training
before a diploma is granted.

6. Uniform written records specially covering the student’s personal
adjustment as well as general ability should be kept by the occupational:
therapy director of each department, regular copy of which should bé sent to.
the school at frequent intervals and all re ports filed in the individual student’s
record at the school.

VII.—Pre-requisites for Admission.

1. Age.—The admission of candidates should be governed by the fact
that it is required that cach student be not less than 21 years of age at gradua-

tion.

2. Education.—All candidates must furnish proof of having completed a
high school education or its equivalent. Equivalent of high school should be-
-adjudged and recorded by the admissions committee of the school. In addi-
tion, all candidates except those for the degree course, must have had at
least one year and preferably two ycars of farther accretlited education or
successful professional training or experience.

Candidates for admission to training course in a college or university
which is combined with work leading to a bachelor’s degree should be required.
to comply with the regular entrance requirements of the institution congerned.
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3. Character.—All candidates should be required to present evidence of
-good character and general fitness, the evidence of which should bé investi-
gated and duly- weighed by the school concerned. .

4. Health.—All students should be given a medical examination under
the supervision of the school as soon as practicable after admission, and this
examination should be repeated annually. The first examination, at least,
should include a truberculin test followed by a roentgen examination of the
«chest when indicated.

VIIL.—Curiiculum.

1. 'Length of course.—The minimum length of the course should be
twenty- ﬁve calendar months (100 weeks) of full-time’training. The course
should include not less than sixteen months (sixty-four weeks) of theoretical
and technical instruction and not less than nine months (thirty-six weeks)
of hospital practice-training under competent supervision-: all as set forth
in detai! in succceding sections.

9. Distribution. of Time.—The two years devoted to- theoretical and
technical training should include not less than sixty semester hours, of
which not less than thirty semester hours should consist of didactic instruc-
tion and not less than twenty-five hours of technical instruction in therapeutlc
-occupations.

. (@) Theoretical.—The hours devoted to theoretical training should be
-still further subdivided as follows :—

Semester hdues,
‘{‘l) Biologic Sciences to include :

Anatomy Y

Kinesiology |

Neurology

Physiology L

Psychiatry

Paychology

{2) Sdcial Sciences to include : -

Sociology . ]

Delinguency and Crime . .. .. . &

Social and Educational Agencies |

£3) Theory of Occupational Therapy fo include :

Interpretative courses covering the principles and practice of
occupational therapy in reﬁtxon to orthopaedics,
pediatrics, tuberculosis, psychiatry, general medxcme,
surgery and other special fields .

£{4) Clinical Subjects to.include : Py

Blindness and Deafness .. .. .. : .. oD

Cardiac Diseases

Communicable Diseases (mcludlng ba,ctenolog'y if this sub]eet 18
not-given elsewheroe).

General Medical and Surgical Conditions

Orthopaedics .. .. . .. .

Tuberoulosis .. . e .. .. o

{5) Electives .. .. .. . .. 3

Total .. 30

- (b) Technicel.—Because of the increasing demands of the medical pro-
fessions for qualified therapists trained in spec"ﬂ fields applicable to the
.education and traiming of disabled persons as well as to the treatment of the
sick, therc must be a certain amount of flexibility in technical requirements.

Concentration may be in the field of Therapeutic Arts and Crafts, in some
branch of Educational Therapy, or in Recreational Therapy.
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A minimum of thirty semetser hoursyshould be devoted to technical
training.* The major portion may be -allotted to concentration in one field
and, in this case, survey courses should be’given in the other fields.

“* (1) The Field of Therapeutic Arts and Crafts to includer

Design,
Leather,
"Metal.
Plastic Arta,
Textiles.
Wood.

(2) The Field of Educational Therapy to include :
Adult Education,
Fine and Applied Arts,
Home Economics.
Hospital Library Management.
Primary and Secondary Education.
{3) The Field of Recreational Therapy to include :
Dramatics.
Gardening,
Music.
Physical Education.
Social Recreation. . -

Advanced standing may be givep to students already qualified in one
or more branches of the three fields. Such persons may then be given survey
courses in the other fields of concentration, and practice in the application
of their speciality to the treatment of disabled persons.

(c) Clinical Affiliations.—The time devoted to hospital practice-training
shall be not less than nine months spent in the following types of hospitals:—

Mental hospital .. .. .. . .. Notless than two months,
Tuberculosis sanatoriums or services . .. Not less than one month.
.General hospitals . . .. .. Not less than one month.
Children’s hospitals or services . . .. Notlees than one mcith.
Orthopaedio hospitals or services .. .. -. Not less than one month.

The remaining three months optional. :

The Council acknowledges the splendid cooperation extended by the
various schools included in the study and also the help of the officers and
Educational Committee of the American Occupational Therapy Association.
The Council will continue actively in the promulgation of high standards for
schools of pccupational therapy. Periodic re-examination of the approved
schools will be made and revisiohs of the list will be published as indicated.
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ATPENDIX 4s6.
Course or TRAINING REcoMMENDED FOR REsearca Work:

1st year (intern year).—Act as demonstrator and assist in class la
ry preparations ; take such supplementary courses in pure or applied science
as individuals may require.

2nd year. Junior assistant.—Assist in preparing class demonstrations ;
assist in research ; participate, in rotation, in departmental routine ; puild up
personal reference files and nates for teaching, through historical reading §
prepare reviews for seminars.

3rd year. Assistant.—Supervise demonstrators ; assist in demonstra-
tions ; give stated lectures ; assist in class examinations ; participate, in rota-
tion, in departmental routines ; assist in research in association’ with others ;
undertake independent research ; continue historical reading and the build-
ing up of reference files and notes ; assume responsibility for routine reporting
on ocurrent literature in one field.

4th year. Senior Assistant.—Supervise junior assistants ; give stated
demonstrations and lectures ; adsist in professional or final examinations;
complete rotation in departmental routines and in taking charge of seminar
programmes ; carry out independent research ; complete preparations of per-
gonal reference files and notes for teaching ; prepare lists of equipment,
apparatus, etc., with addresses of suppliers, prices, etc. ; prepare a budget.

During the period of training, provision should be made for trainees to
acquire a working knowledge of biomathematics, languages (e.g., French,
Germsan and basic Latin) and library methods. Opportunities should be de-
veloped to ensure contacts with workers in other fields of medicine and- other
faculties ; to promote reading of current events and non-medical literature;
to ensure acquaintance with industrial, agricultural and Government proces-
ses and organization so as to develop a general understanding of contempo-
rary life and of the place and potentialitl'es of medicine ; to develop team work,
discipline and leadership ; service in a medical O. T. C., participation in athle.
tics and in various societies should be required or encouraged. In'practice,
it may be found expedient and economical to arrange for instruction in sub-
jects of more or less common interest for groups of trainees from different
, fields of study.

Special Advanced T'raining.—Arrangements should be made to enable
outstanding trainces to go abroad to work with an acknowledged master, in
their respective fields of study, for at least one year and to visit wokrers in
other countries and in other universities on completion of their period of
study. Thisshould be regarded as part of the training necessary to develop
the very best men. It also provides a basis for future international coopera-
tion and raiges the standard of endeavour to an international, rather tham
parrow national, level.

The Frelds of Training.—In view of the advances made in both the pure
and applied aspects of medicine, and opportunities for advancement result-
ing therefrom, as well as new problems which they have created, it is
suggested in'connection with the teacher training programme that the
following teaching fields be covered :—

A trainee would be expected to cover the subjects under one main field
(indicated by Roman nuntbers), but in the case where there are positions avails
able for specialization within a ficld (e.g., lectureship or professorskip in bac-
teriology or parasitology in the field of microbiology) the trainee would spend
further time on the speciality.
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I.—Anatomy :—
(a) Anatomy—
{z) Histology,
(43) Descriptive Anatomy,
(i¢s) Neural Anatomy,
() Racial Anatomy,
(v) Anthropology.
() Developmental Morphology—
(¢) Embryology and genetics,
(¢%) Pos tmatal growth, maintenance and repair,
(#32) Decline and degeneration.
11— Physiology :—
(¢y Systemic Physiology,
(i) Human (or organism) Physiology,
(747) Biostatistics.
HI.—Biochemistry :—
(a) Biochemistry proper—
(7) Physical Chemistry,
(¢€) Organic Chemistry,
(72) Physiological Chemistry.
(b} Normal Nutritios.
v —-—Phannacoloqy —
' (¢) Experimental or normal Pllarmacolocry,
-(#7) Therapeutics or Pathological Pharmacology,
{14ty Pharmaceutical Chemistry,
() Chemotherapy.
V.—Pathology :—
(a) Pathology proper—
(7) Morbid Anatomy and HlStOlOUY,
(79) Experimental Pathology,
(#13) Clinical Pathology.
{b) Forensic Medicine.
{¢) Microbiology—
(?) Parasitology and Medical Zoology.
(%) Bacteriology,
(¢%) Immunology and Serology,
(#v) Mycology.
V1.—Clinical Medicine :—
{a) General Medicine—
{7) Communicable diseases.—
(@) Malariology,
(b) Other Vector spread diseases,
{¢) Non:vector spread diseases—
tuberculosis,
venereal diseases etc.
{#z) Metabholic diseases,
{#41) Cardio-vascular diseases,
{iv) Respiratory diseases,
{v) Diseases of the digestive system,
(vi) Digeases of haematopoioetic {blood forming) sys
{vit) Diseases of the ductless glands (endocrinology),
(viiz) Dermatology (diseases of skin),
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VII.—Neurology and Neuro-Surgery
VIIL.—Psychiatry.
IX.—Surgery. .—
{1) General Surgery (including abdominal surgery).
(#6) Orthopaedic Surgery,
(#44) Chest Surgery,
(2v) Surgery of ear, nose and throat,
(v) Ophthalmology,
{(vt) Reconstructive (Plastic) Surgery,
(vi¢) Genito-Urinary Surgery.
X.—Anaedhetics.
" XI.—Diseases and conditions peculiar to women,
Obstetrics,

(2)
I Gynaecoloo'y.
XII.—HBaediatrics.

XII.—Radiology, : —
1) Radiation and Physxotherapy,
1) X-Rays,
(#44) Radium.
XIV/~Prophylactic Medicine :—
a) Epidemiology and Vital Statistics,
b) Social Patholegy,
{(c) Hygiene—
(#) Health Education,
(i1) Control of Distases—
a. communicable,
b. nutritional,
c. mental.
{d) Public Health Administration,
{¢) Maternity aud Child Welfare,
-{f) School Health,
{9) Occupational Health—-

(?) Industrial,

(%) Agricultural,

(r) Puplic Health Engineering.
XV.~Social Medicine.:—

(7} Applied Epidemiology,

(1) Social Pathology,

(#97) Social Surveys,

(tw) Social Experiment,

(v) Study of Health per se.
XVI.—History of Medicine.
XVI1.—Csllegiate"School of Nursing :—-

(1) Vocational Nursing,

(#) Public Health Nursing,

(¢i7) Nursing Admlmstrauon,

(tv) Nursing Kducation,

() Nurslnﬂ ne,carcl & Experiment,

XVIIT.—Dentol ﬂfﬂrivcwe

Trainees must be provided with an adequate stipend throughout tbeir
course of training, all teachers’ must- be fall-tiic’ employeés.
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APPENDIX 47.

THE NEED FOR AN INsTiTUTE OF THE HISTORY OF MEDICINE
IN INDiA,

Henry E. Sigerist.

It is no longer necessary to stress the value of studies and of academio
instruction in the history of medicine. Since 1905, the year when the Leipzig
Institute was founded by Karl Sudhoff, one country after another has de-
veloped similar institutions. They became cultural centres from which
the field of historical studies was broadened cofisiderably and medicine was
greatly enriched. ¢

A survey undertaken in the United States in 1937 revealed that courses
in the subject were offered in 54 of the 77 medical schools then “existing'.
It must be admitted, however, that in the majority of these schpols the
standard of instruction in medical history was far below their general dcademio
standard, and that only very few of them engaged in serious research. \Never-
theless, the mere fact that 70 per cent. of all medical schools-thought i\ advis-
able to include medical history in the curriculum shows that the signiicance
and possibilities of the subject have been recognized.

L

In a country such as India a centre of studies in the history of x‘),odi-
éine is more nocessary than anywhero else, because in Tndia ancient and
mediaeval medicine are still alive and are practised on a-largs scale. % is
no exaggeration to say that the overwhelming majority of the people of
India receive medical care only from indigenous practitioners. They eifjer
follow the principles of the Ayurvela—the Science of Longevity—as it {e-
veloped in the Atreya school of Brahmin doctors over two thousand ye
ago or they are adepts of the Unani, or Greek school of medicine whi
actually is Arabo-Persian medicine— to mention only the, two major syste

The fact that indigenous medicine plays such a very important part ii
the life of the Indian people is frequently minimized or even igrored. An
yot it represents a very tangible reality that must be faced openly when—\
ever plans are elaborated for improving the health conditions of the country
particularly_ since its popularity is growing rather than diminishing,
New indigenous schools are being founded. They are subsidized by the
government in several provinces. The Osmnania University of Hyderabad
‘has a Medical College which is a Unani Medical College. The Medical Prac-
titioner’s Act of Bombay of 1938 admits graduates of indigenous schools to
- the Medical Register. :

At first sight it seems strange that these ancient indigenous systems are
able to compete with modern scientific medicine. It was not strange in
the 17th and 18th centuries when the two worlds first entered into contact.
At that time European medicine was developing new theoretical foundations
but in practice, in the treatment of disease it was hardly more effective than
Greek, or Hindu, or Arabic medicine. But today ¢ Nobody can deny
that scientific medicine during the last hundred years has made tremendous
strides. Bacteriology and immunology have permitted us to combat com-
municable diseases most effectively and to eradicate many of them. Modern
surgery is able to save thousands of human lives that would have been lost

-

1- Bulletin of the History. of Medicine; 1939, 7 : 627-662.

\
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only fifty years ago. Pediatrics, more, than any other branch of medicice,
is responsible for the decrease of death rates and for the greater fife expec-
tancy. The treatment of internal diseases, fora lomg time the step-clild of
medicine, has greatly progressed also. The discovery of hormones and
vitamines made it possible to attack certain diseases at the root, and in the
last few years the sulpha-drugs and penicillin have proved to be formidable
weapons in the treatment of many formerly deadly diseases. How then
was it possible for indigenous medical systems to survive ? .

The reasons are not difficult tofind. India with its 19 Univeisity Medi-
cal Colleges and 19 Medical Schools has produced physicians trained in scienti-
fic medicine, but not enough of them. It is impossible for 55,000 doctors
to give medical care to a population of nearly 400 million, particudarly since
economic necessity forces ‘the majority of doctors to practise in the cities,

*while 90 per cent. of the people live in rural districts. The sick villager
therefore, has hardly any choice ; if he wants Relp and advice he must bave
recourse to an indigenous practitioner.

There are Rural Dispensaries operated by the provincial or local govern-
mwents, staffed with scientific doctors. These dispensaries, however, are as
& rule very poorly equipped ; the doctor sees hundreds of patients overy
day, so that he has not the time to examine the sick and to treat him indivi-
dually. He can at best practise a primitive type of first-aid and bottle
medicine ' which are hardly apt to demonstrate the superiority of Western
medical gcivnee. The salary of the dispensary doctor, moreover, is so miser-
ably small, that he is forced to make a living through private practice. But
the average villager is too poor to pay for his services and to purchase Lis
imported chemical drugs. And so the sick call on the indigenous practitioner
who himsclf is a villager, whose drugs consist of native herbs that are cheap,
and whose theoretical views conform with the religious views.of the patient.

The indigenous systems of medicine, both Ayurveda and Unani, are
strongly philosophical in outlook, although their original character has
degenerated in many ways. The theory of the three elements in one, of
the four humors in the other, are attempts to visualize the organism as a
microcosm and to place it into relationship with the macrocosm of the uni-
verse. Hindu philosophy as it erystallized in the gystem of the Tantras,
looks at the human body and at the universe as a manifestation of divina
substance and energy, a concept the elements of which ecan be traced back
to Vedic traditions. The three elements wind, bile, and phlegm are symbols
of the acrial; fiery, and liquid forces of life-enurgy. Throughout its history
Ajyurvedic medicine was an attempt to interpret the phenomena of life and
death, of health and disease, philosophically.

Unani medicine, on the other hand, through the Persian and Arabic
tradition goes back to Galenic, Hippoeratic and Pythagorean views. and
having passed through the filter of Avicenna, it acquired many elements
of Aristotelian philosophy. -

Indian culture is deeply imbued with philosophy, and this is why not
only illiterate villagers but highly educated men sometimes prefer the indi-
gonous systems to scientific medicine and rise to their deferce. They claim
that the medicine that cage from the West is too mechanical, that it is soul-
less, that it has no philosophy, that it is foreign to Tndian thought, while the
indigenous systems are deeply rooted in the religious and philosophical
traditions of the country, and ropresent one aspect of the general attitude
towards nature and man.



206

There is ahother most powerful force that is backing the indigenous
systems of medicine, Indian nationalism. The country is in a period of
transition. After centuries of stagnation the people of India are awaken-
ing to new life and look into the future. A regular Rennaissanceis taking
place. A nation which had developed a great civilization at a time when
we in the West were still savages, which for certain historical reasons too
<omplex to be discussed here declined, is now reasserting itself.

» At such a historical moment the people look back with pride to their
cultural hevitage. It is the common ground on which they stand. The
classical litetature is published in new editions. The cinema instead of
filming gangster stories revives Sakuntala. Ydung girls dye their palms
and soleg, with henna and re-enact old dances. The country’s archaeo-
logical remains' are carefully proserved, tactfully restored, and visited by
thousands. Hindus and Moslems, Sikhs and Parsis alike admire the paints
ings of Ajanta, the sculpturts of Elefanta, the temples of Madura and the
palaces of the Mogul emperors. They justly feel, beyond communal lines,
that they are theirs.

And when it comes to medicine, they remembet their history also. Just
as we look to Hippocrats as the father of medicine, they look to their, own
classies to Caraka, Susruta, Vagbhata who collected and preserved the
medical lore of their time ;. or to the classics of Arabic and Persian medicine
who in the carly Middle Ages had assimilated, enriched and systematized
the Greek tradition and were far ahead of their colleagues in the West.
Indians remember with pride that in the 3rd century B. C. Asoka, the
great Buddhist Maurya king had provided medical services for rich and
Jpoor, for men and animals, througiiout his empire ; that he had hospitals
built in town and country, for men and animals, at a time when there was
not a single hospital in the Western world.

- This great medical tradition is not dead. It is alive like the Vedas, the
Upanisads or the immortatl Meghaduta, like the Qoran, the Bustan and the
Gulistan, It i3 no wonder that India rcasserting itself is backing up its
own gysiems of medicine.

11,

So far, so good—but medicine Js neither poetry nor philosophy. It is
& craft, a techne as the Greeks calledrit, with an eminently practical pur-
pose. Its goal in cvery country is the same, namely to promote the people’s
‘health, to prevent disease, to restore health when it has broken down, an.d
whenever necessary, to rehabilitate the former patient so that he may remain
4 useful member of society.

The question natirally ariscs : have the indigenous systems succeeded
in establishing a high standard* of health in India? The question can be
answered scientifically becausc hoalth conditions can be measured and
¢an be expressed in figures. When we consult these figures and find that
in 1937 the general death rate was 224, the infantile mortality rate 162,
and the average life expectancy only 27 years, we must conclude that health
conditions are very bad in India today, infinitely worse than in countries
that have universally accopted scientific medicine.

1t is well known that health conditions are determined not only by ike
status of medicing but also by the gencral standard of living—which 1n
India is extremely low. When people have not enough to cat, constantly
stffer from malnutrition and live in a poor sanitary environment they are
always threatenéd by discase and have little resistance to offer. Scientific
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medicine, however, -has forged weapons with which it is possible to eradi-
cate diseases even under poor living coudmons The numerous digeases
carried by water and food can be brought' under control by gencral public
health mcasures. The .various methods of immunization permlt the pre-
vention of discases which today still take a heavy toll of life in India, and
the new methods of treatment can save thousands of human lives that would
be lost otherwise. The incidence of malaria, India’s great curse, could be
reduced conmdembly if the doctors had enough auxiliary personnel avail~
ablo that they could steer and guide.

If Indians take a historical attitude toward their indigenous systems of
medicine, they will be justly proud in realizing what a great advance these
systems reprosonted af theis time, in apitiquity and the Middle Ages. They
brought many. effective drugs to the peoplp, many valuable dietetic and
even surgical treatments. But Indians will also realize that conditions.
have greatly changed. The new science that developed from the 16th cen-
tury on creatud a new foundation of medicine, a new anatomy, physiology
und pathology on the basis of which new systems of public health and of
ehmcal medjcine could be developed with infinitely more effective methods
gf prevm'txon and gure,. The theory of medicine, the views we haye of the
eapses and mechamsms of disease arc not a luxury but determine our actions.
The concepts of wmd bile and phlegm or of blood, phlegm, yellow bile and
black bile rcpresent{d useful working hypotheses at their time, but the new
science has demonstrated that the actions attributed to them are the rcsult
of speculation and do not correspond to a reality, while it is possible to ex-
plain the plienomena of health and disease with concepts' of biology, physics
and chemistry in an infinitely more satisfactory way, one that permits testing
in experiments and has led to «brilliant practical results.

Indians, therofore, who have the welfare of their people at heart, .who
yant them to live without being constantly fettered by the bonds of dis-
ease, cannot but accept scientific medicine and work to promote it and to
see it applied on a nation-wide scalo so that it 1 may reach every smgle village.
It, of coursy, is not easy to apply modern science toone field of human cn-
deavour while other basic functions of social life such as agriculture and
industry remain mediaeval and women are kept in purdah And this raises
the question : is it at all desirable for a nation to accept science and technology
or would it be better for the pcople to remain static, to live poor and content-
ed, bearing sufferings with resignation, leading a contemplatlvc life and hop-
ing for a better lot in the hercafter ! The question seers ]ﬁstlﬁbd in view
of the evil use that has been made of science in recent years. It is futile,.
however, because there is no ¢hoice. No nation can expect to survive in
the present world as a nation unless it accepts science with all its implications.
And science in itself is neither good nor evil.” Itis an instrumentin the hands.
of man, and it is he whe is good or evil. '

India, after centuries of stagnation, is awake today and has expressed
its determination to free the people from age- -old bonds. Thousands of
young men and women are flocking to the universities, hundreds of them
travel abroad for post-graduate study. Already India has produced physi-
cists, chemists and biologists of world renown. Industries are being de-
veloped The great rivers dammed by engineering skill, will produce water
for irrigation and power for new industries that will absorb the rural surplus
populatlon India possesses the manpower and natural resources needed
to make it a prosperous country in which the people will be free to produce
new cultural values aé they did in the past. This may seem Utopian in.



‘wiew of the many traditional barriers of caste and religious taboos that tend
to divide the people, but the example of other countrics has shown that how-
ever rigid the traditional superstructure may appear, it breaks down very
rapidly where there is a strong popular movement- that attacks the basie
elements of economic and social life.

In the same way scientific medicine must be developed. Promising
beginnings have already been made and plans are elaborated,for the future.
The line to be taken is clear. The country needs more and better trained
personnel, researchers, teachers, doctors and legions of auxiliary personnel.
1t noeds riore and better equipment.  And it néeds first of all a system of
health services that will make {ull use of the personnel and equipment avaii-
able and will bring it into the reach of everybody.

Scientifically trained doctors will gradually replace the indigenous practi-
tioners. The argument that indigenous medicine is cheaper will no longer
hold, because medicine will not be a service that is sold to the people in the
open market, but a public service to which they are entitled, one that is
financed on public funds. Similarly the argument that indigenous .drugs
must bo preserved because they arc within the financial means of the villager
will vanish, because drugs will not be sold but distributed to those who
need them, and the development of a state-owned and operated pharmaceu-
tical industry will considerably reduce the cost of production of modern scien-
tific drugs.

Such a development will obviously take a long time, and meanwhil®
the country will continue to have tens of theusands of indigenous practi-
tioners, registered and non-registersd, trained in schools and trained through
apprenticeship. It would bo worthwhile to study whether these practition-
ers could not bo used during the period of transition as auxiliary personnel.
In gome of their schools students are given a sprinkling of scientific medicine,
and while it is obviously impossible to combine modern medical science with
ancient and mediaeval theories, it should bo possible to train these students
for a few specific functions such as the combating of malaria, vaccination
and other immunizations, the supervision of wells and latrines and other
public health measures.

111
It seems to me that in such a period of transition an Institute of the
History of Medicine could play a very important part. -

The Goveinment of India plans to establish a National Medical College,
a model medical college that Would become a national centre of medical
research and a training ground for highly qualified physicians, specialists,
and academic teachers. This undoubtedly is an excellent plan that will give
a tremendous stimulus to the development of medicine in India and will
raise the standard of medical education and conscquently of practice.

The opportunity of creating a new school is one that occurs very rarely
and presents great opportunities that should not be missed. It is extremely
difficult to modernize an old school that is burdened with the weight of a
great tradition. A business enterprise that does not keep abreast of the time
soon collapses, but out-modsd universities may tarry on indefinitely, much
to the detriment of the country.

Whoever founds a new medical college today must be fully aware of the
changes that have occurred in medicine and society and of the social and
economic structure into which the products of the college, the physicians,
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will have to fit. It would be‘a mistake therefore merely to -copy a British
or American -pattern. When the Johns Hopkins School of Medicine was
opened in Baltimore in 1893 it was neither a replica of a British, French or
German school. It had taken over elemients of the various European systems
but had blended them to form a new pattern that was in many ways better
than the existing ones, and this is one rcason why the school became so
influential. _

India is neither Britain or America. It is a fropical country, and its
social and economic structure is totally different. And while the medical
science in which students are instructed is basically the same all over the
world, the application of this science varies a great deal. In small countries
such as Switzerland or Holland theg problem of Yural medicine hardly exists
bocause cities are never far away and hospitals and specialists can be réached
easily. In-tomorrow’s India the great majority of all doctors must be scien-
tifically well trained physicians prepared to.practise in rural districts-among
poor people under an organized system of medical services. But they will
have to be mors than mere thelapists ; they will'have to be teachers and
social workers, leaders and friends of the people, leading them to a healthier
and happier life. An Institute of Social Medicine should, therefore, be
considered.

The new college, I am well. aware, intends to be primarily a centre of
sesearch and a training ground for spocialists and teachers. It is just for
that reason that it should emphasize the social aspdcts of medicinc. Re-
search is needed not only in the science but also in the sociology of médicino—
and ih India perhaps more than anywhere else. It is a fallacy to helieve
that the application of scientific results takes care of itself. It does not,
as we have found in every country, and the most brilliant discoveries are
wasted unless they can be applied on a mass-scale. The teachers who will
come from this college, on the other hand, no matter whether thoy are physio-
logists or surgeons should all carry that social outlook into whatever col-
leges they may be called. The National College will set a new pattern oft
medical education in India, one that undoubtedly will be followed by the
other schools.

Similarly, since India is confronted with the problem of indigenous
medical systems and will be so far a long time, an Institute of the History
of Medicine could greatly help to clarify tho situation, and I should like to
outline briefly what I would consider the major tasks of such an Institute.

The history of medicine is both history and medicine. It is a historical
discipline like the history of art or the history of philosophy. It helps to
give us a more complete picture of the history of civilization, becauss it is
obviously not unimportant to know what diseases affected the people in
the past, what they did not protect and restore~their health and what
thoughts guided their action.

But the history of medicine is also medicine. By analyzing develop-
ments and trends it permits us to understand a situation ore clearly and
to act more intelligently. We all know that success or failure of our
medical work depend. not only on the scientific knowledge we possess but
also on a great variety of other non-medical factors, on economic, social,
religious, philosophical, political factors that are the result of historical
developments.  Unless we are aware of them and understand them many
of our efforts will be wasted.
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.An_Institute of the History of Medicine in India will devote_ its re-
searches pnmarlly to the history ef Indian medicine and of modicine in
India, from the Vedic period to our days. It will investigate the medical
heritage of thecountry dispassionately and critically, not in order to prove
a point, It will endeavour to reconstruct and envisdge the medical past
of India from the perspectlve of history, in relation to and as nurt of the.
general civilization of the various periods.

In order to beable to write history -the historian must first proceed
analytically investigating and interpreting ‘historical sources which in
many cases have to be made available first. The chief 1nedjco-historical.
sources are toxts and the Indian medical literature. still requires a great.
deal of purely philological work. Many textsstill have to be. edited criti-
cally and many have to be translated.  Ope of the most important Sanskrit-
medical classics, Vagbhata's Astangahrdayasamhita was translated only a
few years ago, 1 am convinced that there are still many medical texts buried’
in manuscripts that have not yet been touched. Our Johns Hopking Institute.
possesses p collectjon of Sinhalese medical manuseripts written on palm leaves:
that have not been edited and therefore huve obviously never been translated
or evalmmad

The study of texts will not be limited to books written in Sanskrit,
Prakrit or Pali but will be cxtended to Arabic and Persian books ang to-
those ‘written in vernaculr languages. Sources of medical history, hpw-*
ever, are not only medical books. Other books, rcligious, theological,
philosophical, and histories, biographies, memoirs, etc., may contain valg-
able information concerning health and medical conditions at a given
time. It will, therefore, be necessary to canvass the entire Indian litera-
ture for medical data. Dr. D. V. 8. Reddy of Andhra Modical College
in Vizagapalam has shown how the Rock Edicts of Asoka are a'rich source
for our knowledge of medical conditions at the height of the Maurya empire.
There can be no doubt that such books as the Ain-i-Akbari and the autobio-

vgraphies of the Mogul emperors contain a great deal that is of medical in-
terest.
" Books, however, are not the only sources of medical history. The
antiquities, sculptures paintings, buildings, instruments and other objects
of archacolegical research may be able, to shed light on health and medical
condltlons and must therefore be consulted.  The elaborate bathing facili-
ties in Mogul palaces were a luxury, to be sure, but also had hygienic
consequences and it mattered a great deal what klnd of drinking water
people had available and how they disposéd of their sewage.

In acountry liko India where traditions have persisted tenaciously through
the centuries and where the Middle Ages are still alive in many ways, the medi-
cal folklore is another rich historical source that must be consulted. This,
however, must be done cautiously and critically because folklore always i&
a big bodgepodge in which ancient, mediaeval and modern viewsareinex-
tricably mixed.

The Institute will not limit its studies to India because India was:
pever isolated from the rest of the world. The Aryay conquerors came
from the northwest and brougbt views and concepts that balonged to
the conunon stock of all Indo-European races. Babylonian civilization
radiated far over Asia, and India had intercourse with China at an early
date. The caravan was a factor that greatly contributed to the spreading
of stortes, ideas, knowledge and skills all over the continent. Invading
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armies invariably had surgeons who brought knowledge to foreign lands
and learned from them. The influence of Alexander the Great's cam-
paign is reflected not only in the sculptures of Gandhara but in many ways,
and Indian drugs were sold in Alexandria. The close relations of India
with the Islamic world need not be emphasized here and from the 16th
century on India had inter-relationships with Europe. The Institute
therefore will study the history of Indian medicine as part of the universal
history of medicine.

" The critical evaluation of historical sources permits us to reconstruct
the past. In the case of medicine it permits us to ascertain—if sufficient
gources are available—what diseases afflicted the people in various periods, how
“their lives were gffected by them, what they did to maintain and restore their
health and what thoughts were guiding their actions.

The history of medicine differs basically from most other historical
“diseiplines that examine happenings and phenomena which occurred once,
because it is the history of a craft, of techniques and skills. We tlrerefore
want to know not only what people did in the past to maintain and restore
their health, but also whether they did a good job or not, whether their treat-
ments were effective or not. This is why historians of medicine must not
only be historians but physicians as well. Ancient treatments can be repeated,
the efficacy of drugs can be tested in experiments. ° ’ .

The Institute will therefors investigate the indigenous medical systems
not only for their ideclogical content, not only as agpects of India’s ancient
and mediaéval civilizations and as end products of a long development ; it
will ‘also endeavour to evaluate their pratical achievements. This obvi-
ously does not mean that the historical institute should have a laboratory’
for the testing of drugs. Certainly not, but the historian of medicine on’
the basis of his studies of the classical literature and of field work woild
be able' to point out. which treatments and drugs should be tested’ by “the
pharmacologists ‘and; clinicians of the College. "This would permit ug to
preserve and to incorporate into our scientific system of mediéine what- -
ever is found to be of value in the indigenous systems” And it would also
permit the objective refutation of claims that are not justified.

Thus the Institue, besides being a humanistic centre, would also have ~
some practical functions that could be extended in many directions. A
physician can cure an individual case of syphilis without any knowledge
of history, but whoever plans a campaign against venereal digeases must
take a great many non-medical factors into account and will be confronted
with social, economio and religious conditions that are tha result of histori-
cal developments of which he should be aware. Health education is wasted
unless it is somehow.combined with education in citizenship which is impos-
sible without history. I should think that at the present moment when
India is planning to develop its medical services and"to bring health to the
villages, the cooperation of a physician who can think in terms of history,
should be extremely valuable. And the Institute by collaborating with the
departments of social medicine, hygiene and public health should be able to
xiake important contributions.

IV.

There is another field in which the Institute of the History of Medicine
aa a department of a National Medical College could render great services,
the field of education. It could greately enrich the gurriculum. #
H1342H8DC 14
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Whenever a country adopts scientific medicine it usually does it with:
great enthusiasm &nd is inclined to throw everything overboard that is
not science. The result is-that physicians are produced who are highly
trained technicians without any education, high grade specialists who ‘see
only one small section of medicine and” have lost sight of the goal. Medi-
cine is not & natural but a social science. Its target is to keep men adjusted,
to their social and physical environment as useful members of society, and to
readjust them when prevention has broken down. Methods of the natural
sciences have to be appliéd to this end, but the goal is social and the physi--
cian should always keep this broad purpose in. view.

If I am correctly informed, the general education of the average medical
student-in India—as in many other countries—is rather scanty. From
the moment he leaves the secondary school his training is along scientific
lines. He has the added handicap that he is instructed in a foreign lan-
guage—by necessity in view of the’ diversity of Indian languages. He
may be familiar with English literature from Chaucer to Kipling and hardly
kiow his own classics. I met Indians who admitted that they would find it
difficult to deliver a lecture in their own Urdu or Bengali or whatever their
mother tohgue may have been. This peculiar situation obviously tends to-
divorcé the small educated upper class from the mass of the peopie., But if
there is one profession that must be close to the people it certainly, is the medi-
cal profession, because the doctor must not only be a therapist but a teacher
and*¥iénd, of the people he servos. : - aoe

* [nstruction in medical history, if prop%rly conducted, could greatly con-
#ributé to' the' trairing of an educated ‘physician. It Would tedck the stu-
«detit history, tHe history of his own eountry but also the history of the.wofld
with & bis on modiciné that' would bring the subject much cléset fo Kith.
¥t would téach hini'to look it modern 31'110%,ici‘ﬁ'e from the perspettive of his-.
tory aiid tokes it ifl all its 8conniic; social; fb]g'gibﬁh and’ ﬁl}ﬂéséphé‘fhﬁ?kica"‘-‘
tidhs, 48 thé résult'of a long development, as a dyndmit prdée‘s's.“”}i%" ould
s6n’ find tha¥ scientific medicing” hias a philosophyalso. “We too loo dt'the’
humian body as s ‘microcosm ifi”the midst of the “nficrocosii, * The ‘shhid
elériibrits that Sonistitute the organism ré found in the'outside world, shd th
same physico-chemical forces are acting in both. The physiciah ‘thus
traided would hdved much’ ¢learer’idda” of the takk of médicind"and’of the
patt he'is called ttpon to play in Society. ! O whkmem oo

" Such instruction would also help to develop the spirit that must animate
the phiysician in-his work. He must realize that medicine is 10t'a means
of becorming fich but a service to thé peopele. The same splendid spirit that
drove an elite of medical students to voluilteer their services during {the
recent Bengal famine must permeate the entire medical corps at all times.
Only’in such a way will it be possible to carry out an ambitious programme.
and to bring health to the villages.

The Johns Hopkins School of Medicine is often looked upon as the ex-
ample of a school that succeeded in creating a new pattern of medical educa-
tion in its country by raising entrance requirements and emphasizing
scientific instruction in the laboratory and at the bedside of patients. This.
is correct but one should also remember that the men who made the School
famous were not only great scientists but humanists also. Osler, Welch, Kelly
Halsted were keenly interested in the history of medicine and never missed an
opportunity to impart historical knowledge to their students. In 1890,
one year after the'opening of the Hospital, three years before the School opened



213

its doors, they founded the Johns Hopkins Medical History Club which is today
in the fifty-fifth year of its activities. Ogler’s historical and philosophical
essays will remain a source of inspiration long after his scientific papers and
his textbook are forgotten. When' the School was opened in 1893 the new
cdrriculum included a course in the history of medicine that was given by
John Billings, one of the great pioneers of American medicine, who drew up
the plans for the Hopkins Hospital and was largerly responsible for the new
ourriculum. And at the end ‘of his career William Welch, in 1929, created
the Johns Hopkins Institute of the History of Medicine, the first of its kind
in the United States. I think these facts are highly sigdificant and pro-
vide food for zeflection.
v

After all that has been said, it is easily apparent what the structure of
such an institute must be. It will require personnel and equipment. Since
it will not be possible to find a physician well trained in methods of histori-
ca] research who masters equally well Sanskrit, Greek, Arabic and Persian,
the Institute will need a staff of at least three scholars who will work as a
cooperative group. One of them, a student of Sanskrit and other Indian
languages will specialize on Hindu medicine. The second will devote his
researches primarily to the Moslem phase of Indian medicine and will there-
fore be an expert in-Arabic and Persian medi¢ine, while the third'will be a
genoral medicdl historianand will study thé history of Western mbdicine in
its relations with the East and the rise of scientific médicine.” = *

The staff will require tools for reserach, that is, collections and among
them primarily. a ¢ollection ¢f books. -The library: of thet Institute will
include -the basic medico-historical literature+buoksand journals—medi-
oal texts in thg hest editions and translations available, and as;mapy refer-
ence books as possible. It should also include a'nunxibe;,oif\,ngfp—medical
books, such as basic books on political, social and economic history, the-
history of philosophy, religion and other disciplines, books that are con-
ltsfxot!l’; ﬁ&%ﬁif‘“fb‘%%ene‘i‘:ﬁl “ orlentation. " plnee, hooks tat *

"7 The Institite will in'addition collect other documents pertaining to the
medical history of India, manuscripts, photographs, portraits, bbjects such
as instruments, etc. and, it may consider the creation of a museum of indi-
genous drugs. -

Whoever organizes such an Institute today must endeavour to relieve
the research and teaching staff of administrative burdens as much as pos-
sible. University :administration is in many countries the most wasteful
and cumbersome of all administrations in-that it uses highly, trained scien.
tists and scholars for_the solution of petty administrative problems thdt
could be handled by general office workers just as well if not better, and
this greatly reduces the efficiency of a faculty. The Nationa] Medical Col-
lege will obviously have a strong Medical Library and it would be advis-
able to build the institute of the History of Medicine i connection with
or as an annex to the Library, so that the technical administration of the
Institute could be handled by special employees of the Library. This
would permit the staff of the Institute to devote all their efforts to reserach
and the teaching of students. h !

This is not the place to discuss matters of budget, but there ean be no
doubt that the cost of erecting and operating such an Institute would be
much smaller than that of any other department of the College: “And the
returns could be immeasurably great, to the College and to the country.

A
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APPENDIX 48.
Divisien of Provincial Nursing Councils
Registers,

Nurses REcIsfER.

‘Sepior Certificated general-trained nurse. (Trained in her own
province).
Senior Certificated general-trained nurse. (Trained in othar pre,
vinces in India).
Senior Certificated general-trained nurse trained ex-India.

— -
Junior Certificated general-trained nurse, (Trained in her own pro-
vince.) »
Junior Certificated general-trained nurse. (Trained in other pro-
vinees in India..) ’

~ Benior Certlﬁcated nurse trained in Womeu & Children. (Trained

.. in ‘her own province). ’ |

Semor Cértxﬁ(abed nurse trained.in Women & Children, .(Tr&inod
in other provmz.,es)

Ty

. Juniet Certificated nurse trained in Women & Chilaren; (Tramed
-in -her ‘own, .province.). - .

J'umor Certificatéd nurse tmmed in'Womén & Chlldren; (Tmme&
“m *other provinces.)

T '”Sé iifor Cortificated malé nurse, Trained in his own provmce.

Eg

B-1
F-2

A-1
A2

A3

B-1.

B-2

, Senior Certificated male npurse. Trained in other prb-
vinces, '

. A
Junior Certificated male nurse. Trained in his own pro«

. -yince.
.- Junior Certificated male nurse.  Trained in other pre-

vinces. .

.

Mipwives REGISTER.
Nurse-Midwife (Senior double certificated) trained in her own pro-
I\‘T’;I;::;-Midwife (Senior double certificated) trained in other pro-.
Im:Midwﬁe (Senior double certificatéd) trained ex-India.
Nurse- {\dewxfe (Junior-double cer’aﬁcated) {rained in her own pro=
&;:—Midwiie (Junior double "certifiacted; trained in other pre-
vinces,
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Q-1 Midwife senior certificated. ~ Traired in her own province.

02 C » Trained in. other. provinces.

'0'.8 3 ”» © X'Indi&._

D-1  -Midwife junior certificated. Trained ih her own province.

D-2 ” . Trained in other provi'nces.
) HeALTE ViISiTORS REGISTER.

A-1  Nursehealth visitors. Trained in her own province.

A-2 ” " Trained in other provinces.

A-.3 s ' Trained ex-India.

B-1  Health Visitors  Trained in her own province.
B-2 " Trained in other ‘provinces.
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APPENDIX 49.

Rold'of Assistant Nurses—A.C.1. 1532, Nurses Act, 1943, .

1. Under the authority of the Nurses Act, 1943, the General Nursing
Council for England and Wales forms and keeps a roll of Assistant Nurses
and makes rules for the formation, maintenance and publication of the Roll
and regulates the conditions of admission to the Roll.

2. The “ Rules and Schedules to the Rules for Existing Assistant Nur-
ses aud Assistant Nurses with Intermediate Qualifications framed by the
General Nursing Councjl for England and Wales under Part I of the Nurses
Act, 1943 ”’ have now been published. k

3. Under those Rules every person who desirés to obtain admigsion
to the Roll as an Existing Assistant Nurse must apply within two years after
4th February 1944, on which date Part ¥II of the Rules came into operation.
Applicants must produce evidence that they have had specified periods of
whole-time training or experience before 17th March, 1943 in the nursing of
the sick under the supervision of trained nursing staff in a hospital or insti-
tution.

4. Thosé who are not qualified to obtain admission to the Roll as an
Existing Assistant Nurse must apply before the date on which Rules re-
lating to training and examination made under the Act come into operation.
This date has not yet been decided but in all probability will be 31st De-
cember, 1946. Such applicants must produce evidence that before the date
on which the rules relating to training and examination come into operation,
they have had specified periods of whole-time training or experience in the
nursing of the sick under the supervision of trained nursing staff in a hospital
or institution.

5. Every R.AM.C. other rank, A.T.S. auxiliary,V.A.D. member, or
any other army- personnel with nursing and midwifery training, or ex-
perience, who desires to apply for admission to the Roll of Assistant Nur-
ses, should study the Rules referred to in para. 2 above, copies of which can
be obtained from the General Nursing Council for England and Wales, 23,
Portland Place, London, W. 1. (Price 1s. 0.) In the case of medical unita
it is suggested that one or more copies be obtained by the O.C. Unit by ap-
plying to C. 2 (¢) (Books), War Office and that- the rules regarding admie-
sion to the Roll be explained to all interested personnel. :

6. It is important that applications for admission to the Assistant
Nurses Roll be received at the General Nursing Council for England and

Wales before the expiration of the periods of grace referred to
above. ’

(A summary of this A.C.I. is No. 113 in the series “ Notice Board Informsa-
tion )
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APPENDIX 50.
Comgosition of the Proposed Central Nursmg

Council.

1. President of the Council—Director General, Indian Medical Service,
in the first instance, and later elected by the Council from amongst its mem-
bers. -

Members.
2. Chief] Lady Superintendent, Auxiliary Nursing Service,
Member & Secretaxy, Office.of-the D.G,, LM.S. .. . 1
8. The Assistant to the Surgeon General (Nursmg), Mad
ras R |
4. One Certxﬁed Nurse representmg trammg schools for nurses
deputed by each Provincial Nursing Councll .- . 10

5. A senior member of the Nursing Profession working in each
of the following areas—

Delhi Province, N.W.F.P., Baluchistan and Central

India .. . O . 4
8. szildent of the Tmmed Nurses Assocwtlon of In- ‘y
. o 1
7. Direcvor of the School of Nursing Administration
8. Chief Principal Matron, Medical Directorate oo 1
9. The Lady Superintendent, Lady Reading Health School
Delhi .. . i
10. The Chief Lady Supenntendent Lady Mmto 8 Indxan Nur-
. sing Association .. . 1
11. TIIxedPubhc Health Comxmssmner with the Government oi
ndia .. . i
12. The Direutor of Matermty and Chlld Weliare Indian‘ Red ’
Cross Society .. . 1
18. The Administrative Medical Ofﬁcers or the Dlrectors of Pub-
lic Health in 10 Provinces .. . 10

14. 4 membersnominated by the Governor General-m-Councll
1of whom must- be Registered Nurse (Ward Bister)
and 1 Health Visitor : the other 2 preferably ladies with
distinguished records of service for the advancement

~

of women’s interests .. .o 4
15. 1 member of the Educational Service, preferably Inspectress
of Schools .. . 1

16. It will be seen that this membershlp mcludes 23 members
of the nursing profession, 12 members of the. medical
profession exclusive of the President, and that wider
aspects of advagcement of women and education
is also secured.

It should not be a matter of great difficulty to provide a complete and
representative Executive Committee from its members,
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APPENDIX 51.

Composition of the Centeral Pharnwceutical Council.
A PrESIDENT
Elevert members—one naminated from each Provincial Council.

In addition, representatives of the medical profession should be included
and it will be essential to ensure adequate representation of the pharmacen-
tical teaching profession.

A permanent Secretary and probably a permanent legal adviser will be
required. :

Composition of a Provincial Pharmaceutical Council.
A President, to be elected by the members at their first meeting,

¥ " 14 members representing the pharmaceutical trade, education and. other
pharmaceutical interests. These members should be, in the first instance,
elected ! by the teaching institutions, local pharmaceutical bodies and cham-
bers of commerce. One member should be a medical practitioner.

A Permanent Secretary.
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APPENDIX 52.
PraRMACY anp Pomsons Acr, 1933.
Removal ‘of Pharmacists from Register (U.K.)

(1) Ifa registered pharmacist, or a person employed by himin the
carrying on of his business has been convicted of any such criminal offence,
or been guilty of such misconduct as, in the opinion of the *Statutory Com-
mittee, renders him, or in the cage of an employee, would, if he were a regis-
tered pharmacist, render hiin unfit to be on the register, the committes,
after making inquiry into the case, may, subject to the provisions of this
Act, direct the registrar to remove the name of the pharmacist from the
register.

(2) If the Statutory Committee thinks fit in any case so to do, it may,
either of its own motion or on the application of the person concerned, direct
the registrar to restore to the register, either without fee or on payment of
such fee, not exceeding the fee payable on registrations {as & pharmacist,
as may be prescribed by byelaws, any name or entry which has been removed
from the register ;

Provided that, where an appeal to the High Court against the removal
of a name from the register has been dismissed by the High Court, a direc-
tion under this sub-section in respect of that name shall not take effect unleas
approved by the Privy Council.

(3) The power of the *Council to remove members from the Society and
the power of the Privy.Council to direct the removal of names from the re-
gister shall .cease, but nothing in this section shall affect the provisions of
ten, eleven and twelve of the Pharmacy Act, 1868, with respect to the erasure
from the register of names and entries in the cases to which those sections
respectively relate. :

*Note.——The 1933 Act established the Statutory Committee and ves-
ted in it certain of the powers previously held by the Council as
a whole. v



APPENDIX 53.
CATEGORIES AND TYPES OF MEDICAL AND ANCILLARY PERSONNEL THAT WILL B AVAILABLE ONDEMOBILISATION .

CATEGORY I—MEDICAL OFFICEES (MarE & FEMALE)—
TyrEs— .
“A’" Those wtth Higher Qualifications auch as Types of Employment for which susiablé—
F.R.C.S. (a) General Medical employment .

.. () Public Health work and Administration ~
P, {c) Specialist appointment on the staffs of teach-

. ing hospitals.

.G. (d) ngher teaching posts in Medical Colleges and

o

Schools.
E. (e) Research work . .. rIn redogniged cadres of Government -Service,
S

.
———— e

(f) Superintendents of Mental Hospltals, Sanatoria | Munitipal Boards,District Boards,IndianStates,
Ral]way Medical Service, !

Diifferin Fund Service,

Mission Hospitals aud Large Public hospital. g

(T. B. Leprosy), Institutes of Hygiene and
Pathological Laboratories.
(9) Lectures in Physiology at Universities or
G... Colleges appointments in Public Health Depart- J
e ments or in clinical Laboratories.

PPUPUPuUERRER!
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-
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“B’" Recognised as Specialists in one or
other of the follcwing subjects :—

Anaesthatics . e )

Dermatology .. ..

Gynaecology

Hyglence moludm g MaJarmlogy, Medi- Recognised Specialists with higher academic
cine. qualifications will fall automatically under

Mental Diseases .. .- .. Type“A™

Opthalmology . .. .. Recognised Specmhsts without-higher academic

Diseases of E. N. & T. .. .. quallﬁcatxons will fall automatlca,lly under

Pathology .. .. Type “C*

Radiology and Surgery .. [

Malariology . . ..

Neurology . ..

Venereology . . .

Phy"dozy ) [ X3 v



“G " Graded Specialists 1 in ons or the other (a) Public Health Work including Malariology.

3f tl;? sub)eéts mentioned under Type
B

1

D 2" Graduates: ..

3
() Research work . {

(¢) Teaching posts in Medlcsl Collegés ant} School ﬁ in recognised cadres of :—
(d) Specialists in non-teaching hospitals * ‘ Government Service,

(¢) Mental Asylums .. Municipal Boards,

(f).-T. B. Sanatoria, hosplta.ls and Clmlcs District Boards,

(g9) Leper Asylums, hospitals‘and Clinics Indian States; >

() 'V. D. hospitals and Clinics Railway Medical Service,

(7) Institutes of Hygiene and Pathologlcal Lnbo- Dufférin Fund Service,
ratories. MisgiotrHospitals, and Large Publichospitals,
(4) Junior lecturers in Physiology and appomt- »

ments in Clinical Laboratories. -

(a) General Medical Employment

(b) School Medical Officers .. .

(¢) Child Welfare and Maternity Centrol

(d) Staff appointments mSanatona {T. B. and $In recognised cadres as mentioned above.
Leprosy).

(¢) Subsidized Praotitiorfers and M. So. for Rural
Development Schemes.

(f) Tea Gardéns

(g) Shipping Companies

|¥44

“E " Licentiates (with L. P. H. or D. T. M. (a) Public Health Work

qualification).

‘““F " Licentiates
‘““ Q" Nutrition experts

““H” Blood Transfusion Officers.
'ATEGORY-TI—DzNTar Orriozzs (1.A.D.C.

(h) Factories and.Mills .. .. .
(b) Rural and Urban M. O. Ha. . R In recoghised cadres of :—
(¢) School Medical Officers .. . Governmént Service,
(d) Child Welfare and Maternity Centres Muriicipal Boards,

District Boards
Employment as under ‘‘ D", . Indian' States,

]iomtments in Publio Health Organizations, Railway Medical Service,

ief Organizations, Physiology Departments Mission Hospitals, and Large Public hospitals.
of Universities, Colleges, large hospitals, Research

Laboratories.

On Blood Transfusion work in Universities, etc. ..

Tnm (1) Those with U. K. qushﬁcnti)o;s Teachera®-in ‘Medical - College: :and Schools.
]
(2) Those with Indisn qn&hﬁestwm Appointments as Dentel Officers in Hospitala,



CATEGORY III—Nunans —

TYPRs ; Types of mploymens for which suitable,
1. LM.NS. (T) & (R)—
AIN.S.R, and ['rained Nurses \
ofthe A.N. 8.
These consist of ‘personnel fully trained 1. Inspectresses of Nursing Services under Gov- )
in the Medical and Surgical Nursing ernment. v | Inrecognised cadres of :-v’
of men, women and children, and are 2. Appointments as :— ¢ ¢ | Government Service,
state registered either in India, (@) Matrons of hospitals(aft er further special tra,mmg) Indian States,
the U. K., or the British Dominions (4) Sister Tuters (a.ftex‘ further sPchI tralmnb) Railways Medical Service,
and Colonies. (c) Sisters. Municipal Boards,
(d) Staff Nurses - District Boards, !
(¢) Health Visitors (after further Bpecla.l trammg) J Dufferin Fund Service and Public Hospital

(f) District Nuxzses .. Private Hospitals and Nursing Homes.
(g) Sanatoria Nursing Staff

(%) Infectious Diseases hospitals Nurslng Staﬁ

(i) Nurses in Infant, Child Welfare and Matemxty
Centres (after furthei special training).

(7) Narses in T. B. Clinics (Female).

(k) Nugses in V. D, Clinios (Female).

(!) Nurses in Mental hospitals’ (a,fter f urtl&er
special training).

2. Male Nurses—
These are fully trained Nurses register- (a) Staff Nurses . .. ) Inrecognised cadres of :—

ed by the Provincial Nuermg Registeration (b) Health isitors (after further trammg) Government Service,
Councils and directly recruited as V. C. Os. (¢) Sanatoria Nursmg Staff .. . Indjan States.
in the Army. . (d) Nurses il Infectious Diseases hosplt&ls (Ma.le) Railway Medical Service, -
L (¢) Nursegin T. B. Clinics (Male) .. .. & Municipal Boayds, |
District Boards, and Public Hospitals,
(f) Nurses in V. D. Clinics (Male) .. . Private Hospitals and Nursing Homes,
(9) Nurses in Mental hospitals (after further |

training). }
3. Uncertificated partially trained female  Only suitable as Probationer Nurses in hospitals
Nurses employed in the Army underthe  which are training schools to enable them “to
A. N, 8. Schame. complete their training. When certificated,
they can be employed as detailed under item
2 of Type 1.

&85



4. Jpesialvsis Improvers (Male)— 1
'ﬁ:::: consist of & class educated up to | Syllabus of the training as at Appendix “ A** .. Suitable for employment as Probstioner Nurses
the 9th standard who have received § in hospitals which are training schools to enable
farther Army training. them to complete their training and obtain

civil registration. When certificated, they can
be employed in the appointments mentioned

for Type 2.
8. Nuraees Orderlies— .
(¢) With Military Nursing Diploma (24 7 A certain number of this class will be suitable as
months’ course). Probationers in training schools to qualify as Male

Nurses and to enable them to complete their train-
. ing as, Civil Male Nurses. When certificated,
(b) With 3rd Grade Nursing certificate . Syllabus of the training as at Appendix “ B > they can'be employedin the appointments men.

(¢) With 2nd Grade Nursing Certificate. “tioned for Type 2.
(9 months’ course). Do.  and for hospitals employing uncerti-
(8) With 1st Grade Nursing Certificate fied Nurses, ’

« For Hospitals employing unwx,'tiﬁed Nurses,
D

0.
(e) Special Treatment Orderlies, (V.D.) Syllabus of the training as at Appendix “C”, For V. D. Hospitals and Clinics,
Must have 2nd Grade Nursing Certifi- ’
cate and 3id Class Roman Urdu Cer-
tificdte of Examination with clinical
training in V. D. Course 3 months. . Lo
(f) Mental Nursing Orderlies. 3 months’ Syllabus of the training as at Appendix “D > .. For Mental Asylums and Clinics.
course)—ZEducation and Nursing Cer- : .
tificate as under (e).
(g) Operations Room Attendants .. Syllabus of the training as at Appendix “E™ .. For large general hospitals.
{4 months’ course.) Nursing certificate
as under (e). 3rd Class certificate of .
education in English,
() Ophthalmic Orderlies.
(8 weeks’ course.) Minimum qualifi-
cations required 2nd Nursing Certificate
& 3rd Class English Certificate of Edu-
cation or A. V. VL,
(5) Dental Orderlies .. - -
() Massoure - - -

£33



CA\TEGORY IV—Tromxiprans—
Tyres:

1. Radiographer—

2.

3.

\
Class'ITI' Forr months’ intersive train-

i
ing, L (a) X-Ray Departments of hospitals, or
Class II 8ix months’ training .. *p Syllabus of the training as at Appendix “ ¥ () For further training necessary for such
Class I Nine months after completion appointments in the Civil,
of the Course for Clads II and passing
that examination. *

L S

Classes accepted for the above courses :
(a) Directly recruited V. C. Os.
(b) Sperialist Improvers,
Labqrator¥ Asststants— Y
Class I1I Fourrmonths’ intensive train. | (a) Efaployment in Pathological Laboratories in
-:ing and examination. . ~Colleges and Institutes, and Hospitals Labora-
Caseg 11 After Six.months, intensive 8yllabus of the training as at Appeadix ' G tories, or
ytraining and satisfactory.result: |
Class I After nine months- Do.
Classes accepted for the above courses :—
(a)Directly recruited V. C. Os.
(5):Specialist Improvers,
Compounders—
Classes accepted by the Army—
(1) Fully certificated from Provinces

(b) For further training necessary for suchappoint-
ments in Civil.

For employment as Compounders, etc.

¥¢o



APPENDIX “A”,
INDIAN ARMY MEDICAL CORPS (NURSING SECTION).

1. Indian Hospital Corps was transferred en-bloc to the L.A.M.
¢ormation of the latter—3 April, 1943.

2. A. L (I) Special 114/43 is the authority for Terms of Service, pay, etec.
of all ranks and categories of the I.A.M.C.

3. Nursing Section (Composition).

Viceroy Commissioned Officers, V. C. Os. —Subedar-Ma.]ors, Subedars
Jemadags. The V. C. Os. include Radiographers, Labomtory Assistants, and
Male Nurses. Suitably qualified men can be directly recruited as v. C. Os.

Male Nurses. Qualifications re_quired.'

Civil Nursing Diploma and registration_in Provingial régister.

Directly recruited Male Nurses are autompatically graded as Grade I
tor Grade Pay of Rs. 60 p.m. in addition_to pay of rank.

Laboratory Assistants and Radiographers.
. B. 8c. with special subjects, equivalent scientific qualifications or practi-
cal experience.

Radio Radiographers in possession of_ Certificate of Redxographmal A.smtant

Madras arediso graded as Grade L

Other Radmgraphers and Laboratory Assistants a.ppear before a 'l‘mdo
Testing Board and on the results are gradeci"l‘ i or Iw § to ‘their
Q“allﬁcatlons.’ a8

Rank and File.—Minimum educational standard required for recruits to
the Nursing Section is Anglo-Vernacular VI. .

Pay.—Rs. 18 p.m. baisc pay (Sepoy)'and training allowance of Rs. 18
pm. - ! o e

Specialist Improver Class.—In addition to the ordinary Nursing Orderly
a new Class called Specialist Improver Class has been mtroduced These
personnel are recruited from the pre-matriculation class and received, in addi-
tion to basic pay of Rs. 18 training allowance of Rs. 32, p.m. which giveg
them a total of Rs.50 p.m. They intended for special training as Laboratory
Assistants, Radiographers and Male Nurses and for_eventual promotion to
V. 0. 0. rank.
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. Educational Standard :—
Recruiting Source Nursing orderly .. .. .. A.V.VL
Specialist Improver . .. Pre-Matric,
g
8 . Total Course .. 12 weeks,
— : Nursing Instruction .. 6 wosks..
5 > Siaff
E s - Technical Trg. Officer .. 1
B No. 1 Matron Instructor .. 1
T. & D. Male Nurge Instructors ,, 11
\ P - Uenu'e.
3 a ’ ’
3 \ .
g = No.2 . Equipment
) T. & D. Model Ward (26 beds),
Ceatre,
/ " - Scale of Medical and Surgical equipment,
\ No. 3 N7 uide W. D. lotter No. 9862/1/D, M. 8. 2
T. & D. = Yc), dated the 8th September, 1043.
e - Centre, -

: .

¥

* | Selosted trg. hos. i ' Seleotod trg. hoa Selected trg. Hos-
pltoAl Southern pitels C. Com: :pitals N, W, Army.|, .
rmy. madd,

AL Tfammq in selected Hospuals
(a) ‘18t and 2nd Nursing Certificates :—

18t Nursing Certificate .. .o * .. 2months;’
2nd Nursing Certificate * 4 months.
(b) Staff. . -

Training Officer appointed by O. C. hosplta.l vide these Head-
quarters letter No. 10001/D. M 8. 1(f) of 12th April, 1943,

Hospital Matron assisted by =elected Sister (M. N. 8.)
Two Male Nurse Tustructors.
(¢) Equipment.
Vide (Under issue).
(€) Syllabus. .
Vide these Headquarters letter No. 10001/D. M. 8. 1(f), dated the 12th
April, and 16th August, 1943. :
2. 3rd Nursing Certificate :—
6 months, training.
3. Military Nursing Diploma :—
9 months’ training.

B. Specialist Improver class undergo training upto 2nd Nursing Certi- .
ficate in selected hospitals in Southern Army, after which they are available
for posting to selected hospitals in other Armies/Command, vide letter No.
10001/11/D. M. 8. 1(f) of 27th January, 1944.
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0. A.V. VI standard are posted tojstlected hospitals in all Armies/
Oommands less Eastern Command and 14th Army. They are retained in these
hospitals upto the 2nd Nursmg Certificate on completion of which they are
available for posting to other hospitals and field medical units, vide No. 10001/
D. M. 8. 1 (f) of 10th November, 1943.

H1342HSDE 15
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APPENDIX «B”,
Byrranvs ror Minrtary Nursing Dirroma (AT~TnE EXD OF 24 MoNTHS),

Surgical Lectures.—

1. Nursing of comgpound fractures. Effécts of pressure. Care of
sprains and dislocations. .

2. Nursing of Ear, Nose and Throat cases. Preparation for operation
and after nursing care. Syringing of ears,

3. Numing of eye cases. Preparation for operation. After care,
Feeding and nursing of eye injuries.

4. Preparation of cases for various examinations. Cystoscopy. Big-

mlodoscopy Rectal wash out. Care of Haemorrhoid,cases and other Ree-*
tal operation cases.

5. Preparation for X-Rayexamination. X-Ray treatment. Radium.

6. Preparation for anacsthetic table. Special ‘requirements for local
general, spinal, rectal, intravenous anaesthesia.  Preparation for Lumber
puncture,

7. Preparation of opérating theatre. Cleansing of theatre. Cleans-
ing of theatre prior-to operations. Use of steam sterilizers. (High

pressure) Preparation of ligatures and sutures, tubes, dressings, plugging and
lubricants.

8. Instruments in use for various operations. Methods of steri-
lizing same. Treatment of electrical appliances in common use.

9. Sharp instruments, their care and preservation. Method of sending
specimens for examination.

10. Spccxal method packing drums for pperation theatre use. Treat~
ment of gloves and other rubler appliances.

11. Duties of Orderly in operating theatre. Qualities to be displayed,

observation, promptness, quict eficlency to be claborated. Position of
patient, ete.

12. Nursing of the more severe burns and scalds.
13. Inflammation, suppuration, ulceration gungrene.
14. Nursing of cases of injuries to and diseases of joints.

Medical Lectures.— . '

1. Nursing of acute infectious fevers. Scarlet fever, Measles, Chicken-
pox, Mumps, Small-pox.

2. Nursing of Diphtheria, complications which may arise. Nursing
of Tracheotomy cases. -

3. Nursing of Cerebro-spinal meningitis. Lumber” puncture. Injec~
tions of anti Toxins.

4. Nursing of diseases aflecting the nervoud system, Meningitis, Mys-
litis, Apollexy, Epilepsy, Hysteria, Neurasthenia,

5. Nursing of tropical disease, Enteric (Typhoid fever) Para-
typhoid.

6. Nursing of tropical discases contmued' Typhus, Plague, sandfly
fever, Dysentery, Malaria.
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7. Nursing of heat stroke, severc cases of heat exhaustion. Dengue
eholera, sprue.

8. Nursing of discases of the pancrease and liver. 'J aundice, liver ab-
scess, diabetes. Special diets.

9. Diseases resulting from Faulty nutrition, Beri-beri, sourvy.
10. Nursing of diseases of the mouth, throat and stomach.

11. Nursing and treatment of skin cases, ringworm, cczema, scabies,
impetigo.

. 12. Administration and actlon of drugs.

Lecture and Instruction.

1. Surgery of ¢he abdomen, amputations. Haemorrhage ;” primary,
reactionary and secondary. The heuling of wounds,

2. Shock, intravenous infusions. Blood tramsfusion.
‘ .
3. Burns, First aid treatment ; treatment in hospital.

4. Contents of Nos. 1 and 2 Field Ambulance Panniers. Surgical in-
truments description, sterilization and cleahing. of.

5. Definitions—hygiene, sanitation, dqnservancy. Causation of
disease.

' 6. Environment in relation to hygiene ;7clothing, climate, work rest,
personal hygiene. Diseases resulting from environment.

7. Germs-origins, species, The chain of infection. Prevention of and
protection against disease, <

8. Water supplies—water-borne diseases. Food supplies, food diseases
and their prevention. '

9. Excremental discases.

10. -Droplet infections,

11. Diseasos transmitted by animals,

12. Discases transmitted by personal contact-exposure-injury.
13. Disinfection,

.14, Chemical warfare. Nursing and treatment of gas casualtics. De-
fensive measures.

15. Poisoning. Gencral lines of treatment,

16. Medicines and their administration. Action cf some of the com-
moner drugs.

17. Taoemata ; remedial applications ; baths, packs.
18. Diseases of the heart and pericardium.

DA
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S¥LraBUS ¥OR 3RD GRADE NURSING CERTIFICATE (AT THE END OF 15
MonTas). J
Surgiéal .— . I
1. Qualifications of a good Surgical Nurse. Asepsis, Sterilization
of appliancesused. Preparation of syringes, lotions, lubricants, tubes, plug-
ging, drains, etec.

+ 2. Nursingof clean and dirty surgical cases. Method of arranging work.
Correct method of carrying out a dressing, clearing up, etc. Use of drainage
tubes changing same. Removal of sutures.

3. Preparation of patient for (¢) Anaesthetic (b) Operation. Special
preparation for various cases, and special after care required. .

4. BSpecial preparation for bone operations to be elaborated salines,
rectal intravenous, continuous drip.

5. Preparation for and after nursing of cases under Spinal anaesthesia.
Complications which may arise. -

6. Elaboration of preparation and after nursing of abdominal, head,
chest, rectal and operations.

7. Spinal injuri¢s, admission of, nursing of and special operations
connected therewith.

8. Nursing of cases of severe gunshot wounds. Methods of resuscitation.
Care of septic wounds. Treatment of shock.

9. Haemorrhage, Primary, Sccendarv. Signs and  symptoms.
Treatment,

10. After nursing of amputation cases. Use of tourinquet. Blood
transfusion.

11. Nursing of gastric cases. Feeding Diet scales.
Medical—

1. Ward management. Admission of patients. How extras are
drawn. Hygiene and feeding of patients.

2. Observation of the sick elaborated. Importance of clear and con-

cise reports. Position in bed, movement of patients. Disposal of the
dead. :

3. Diets in various diseases. Laying of trays. Preservation of
food. :

4. Enemata stimulant, sedative, nutrient, drip continuous, déetails of
appliances used.

5. Incontinence rotention, suppression of urine. Nursing cases of
Oystit Pyelitis, Nephritis.
6. Urine testing. Demonstration.

7. Nursing of diseases of the respiratory system Pneumonia, Bronchitis,
Pleurisy, Pleural affusion. ’

8. Potai’s Aspirator, Aspiration of fluid. Demonstration of Aspi-
rator,

9. Nursing care of Heart cases and acute rheumatism. ’

10. Nursing of gastric cases. Test Meal. * Stomach lavage, Barium
Meal.

11. Nursing cases of Tuberculosis. Feeding. Disinfection of
utensils.
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LECTURES TO BE DELIVERED BY MEDICAL OrrIcERs 1x CoON-
JUNCTION WITH THE SYLLABUS OF TRAINING.

1. Burns and scalds, shock, loss of consciousness and fits.

2. The eye and ear (elementary).
Suffocation. Electric shock and special similar conditions. Effetts
of cold. 5

3. Drowning ; rescue and resuscitation. Poisoning. Infectious dis-
cases. Personal hygiene of the nursing orderly. Disinfection.

4. Revision of skeleton ; composition of structure of bone, cartilage,
ligaments and joints. Surgical anatomy and surgery of head, facé and
spine.

5. The muscular system. Structure and function of muscles. Mus-
cular development. Internal work done. Eneigy and heat.

6. The cavity of the thorax, situation and functions of contents. The
systemic circulation, blood vessels ; composition and function of the biood.
The spleen,

7. The respiratory system ; air and food passages. Mechanism of res-
piration ; the pnlmonary circulation. Surgery of the chest, empyema tra-
cheotomy.

8. Tbe cavities of the abdomen and pelvis. The digestive system,
alimentary tract, teeth, glands, peristalsis, food and nutrition ; the protal
circulation.

. 9. Diseases and surgery of the rectum ; comparison of natural and
artificial feeding. The urinary system and prostate.

10. Suppression, incontinence and retention of urine. Catheters and
catheterization (to include practical instruction in the passage of soft
rubber catheters). Urine testing.

11. Thenervoussystem ; brain and spinal cord ; nerve cord and endings;
the sympathetic cystem ; reflex actions Surgery of nerves.

12. Anpatomy and functions of the organs of the special senses ;
eye’ nose, tongue, ear and larynx ; removal of foreign bodies ; elementary
surgery.

13. The lymphatic system ; lymph, lymphatic glands and channels.
Sepsis.

SyrLraBuUs FOR 2ND GRADE NURSING CERTIFICATE (AT THE END
oF 9 MONTHS).

Elementary Nursing.—

1. Ward management, ventilation, methods of cleaning and care. of
ward equipment ; admission of patients, disposal of Kit; taking of patient’s
particulars, etc. Giving of Jbedpans and urinals.

2. Disposalof soiled linen and dressings. Disinfection of infected linen,
etc. Hospital etiquette and discipline.

3. Bedmaking. Special beds, Rheumatism, Heart Fracture, Operation,
Accident. Lifting and turning of patients. Preparation of air and water,
beds (to be demonstrated).
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4. Admission of stretcher cases. Hygiene of patient. Washinp,
feeding and treatment, of helpless cases. Pressure sores and their pre-
vention.

b. Observation of the patient. Position, expression, colour, sgecre-
tions, excreta, eéxpectoration, appetite, dilirium, sieep.

6. Observation of pt. condt ; Temperature, pulse, respirations, charting
sameé. Recording of intake and output in special cases. Method of accurate
note taking. Reports verbal and written.

¥ 7. Administration of medicine, inhalations, administration of oxy-
gen. Lotions, varieties and strengths. Weights and Measures in common
use, domestic equivalents. Demonstrations. -

8. Administration of gargles, painting of throats. Application of
-eye lotions and drops. Use of.

9. Preparation of various kinds of poultices, antiphlogistine, fomen-
tations medical and surgical. Hot water bottles their uses and dangers.
Use of ice bags, method of filling and applying. Soap and water enema.
Demonstration.

10. Pyrexia and Hyper-pyrexia, nursing of, Rigors treatment of, Nur-
sing of non-infectious fevers,

11.  Responsibilities regarding saving of specimen of uring, stools,
sputum, vemit. Care of foreign bodies discovered in specimens. stposal
of infected specimens. Demonstration.

12. Nursing of infectious cases; Isolation. Disinfection of linen,
axcreta, etc. Personal belongings of patient and how to render all
free from infection. Disinfection of hospital equipment and uten-
sils.

‘13. Methods of reducing temperatures. Sponging. Baths various
cleaning, medicated, hot air, local.

14. Surgical cleanliness. Cleafns;ng and sterilization of instrurhents,
mackintoshes, catheters, gloves, Dressing trolley requirements. Drums, how
to pack and use. To be demonstrated.

4

LECTURES TO BE DELIVERED BY MEeDpIcAL OFFicErs 1IN CoONTUNCTION
WITH THE SYLLABUS OF TRAINING.

2nd Grade Nursing Cerlificate.

1. The construction of the human body. The skeleton. Recognition
and description] of the principal bones; cartilages, ligaments and
joints. ’

2. The muscular system. Structure and functionof muscles. The
cavities formed by the skeleton and their contents.

8. The circulatory system ; the heart and blood vessels ; the blood,
The spleen.

4, 'The respiratory system ; the organs of respiration, their struc-
ture, functions. Composition of air. The air and food passages.

5. The digestive system ;-the alimentary canal and digestive glands
the teeth. The digestion of food.



233

8. The nervous system ; the brain and spinal cord, motoz, sensory and
sympathetic nerves. .

7. The excretory system. The lymphatic system.
8. Wounds and their treatment. Antisepsis and asepsis. Dressing
-and healing of wounds. ! )
9. First Field and Shell Dressings. Instruments, Contents of Sur-
- gical Haversack and Medical Companion.

10. Haemorrhage.
11. Fractures and their treatment.

12. Fractures (continued ) ; special fractures and splints. Dislocations
and sprains, -

- -
Syllabus for Ist Grade Nursing Certificate.

This ean be obtained at the end of the 2 weeks’ Recruits Training }
duration of the Course'6 weeks.

SyLrLABUS.

*
Elementary Anatomy and Physiology and First Aid.
Types of Hospital cases. -
Hospital ward furniture and appliances.
Wari administration—bed linen, ete.
Bed-making, etc.,—moving of patients.
Drugs—methods of administration. Poisons.
Poultices, fornentations, plasters ete.
Fevers—taking of temperaturé. Charts.
Taking and recording of pulse and respiration.
Toilet—Dbed sores.
Disposal of excreta {Field Service Hygiene notes).
Special appliances (enemas, catheters, stomach tubes).
Instruments and dressings used in the ward.
Sepsis and asepsis—wound infection.
Antiseptics, sterilization and disinfection.
Baths and spongding of patients,
Restoration methods—shocks. i
Nursing emergencies—haemorrhage, collapse.
Use of Plaster of Paris—plaster technique.
Taking and disposal of specimens for laboratories.
In addition, Lectures and Instruction will be given in the following
Common infectious cases.. g
Nursing of fever cases.
Nursing of skin cases.
Nursing of special cases—heart, pneumonia, ete.
Pre-and post-operative treatment.
Burns=nursing and care of.
Nursing of fracture cases.
Ear, nose and throatyand eye cases.
Diets and feeding.
Observation of p#tients.
Use of enema, catheter, stomach tube, ete.
Urine testing.
Management of cases of heat-stroke.

LIBRARY
NATIONAL INSTITUTE @F
' I8 0C ADMINISTRATIONR
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APPENDIX < (™,
Special Treatment Orderlies (Indian,.

Duratién of Course : 3 months,
To 4ttend the Course, candidates must have ‘a minimum gualification
as noted: below :—
i (@) 2nd Grade Nursing Certificate.
() 3rd Class Roman Urdu Certificate of Education.
At the end of the Course an examination will be held.

SyLLARUS OF TRAINING—SPECIAL TREATMENT ORDERLIES (INDIAN).
Crass III.
(A) GENERAL.—

1. Elementary anatomy and physiology of the genito-urinary tract in
the male.

2. General description of venereal diseases.

8. Grouping of patients according to diseases. Latrines and batn
accommodation. Ward discipline.

4. Marking and disinfecting clothing. Method of dealing with clothing
of venereal patients. Feeding utensils.

5. General duties of a spemal treatment-orderly.

6. Action for the admission and preliminary treatment of a patient
suffering from V.D.

7. Procedure regarding continuation of treatment as an out-patient
fn the army or as a civilian following discharge from the army.,

8. Description of a P. T. Room.

9. Duties of the orderly ifc. P. T. Room.

10. Description of common skin diseases, their treatment and hursing.

(B) SYPHILIS~—

1. General description of syphlhs causes and mode of infection.

2. Method of taking specimens for laboratory examination.

3. Method and reason for taking blood.

4. General and local treatment with special reference to nursing.

5. Preparation of patiént for specific treatment. Method of adminis—-
tration.

6. Duties in the treatment room as regards minor operations, dressings.
and local applicatious.

7. ‘Soft Chancre I

8. Climatic Buboe  } Brief description.

9. Herpes Gentalis  J ’

(0) GONORRHOEA.—

. General description of gonorrohea, causes and mode of infection.

. Treatment with special reference to nursing and care of complications..
Description and uses of instruments.

. Instruction in irrigation room.

. Prevention and treatment of gonorrhea ophthalmia.

. Urethrites Simloex I3 .

. Phmiosis and Paraphimosis } Brief description.

. Venereal Wards
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(D) LABORATORY ROUTINE.—If time. permits.

1. Glass ware—care of glass, microscope slides, test-tubes, ete.
2. The microscope—mechanism, care and maintenance.

3. The Chemical Balance—care and maintenance.

4. Preparation and sterilisation,of solutions.

5. Pescription of trainingin of smears:

Intensive training in V.. Wards for a period ¢f 12 weeks when not, attend-
ng lectures.
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APPENDIX “D”.
Mental Nursing Orderlies (Indidn).
Duration of Course : 3 months.

To attend the Course, candidates must have a minimum qualification
a8 noted below :—

{a) 2nd Grade Nursing Certlﬁcabe
(%) 3rd Class Roman Urdu Certificate of Education.

During the period of trainin g, personnel will be employed only -in psychia~
trio wards and will undertake general and specialist nursing duties in these
wards.

On the termination of the Course, a report will be submitted.
SYLLABUS.
'SECQTION A. ) Tee MiIND 1N HEALTH.

1. Psychology.—Definition, mind and body—relationships ; instinets and
reflexes ; three aspects of mind ; cognition (knowing), affection (feeling) and
conation (striving) ; sensation, peru.ptxon conception. Special sensations}
hearing, vision, smell, taste, skin sensations ; Viscoral ; anaesthetic, apper-
ception ; meaning, idoation ; ; associatioh .of ideas, nnacrma.tmn memory j
-emotion ; passion, mood temperament ; volition, a.ttentlon complex

2. The mind conscious and unconscious——represnion ; projection j
untrojection ; dreams, °

3. Elementary anatomy and physolooy of T.N.S. brain ; spinal cord
peripheral nerves.
SECTION B. TeE MiND 1y DiseasEs.

1. Psychopakology—Definition. Classification ; psychoneurosis, psy-
chosis, psychopetlic states, mental deﬁclency

2. Signs and Symptoms.—
. (A) Physiological.
(@) Sensory ; loss, excess, Eerversion pain.

(b) Motor ; weakness, loss, Inco-ordination ; tremor § spasm, rigidity
.convulsion ; a.trophy and phypertrophy.

(¢) Reflexes.

(d) Condition of skin, muscles, bongs, joints, circulatory, respiratory,
«lementary urinary reproductive and endocrine systems.

"(e) Stigmata of Degeneration.
(f) Types of physique.
(B) Psychological.
(a) Sensation, analgesia, patasthesia, Changes in Visceral sensation,
{b) Perception, ' illusion; hallucinations—types.
(c) Ideation, diminution, '-accq}era'tion, obsessions.
(d) Judgment ; delusions. .
(e) Memory, amnesia—types.

(f) Affection, apathy, excess, liability ; prevailing moods t depression
wphoria.



(g9) Volition and behaviour, diminution, overactivity, ; disc:ders of
behaviour, impulses, mannerisms, degradation.

(h) Speech ; mutism, disconnectign, incoherence.

() Combinations of the above terms, as in stupor, contusion, depressior.

SECTION C.—

Tae ExaMINATION AND NuUrsiNg oF MEeNTAL Disasruiry.

1. Attitude of M. N. O. to patients. . :

2. Points in examination.

Attitude of patient towards examination ; personal hygiene ; general
physical condition; loss of weight, physical exhaustion. Heredity, environ-
ment ; mental stress and conflict. Recent disease or wounds. Recent
history of malaria, dysentery, typhus, infestation, nutritional deficiency j
beat exhaustion, alcoholism ; drug addiction.

3 Management according to clinical condition e.g: elated, excited,
noigy, destructive, violent, suspicious, resistive, confused, stuperose, depreased.

4, Observation of fits. Differential diagnosis, Malingering.

B. Methods in treatment  simple psychotherapy (persuasion, suggestion,
encouragement), sedatives ; diversional therapy. M.N.Os. duties in : par-
goanalysis, continuous narcosis, convulsant therapy, hydrotherapy, pyro- .
therapy.

8. Feeding of patients, oral, nasal and rectal feeding.

7. Emergencies; attempted suicide, artificial respiration, use of stomach
tube § first aid (e.g. arrest of haemorrhage).

SECTION D.
GeENEpAL Dumies or M. N. O.

1. Reecption of new patient ; inspection for bruises ; abfasions ; blisters
and other signs of injury. Searching of patients for dangerous objects.

2. Ward discipline—general principles.

3. Bathing of patients and rules-for baths.

4. Bedding and clothing—inspection, 1estrictions gnd precautions.

b. Observations of patients at nights.

6 Arrgngements for actively suicidal patients.

7. Usé of mechanical restraint.

8.-Observation and Reports, : sleep,~food, weight, bowels and bladder
behaviour and habits. Sleep and wieght charts. Medicine (sedative) book.

9. Duties of M. N. O. in conncetion with transfer, discharge ot death of
patient. Any forms used in psycbatric ward.~ .
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APPENDIX «“E .
Operating Room Atendants,
SYLLABUS.

(EXERAL DUTIES IN AN OPERATION THEATRE.

(@) Instruction in the theory and practice of sterilization—the care
and use of the commontr types of sterilizers—method of sterilizing various
ingtruments and articles used in the operating theatre and the handling of
sterile—cleansing and care of hands and nails,

(b) The care, preparation and cleaning of the operation theatre—itz"
annexes and furniture—preparation of patients for operation and supervision
of their transfer from, and to the wards.

(c) Preparation, use and.3torage of antiseptics and solutions in use in-
the theatre—the sterilization and storage of wates.

(d) Preparation, use and storage of commoner kinds of ligatures and
suture material—types of needles and conditions under which various types
are required. :

. (e) Preparation of dressings ; swabs, packs etc. method of afrangirg
and packing drums ; the care and inspection of gloves.

(f) Care and supervision of surgical instruments, rubber goods, ete.

(9) The responsibilities of the operating room attendant with regard toi—

1. The patient.

2. Asgepsis in the theatre.

3. Emergency apparatus (tracheotomy, transfusion and infusion sets.y
Tupatee TecEHNIQUE & CARE OF PaTIENTS.

(a) Care of patients during operation ; positions used in various opeta-
tions ; duties in case of collaps¢ during operations including:preparation-of
transfusion apparatus and saline.

(b) Knowledge of contents of the various gas cylinders used in the
operating theatre, their distinguishing marks, their care and maintenance;
preparation-of anaesthetist’s table—apparatus required-—duties in an emer-
gency—artificial respiration—raising and lowering of operating table—
what to do with the tongue. -,

(¥) Preparation of patients and instruments required for speéial opera-
- tioms, e.g., injection of haemorrhoids,v.aricose veins, eystoscopy.

(d) Duties of operating room attendants in connection with the adminis-
tration of special anaesthesia—position of patients, carc of patients duri n
and after injection—Ilocal anaesthesia—solutions used and their strengths.

() The identification of all instruments likely to be used in the operating
theatre and wards, their construction, the method of taking apart and pufting
together of compound instruments.
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APPENDIX «F >,

Syllabuses for courses are as follows :—(Subjects as at Appendix A).
(@) Radiographers, Class II1. Four months of intensive training,

st month.
Subjeet ““ A * daily lectures and demonstrations.
Subject “ E *’ lectures and demonstrations and Dark Room Work.

d and 3rd months.
Subject ¢ B ”’ d4ily lectures and demonstrations.
Subject “ D ” lectures and demonstrations.
4th month.
Subject “ D * continued.
Subject “ C ”” and ““F  lectures or demonstrations.
The students will also receive jnstruction in office work«and in the forms
used-and the regulations in force in military X-Ray Departments.
» During $he course the student will attend regularly at the X-Ray room,
to learn the procedure thérein.
At the end of this cours the student will be required to sit for an exa-
mination in the subjects taught, those who satisfy the examiners being graded
as Radiographers Class ITI.

(b) Radiographer, Class II.

Six months work in the X-Ray Department of a large hospital under
a Specialist in Radiology, during which he should receive further instruction
in the’sub]ects of his first course and 3lso instruction and lectures in subject
(13 G_ 2.

At the end of this six months he will have to pass an examination in the
subjects above, for promotion to Radiographer Class I1.

(¢) Radiographer, Class 1.
A further 9 months work in an X-Ray Department on the completion of

which, if recommended by a Specialist in Radiology, he would sit for a
further éxamination for promdtion to Radjographer Class I.

APPENDIX “ A,

SussecT ““ A7,
Physics. -«

-Stasic électricity.” Attiacuon and Repulsion. Conductors and Insula-
tors, condensers. Electrostatic measureménts, Magnetism. Electric currents,
direct and alternating. Electro magnetic Induction. Measurements and
measuring instruments. Dynamos, electric motors and converters. Atomic
physies. Electro magnetic radiations. Wave length and intensity, charac-
teristic radiation. Absorption, scattering and filtration on radiation.
Radiation Measurements.

Sussecr “ B ™.

Electrical supplyand distribution.  A. C. and D. C. currents. Meters.
X-Ray apparatus, Coils and interrupters. "Transformers and rectifiers.
X-Ray tubes, gas and hot cathode, Valve, Production of X-Rays. Accessory
apparatus, meters, switches. Auto-transformers, timers and stabilisers.
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" SussEcT “ C ”.

Anatomy and Physiology. Elementary’deveiopment. Bones and joints.
Ossification.> Surface markings. Normal appearance on radiographer of
bones and of soft tissues rendered opaque. -

Sussecr “ D, .

Radiography. Positioning. Localisation, stcreoscopy. Special examina®

tions. Protection. v
. Sussecer “EZ. ‘

Photography, Photographical Chemistry. Developing and fixing. Dark
room technique. Faults in exposure and development. Their causes and
cure.

Sussecr “ F .

Types of apparatus used in the Army in 1ndia, their construction and

characterigtics.  Causes of and tracing of faults. Running repairs._
Sussecr “ G .

Electro-medical apparatus. Contraction o%nuscles, effect&of Gelytitism
and Faradism. Heating and its ~ effects. Infra red rays. Ultra “"violet
rays and their effects, Diathermy apparatuXdnd its use. Y



241 -~

APPENDIX “G”.
Syllabuses of courses are as follmrs —

LaborMory Assistant, Class II1—Four months of intensive training:
Syllabus at Appendix A,

At the end of this course the students will be required to sit for an
examination in the-subjects taught,'those who satisfy the ¢xaminers
being graded as Laboratory Assistants, Class ITI.

Laboratory Assitant, Class IT.—A Laborafory Assistant Class ITLafter
six months continuous employment in a laboratory and if reported on asa
satisfactory by the officer in charge laboratory, may be graded as’Laboratory
Assistant Class IT.

Laboratory Assistant, Class I. —Before gradmg Laboratory Assistant

Class I, the individual must have been employed in a laboratory as Laboratory
Assxstam; Class IT for 9 months.

- .Erowded.#the candidates pass the qualifying examination, based on the
syllabus at Appendix “ B ¢hey will be graded as Laboratory Assistant,
Class I.«

P AI:I{ENDIX “AT
Syllabus of Training— Ldboratory Assistant, Class IIT.

Note—Army labbratory Assistants are fot to be judged on their theore-
fical knowledge of pathology, bacteriology or biochemistry, but primarily
on their ability to prepare apparatus, reagents and material with unfailing
reliability, so that the officer may have dependable assistant to carry out his
work. .

The course of instruction should therefore be designed not with the pri-
mary intcantion of teaching candidates bacteriology and biochemistry bub
rather of teaching laboratory methods and cultivating technigue. The
training should mclude of course, clementary clinical pathology, but with the
object of stimulating and maintaining the interest of the trainoe.

The following is a syllabus of training for class Il laboratroy assistants
(pathology) ;—

1. Zaboratory management.—Care and custody of equipment,

_ 2. Sterilization metkods.—Chemical Dry heat. Moist heat. Low
gemperature. Filtratiomn. s .

3. Filters~—Types of ﬁlters Methods of testing, cleaning and sterlizing,
Methods of vtse. + . .

4. Micipscopy ~—The-cate and use of.ithe Jicroscope and its component
parts. Micromeétry. .Darks ‘ground illuminatipn.

5. Culture malia. —-Preparatron and cleaning of glassware, ete. Main-
tenance of sterility. Identification of medias Preparation and standardi-
zation of bacic media. Preparation of special media in common use..

6. Stains and staining methods.—The preparation of stains, and methods
of staining, as laid down in-the official publication ‘ Laboratory Methods
1932, to L,ther with such addgtxons‘ as Ficld’s stain and Pioric acxd counter-
stain for T. B. o

1. Patlgentc micro orqamsm§ —Basit knowledge of the common patho-
genic bacterid and methods pf cultivation, including anacrobiasis a.nd the
chief characters of Cl, tetani and the as gangrene clostridia.

8, Viruses and rickettsiae—~—General outline only,
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9. Protozoa.—Recognition of malarial parasites, amoebae, Leishmans
-dono-van bottles end intestinal flagellates.

10. Helminths—Recognition of the eggs of the common helminth
ascarisancy lostoma, enterobius, trichuris, taenia, hymenolepis, schistosom.
Mounting and preservation of worms and their eggs. -

11. Haematology.—Hb estimation. Total red and-white cell counts and
simple differential counts. Sedimentation rates. Blood grouping.

12. Serology.—(a) Agglutination. * ;

H & O types ; methods (Dreyer’s and Felix’s) ; preparation of aggluti-

tating sera. i

(8) Principles of Kahn and Wassérmann tests ; preparation of reagents

and apparatus. .

‘18, Vaccine preparation.—Outline. Preparation of apparatus,,

14. Maintenance of stock cultures. |

15. Biochemistry.~—Rlementary, including wrine analysis, gastris analysis
blood-sugar and blood urea estimations, Vanden Bergh, cerebrospinal fluid
(protein and chlorides), and faeces (fats, fatty acids, bile pigments).

16. Urindfy *deposits—Simple microscopy.

17. Histology.—Preparation of tissue for sections. Cutting and ¢tain-
ing of sections.

18. ‘Post-mortem technique.

19, Laboratory animals.—Care, housing, feeding, breeding and handling
of laboratory animals.

20. Office work.—Accounting for equipment, compilation of returns regis-
tration of specimens ahd recording results of examination. P

APPENDIX “ B ”,
Parr A.
Syllabus of Instruction— Laboratory Assistant, Class 1.

1. Laboratory Management and use of Laboratory apperatus,

2. Sterilization Methods—Chemical, Dry héat. Moist heat. Low tem-
perature. Filtration. . . f

3. Filters—Types of filters. Methods of testing, cleaning and steriliz-
ing. Methods of use. '

4. Microscopy.—The care and use of the microscope and its component
parts. Micrometry. Dark-ground illumination.

5= Culture Medio—Standardization of média. Preparation of the com-
moner medica, fluid and solid, employed in routine work and also special
media for the cultivation and differentiation of :—eConocooci, meningoe-
cocei, pneumococci, streptococci, tubercle bacilli, diphtheria bacilli, orga-
nisms of the colityphoid-dysentery groups, pathogenic anaerobes, etc.

6. Stains and staining methods.—The preparation of stains, and methods
of staining, ’
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1. Pathogenic Micro-organisms and Bacteriological diagnosis—Study and
identification of the following bacteria, special attention being paid to morpho-
logy, staining, culture, biochemical reactions and agglutination tests where
applicable.

(@) The Pyogenic Streptococet and Staphylococei, the Pnewmococceus.
(b) Meningococcus—Methods of isolating, identifying and typing, Cell

count of cerebrospinal. fluid. Precipitin- test. An outline of the Gram-
negative cocci occurring as Commensals in the nose and throat.

(¢) Genococcus.—Methods of isolation.

(d) Diphtheria and Diphtheroids.—Methods of isolation and identifica- ]
tion. Virulence, tests.

() Tubercle bacillus and other Acid-fast bacilli—Methods of isolatien
fromt.sputum, urine, pus, and ofher material. Antiformin method.

(f) Intestinal Gram-ncgative terobic bacilli—Coli group. Enteric group.
Food poisoning group. Dysentery group. Methods of isolation and identi-
fication, -

(9) Vibric cholerae and allied orggnisms—Methods of isolatiofy identi-
fication and differentiation.

(k) Pasturella pestis.—Mebhods of isolation and identificatiorxyPrepara-
tion of laboratory animals prior to jnoculation of suspected materinl.

" (s) Brucella group—Methods of isolation and identification.

(5) The Haemophillic Bacteria and allied organisms.—Methods of isola
tion and identification.

(k) Weound Infections.—An outline of the organisms associated with gas
gangrene. Methods of anaerobic culture.

(1) Rickettsis group.—The Weil-Felix reaction.

(m) Pathogenic and Commensal Spirothactes.-~Treponema pallidum, 8piro-
nems recurrentis, Leptospira icterohaemorrhagiae. Methods of demons-
tration. Laboratory diagnosis.

8. Rabies.—Method of obtaining brain of suspected animal. Prepara-
tion of sections from the brain. Mani’s method of staining, or William’s
meodification of Van-Gienson’s method—(basic fuchsin-methylene blue).

9. Pungt.—The preparation of hair or scales for examination.

10. Protozoology.—Recognition of malarial parasites, trypanosomes,
Loishman-Donovan bodies. Outline and recognition of common intestinal
protozoa and cysts. Preparatiomrand staining. of films by Mayer’s haemalum
and Heidenhain’s iron.

11. Helminthology.—Identification of the following helminths and the
eggs i— .

Nematodes.—Ascaris lumbricoides, Anhylostomes, Entorobius vermicu-
1aris, Trichuris tricniura. e '

Cestodes.—Taenja solium, Taenia saginata, Taenia granulosa, Hymeno-
opisl hana.

Tromatodes.—Schistosoma hagmatobium and Schistosoms mansoni,
Mounting and preservation of helminths. *
H1342HSDC 16

)
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12. Haematology.—Methods of obtaining blood. Methods of estimating
haemoglobin. Fumeration of Red Blood Cells and Leucocytes. Preparation
of stained blood films. Recognition of normal and abnormal cells. Defeten-
tail Leucocyte count. Reticulocytes. Examination of blood for parasites.
Pratility of the Red Blood Cells, Coagulation Time. Red Cell sedimenta~
tion rate. Blood grouping.

13. Serology.—Preparation of agglutinating serum.  Agglutination
tests :—Dreyer’s Method and FelixjTechnique. Agglutinin absorption tests.
Precipitin reactions.

Wassermann Reaction.—Outline of the principles of the test. Preparation
of all apparatus and reagents.

Kahn Test—Outline of the principles of the test. Preparation of all
apparatus and reagents.

14. Preparation of Vaccines.—Method of preparing an autogenous: vac-
cine. -
15. Maintenance of Stock Cultures. -
16. Preparation of tissues for microscopical examination.—Cutting and
mounting sections by the paraffin method. Massons rapid method. Freez-
ing method. .

17. Mounting end preservation of Museum Spectmens.

18. Urinary Deposits, including cells and castsa +

19. Laboratory animals.—Care, housing, feeding, breeding and handling
of laboratory animals.

20. Custody of, and accoun..” - ‘or, Laboratory equipment.—Compilation ot
returns. -

ParT B.

Cleaning, assembling and construction of apparatus employed for routine
chemical or biochemical examinations. Simple glass blowing. Care of all
measuring instruments. Use of spectroscope, ete.

Essential principles of Chemistry, Distillatlon, Filtration, etc. Prepara-
tion of standa.rd solutions, indicators, estimation of P. H., ete. Volumetric
and gravimetric methods. Chemical examinations in connection with routine
diagnostic biochemical tests of :—

Urine, Faeces, Blood, Cerebrospinal Fluid, Gastric contents, ete.
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APPENDIX * H
Syllabus of Traiming for R. A. M. C.[1. A. M. C, Other Ranks. Empioyed
w Ophthalmic Units/Centres.
1st week—
1. Anatomy: '
2. Physiology. ;.n.;«.
3. External Diseases and their freatment,
4. Methody of trpapment.
5. Nursing of Ophthalmic Patients.
6." Preparation of Operation Theatre.
7. Preparation of patient for operation.
. 8.- Anagsthetics used.
*nd week— *
9. Sterilisation of Ophthalmic Instruments.

10. Sterilisation of eye drops.

11. Ophthalmic Apparatus and its care.

12. Assemhly of Ophthalmje Apparatus.

13. Ophtha,lmic."lenses, neutralising of lenses 1heasurements, for

Mark III Spéctacles, fitting of spectacle frames.

14. Fitting of Artificial Eyes.

15. Records Keeping—(a) Oard Index. () Day book. (e)
Spectacle Prescription Book. (d) Operation Book. (¢) Month-
ly Returns. (f) Army Forms used in Ophthalmic work.

3rd week—

16. Short lecture on care of Electric Ophthalmic Apparatus and

writing of same. -

17. Revision. -

18. Examination.
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APPENDIX ¢ 1%,

Travine Nursing Serovs aND V. €. 0.s IN MassAGE ARD REMxipiaxn
GyMNASTIOS.
“ Syllabus ».

The course is planned to give the maximum of groundwork and practical
experience in massage, remedial gymnastlcs and electrical treatment in the
period of three months.

Each class consists of a maxiniukn of 20 students.

During the first month there are daily lecture§ on anatomy, physiology
and the theory of massage and exercises including practical instruction.

The last two months are devoted to practical training in the Wards and
Department, as well as daily lectures.

Instruction is carried out by qualified C. 8. of P. Instructors.

The final examinations will be held at the conclusion of the course and a
certificate issued to those students who pass the examinations.

The syllabus of lectures consist of :—

(1) Anatomy—

{a) A careful study of the bones of the—’body, their shape and function.

(b) The names, origin, insertions and functions of the main muscle
and muscle groups.

(¢) A working knowledge of the joints of the body.

(d) An elementary knowledge of the main nerves.

(2) Physiology—

The elementary knowledge of the structure and functiaps of the body
aud its various organs.

(3) Theory of massage and remedial gymnastics.

(@) Types of massage and their uses.

(b) Its application” to wounds, fractures, dislocations, sprains,
synovatis, internal derangement of the lnee;-bruises secare re-
heumatic diseases. A. P. M. and nerve lesions.

(c) Remedial exercises—value, restrictions and types of movement.
Conduct of remedial exercise classes.

(d) Technique of breathing exercises.

4.
(4) Instruction in the use of simple electrical equipment.
- B.

(5) Simgple electrical tréatments.
(6) Elementary plaster work. .

(1) Instruction in splints and slings, Exercises, in Plaster splints. The
“use of remedial apparatus including slings and pulleys.

(8) Instruction in English.



247

APPENDIX b4,
ESTIMATES OF COST.
Estimates of cost of NON-RECURRING expenditure during the first five years,
second five and first ten years.

First five Second five  First ten years,
years. years.
Rs. Rs. Rs.
Three-million unit scheme e 75,16,83,000  1,11,16,87,250  1,86,33,70,250
Malaria Organisation .. . 9,16,800 11,10,000 20,26,800
Tuberoulosis .. . . 2,42,35,000 3,74,10,000 6,16,45,000
Mental Diseases ‘e .. * 1,67,00,000 2,22,00,000 3,89,00,000
Leprosy e = .. 1,45,00,000 1,40,00,000 2,85,00,000
School Health . .. 1,32,000 . 1,32,000
Nutrition . . . . 6,05,000 . 6,05,000
Professional Education :
(a) (¢) Upgrading at 27 lakhs,
oconvergions at 77 lakhs
and ocreation at 102-0lakhs
per college including the asso-
ciated hospitals and training
fielde— - - ° .
24 oolleges (9-+8-+-7) during ] .
the first five*years. - 15,73,00,000 13,38,00,000 29,11,00,000
19 colleges (74-3+9) during
the second five years. -
(#2) Accommodation for per. .
sonne] under training— 1,08,00,000 85,50,000 1,93,50,000
(b) Dental Education . 60,00,000 75,00,000 1,35,00,000
(¢) Pharmaceutical Education 6,265,000 6,25,000 12,50,000
(d) Public Health Engineering - 6,00,000 4,00,000 10,00,000
(¢)>Nursing. - .. . 4,20,00,000 4,20,00,000 - 8,40,00,000
*(f) Improvements to Associated !
hospitals for training of > .
students during internship .. 48,00,000 38,00,000 86,00,000
(9) Medical Research at Rs. 1
lakh per cdllege .. . 24,00,000 19,00,000 43,00,000
(h) Hospital Social workers .. .
Expenditure on preliminary sur-

veysin four districts on the basis
of cost for the Gingur syrvey, ,

(Rs. 16,000 for & population of - -

62,000) .. . . 22,00,000 . - 22,00,000
Water Supply—

(a) Rural .. . 10,00,00,000 10,00,00,000 20,00,00,000

(b) Urbap ... 10,00,00,000 10,00,00,000 20,00,00,000

Drainage @ Rs. 6 crores per yem: 30,00,00,000 30,00,00,000 60,00,00,000
Medical Research (General provi- .
sion, Provifices) .. . 20,00,000 20,00,000 40,00,000

Torar NoN-REOURRING EXPEVDI.
JTURE .. e .. 1,53,74,96,800 1,§8,69,82,25Q 3,42,44,79,050

Estimating the éxpenditure, re.
curring and non.recurring, in.
respect of the Centro, as 6 p.ca
in each case of the expenditure
for the eleven Provinces to-
gether, the figures are as-shown - -
below :— .
Centre .. .. - 9,22,49,808 11,32,18,935 20,54,68,743

British India 28 a whole .. 1,62,97,46,608  2;00,02,01,185 3,62,99,47,793

-
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ESTIMATES OF COST—contd.

Three-million unit scheme
Central Directorate :—
{a) Officers
(%) Estabhshmentand oontmgen-
oies .
{c) Travellmg allowance
Provincial Dlreotorate—
(a) Officers .
(b)-Establishment and oontm-
gencies
(¢) Travelling allowa,nce
Malaria Organisation .1
Tuberculosis .

Mental Diseases . ..
Venereal Diseases .o .o
Leprosy . e ..
Sohool Health .. .
Nutrition

Professional Eduoatxon
*(a) Upgrading at 8-25 lakhs,

conversion at 17-25 lakhs and

creation at 17:25 lakhs per

college—

24 oolleges (9+4-8--7) during
the first five years.

19 oolleges (7+4-3--9) during
the second five years

(6) Dental Education .

(¢) Pharmaceutical Education

(d) Public Health Eingineering

(e) . Provincial Sanitary Boards
at Rs. 5,000 per board per*
year (ome board for each
provinge) .. ..

f) Nursing

)] Health Assistants

(h) Hospital social workers

(¢) Foreign Scholarships .

() Improvements to associated
hospitals for the training of
interns at Rs. 10,000 per
hospital per year .

(k) Postgraduate medwal edu.
.cation avRs. 50,000 per centre
per year

(!) Medical Research in colleges
at Rs. 0,-25 lakh per year per
college ..

{m) Scholarships at Rs 1,000 per
year per student for 50 p.oc.
of the total number of admis-
sions .

(n) Mamtexmneecharges on tota.]
capital expenditure on pro-
fessional education schemes

Water and Drainage Boards In-
vestigation Units, etc. at Rs, 2~6

lakhs per year .

RECURRING.
First ‘five Second five First ten years,
years. years.
Rs. Rs. Rs.
91,91,46,234  2,10,12,29,62¢  3,02,03,75,85
37,00,000 45,50,000 82,50,000
8,00,000 10,00,000 18,00,000
6,265,000 * 6,25,000 12,50,000
2,983,81,550 2,95,46,550 5,89,28,100
44,00,000 50,60,000 94,60,000
46,75,000 46,175,000 93,50,000
2,52,07,610 3,85,01,887 . 6,37,09,497
5,87,71,600 9,94,04,692 15,81,76,292
4,86,59,110 9.63,37,810 14,49,96,920
3,16,54,110 =  4,70,17, 292 7,86,71,402
2,86,20,032 6,56,84,356 -  9,43,04,388
18,95,630 .°* 23 193,827 + 42,19,457
34,37,126 42,88,185' 77,25,311
16,65,00,000 13,23,75,000 29,88,75, 000
75,00,000 75,00,000 1,50,00,000
23,00,000 23,00,00C ’46.00,000
7,50,000 45,00,00C 12.50,000
2,75,000 2,75,000 5,50,000
10,38,50,000 _ . 10,38,50,00(, , 20,77,00, ,000
31,68,000 31,68,000 ~ 63,36,000
5,78,420 5,78,420
15,00,000 15,00,000 30,00,000
k]
24,00,000 19,00,000 43,00,000
12,50,000 12,560,000 25,00,000
30,00,000 23,75,000 53,765,000
1,34,40,000 4,98,00,000 6,32,40,000
1,34,71,600  ©4,55,93,250  5,90,64,750
13,00,066 ~ 13,00,000 26,00,000
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REOURRING—CcOnid.
First five Second five Tirst ten years.
years. years.
Rs. Rs. Rs.
Malntenance charges @ 39% per
year on oapital works in
conneotion with Water Supply
and Drainage Schemes  ** 3,00,00,000 10,50,00,000 13,50,00,000
Health Education at Rs. 3 lakhs
per year . . 15,00,000 15,00,000 30,00,000
Special Provision for Industrial
Health Services .. - 75,00,000 1,00,00,000 1,76,00,000
Medical Research (general provi-
sion, Provinces) .. 50,00,000 50,00,000 1,00,00,000
Maintenance charges on ca,plta,l
works erected in connection
with Medical Research |, . 1,20,000 4,20,000 5,40,000
Leave reserve. at
15 p.o. per year for women and
10 p.o. for men peraonnel——
Women .. - 3,55,38,820 7,59,26,782 11,14,65,602
Men . ce, e 4,27,15,714 7,48,26,896 11,75,42,610
. » Total .. 1,60,46,30,456  3,12,66,04,147  4,73,12,34,603
On the basis of 6 per cent. of Pro-
vincial expenditure, Centre .. 9,62,77,827 18,75,96,249 28,38,74,076
Total for British India 1,70,09,08,283  3,31,42,00,396  5,01,51,08,679
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APPENDIX B5.

DETtA1LS oF THE THREE-MILLioX UNIT AND OTHER SOHEMES,

InpEX.
(Non-Recurring)

Total non.reourring expenditure on the three.million unit scheme
Constituent items of the non-reourring expenditure, including ambulances

I.—Primary Unit— .
(a) Office building . . T . .
() Housing for the staff .. . ..

(¢)-Dispensary with emergenoy beds—building and equlpment

“I1.—30-bed Hospital—

(a) Building and equipment .. e o oo+ we e

(%) Accommodation for staff .. .o e .
III,—Secondary Unit—

(a) Office building .. - . . Ry

(b) Aoccommeodation for the staﬂ‘ . s. . ..

(¢) Mobile Dental olinios .. R4 e - ..
IV.—200-bed Hospital—

(a) Building and equipment .. .ue . .

(b) Accommodation for staff .. .. . . e
V.—500-bed Hospital-— .

(a) Building and equipment .. . . . -

(b) Acoommodation.for staff .. .-, . .

(Recurring) -

Total recurring expenditure of the three-million unit scheme

Constituent items of the recurring expendxture, 1nclud1ng mamtenance on
Ambulances .. Ve N .

I.—Primary Unit—

(a) Salaries of staff .. . . .

(b) Dispensary : Drugs sundries and diet for emefgenoy beds - ..
11.—30-bed Hospital— .

(a) Salaries of staff .. .. . . . .

() Drugs, sundries and diets .. .. .. ..
I11.—Secondary Unit— -

Salaries of staff . .. . . .o
IV.-~-200-bed Hospital—

(a) Salaries of staff .. . . e .. ..

(b) Drugs, sundries and diets .. .o .o .

500-bed Hespital—

(a) Salaries of staff .. .. . .e .o e -

(%) Drugs, sundries and diets .. - . .o e
V.—Administrative Organisation at the Dlstnot Headquartegrs—

Salaries of staff .. .. . . o -

.

VI.—Preparation of House Lists .. .o ve . -

Page

262
253

256
265
256-

266
256

257
26T
2568

269
2569

261
261

263

263

263
263

264
264

264

.265
266

265
265

266
266
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Page
VIIL—Maintenance charges on non-recurring expenditure on three-million
unit scheme— - - - T .. 286
Number of Primary Units and dispensaries shown province.wise .. 288
Number of 30.bed hospitals shown province-wise .. . .. 288
Number of Secondary Units shown province.wise .. . .. 288
Number of 200-bed hospitals shown province-wise . . . .. 289
Number of 500-bed hospitals shown province-wise .. .. .. 289
Housing of the staff .. .. . e .. 290
N Otiher Schemes.
Ewxpenditure on :—
Preliminary Surveys .. . .. . .o .. 201
Water supply re e .. . .. o 201
Drainage ~ .. . .. .. .o o201
Central Directorate - . .o .- . . 202
~ Provincial Directorate .. . . . o .. 292
Malaria "~ 7, .. - e . o .. 205
Tuberqulosis .. .. . . e ® . .o 301
Mental Disoases e e T 4 . .. .o -. 807
Venereal Diseases . . . e o * .. 310
Leprosy L. . . . .o . .. 314
School Health .. .. . .. R .. 3819
Nutrition . . .. . . . .. 321
Professional Education ;— .
Estimates of non-recurring expenditure .. . . . 3825
Estimates of recurring expenthure .. e . .o 827
. Expansion of medical colleges .. . . . .. 330
Scholarships .. . . . 332
~ Stipends for the trammg of Hea.lth Assxst&nts .. ve .. 333
Training of Hospital Social Workers .e . .. .. 333
Medical Research . - .. .. .. .. 334
Health eduncation . . o .. .. 334
Special provision for Industna.]'Health services . . .. 334

Maintenance charges @ 3% per Yoar on capital works'in connection with
certain services . e te . . .. 334
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Non-Recurring.
First
five years,
1,—Primary units— . Rs.
(a) Office of the primary wnit .. - -
(5) Housing for the primary unit staff .. «« & 33,91,60,000

(c Primary unit dispensary, building apd equip- J '
ment, ~ )

11.—80-bed hospital—

First
ten years.
Rs.

67,84,93,750

27,71,07,600

7,41,95,000

31,75,74,000
46,42,60,000

(a) building, equipment,and .. .o .e
- 5,62,57,000
(b) accommodation for staff .. - e .
III.—Secondary unit—
Offics, housing for staff inoluding mobile dental
olinics organisations .. .. .o ... " 3,78,00,000
IV.—200-bed hospital— . -
Building, equipment and accommodation for staff.. 30,79,62,000
500-bed hospital - - - - -
74,11,79,000
-Ambulances .. - . . 1,05,04,000
anx

1 81,16,30,250
5,17,40,000

75 16 83,000

1,86,33,70,26
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Primary Unirt.

(Non-Recurring).
Rs. Rs.
l— o
(a) Office for each primary unit 15,000
}b) Housing for the primary unit staff 1,38,750
¢) Dispensary building and eqmpment 20,000 1,73,760
4. For all the provinces,
lst year 1080 x 1,73, 750 . oo = 18,76,50,000
2nd year . . o ..
3rd year . ‘e .. ..
4th yea,r 376 x 1 73,750 . . o= 6,53,30,000
bth year 406 % 1,73,750 . . o= 8,61,80,000 383,91,60,000
6th year 341 X 1,73,750 e = 5,92,48,750
7th year 396 X 1,73,750 e = 6,88,065800
8th year 382 x 1,783,750 . e = 6,63,72,500
9th year 414 x 1,783,750 . o= 7,19,32,500
10th year 420- x 1,783,750 . R 7,29,75,000 67,84,93,750
II1. 30-bed hospital— ~
»
(o) Building and equipment .. e = 55,000
(b) Accommodation for staff .. . 84,250 1,39,25
3. For all the provinces—
1st year 216 X 1 39,250 . = 3,00,78,000
2nd year .. . . .
3rd year . . . ..
4th year 188 x 1 39,250 . = 2,61,79,000 .
5th year . . .. 5,62,67,000
<. 6th year 235 x 1,39, 250 . . = 3,27,28,750
7th year 282 x 1,39,250 . = 3,92,68,500
8th year 274 X 1,39,250 . = 3,81,54,500
9th year 367 x 1,39,250 . = 5,11,04,750
10th year 428 x 1,39,250 . = 5,95,99,000 27,71,07,600
C.—Ambulances—
2 motor—each 12,000 ’
1 anima] driven 2,000 . 26,000
1st year 216 X 26, 000 e = 55,16,000
2nd year . . . .
&rd year . . . v == ..
4th yea.r 188 x 26 ,000 . e = 48,88,000
5th year . e .. - . 1,05,04,000
6th year 235 x 28,000 . o = -~ 61,10,000
7th year 282 X 26,000 . - %3,32,000
8th year 274 x 26,000 . Lo = 71,24,000
9th year 367 X 26,000 . = 95,42,000
10th year 428 x 26,000 . =" 1,11,28,000 5,17,40,000



(b) Housing for the staff of the Secondar'y. unit

3. For all the Provinces—

1st year 216 X 1,75, ooo

2nd year
3rd year
4th year
5th year
6th year

Dental Acco. 216 X 16 000

7th year 66 X 1,75,000
Dental 66 x 16,000

8th year 6 X 1,75,000 ..

Dental 8 x 16,000
9th year .

Dental .

10th year 67 X 1 75, 000

Dental 67 x 16, 000

. s

1V.—200-bed hospital—

(2) Building ..
Equip: ment

4. For all the Provinces—

2564

Spconpary Uwire
(Non-Recursing.)

1II.—(a) Office for each Secondary unit

-

.+ 7,00,000
. 1, 00 000
(b) Aocommodation for the staﬂ‘ 16,256,760

1st to 5th year 216 x 14,25,750

8th year

Dental staff acoo 216 >< 44, 500

7th year
Dental

8th year
Dental

9th year .
Dental B8
10th year
Dental

I

\

buwn

Nl

3,78,00,000

.

34,566,000
1,15,50,000
10,566,000
10,560,000
96,000

s

1,17,25,000
1¢,72,000

14,265,760

30,79,62,000
96,12,000

Rs,
30,000
1,45,000

1,75,000

3,78,00,000

63,90,000
6,78,05,000
7,41,95,000

30,79,62,000

31, 75,‘74,000

No new 500-bed hospital is ever created.

is brought into being.

Building
Equipment .
Accommodation for s

Non-recurring cost of the 500- bed hosp1ta1

1st to 6th year

7th year 66 x 32,70, 000
Dental staff acco. 66 X
8th year 6 X 32,70,000

Dental staff acoco. 6 X

9th year
10th year—
67 x 32,70,000

s

\

. Rs. 17,560,000

taff" ﬂ

]

70,000 ..
70,000 ..

Dental staff acco, 67 X 70,000

< Yo ey 2,650,000

12,70,000
32,'70,000

fwnwnl

|

They are to be conversions
from 200-bed hospitals, but as soon as a certain number of 200-bed hospitals
is converted into those with 500-beds an equal number of 200-bed hospitals

Nil
21,58,20,000
46,20,000
1,96,209000
4,20,000
Nil

21,90,90,000
46,90,000

1st ten years.

46,42,60,000
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8-Mirrion Untr.

i Primary Unit,

1. (a) Office for the primary unit (non-recurring)
(b) Housing for the “primary unit staff (non-recurring).

Rs.

15,000

‘JFloor space Total cost
I of housing of accommo-
Primary Unit (40,000). A No: for one, Total. dation for
- person, one Unit.
Medical Officer @ Rs. 250—— .
25—500 . 2 2,000 | 4,000 Rs.
Public Health Nurse
Rs. 100—5—120—10—200 4 1,600 | 6,000 | 22,500sq.ft.
Nurse @ Rs.76—5—125 . 1 1,600 ! 1,500
Midwives @ Rs. 50—5—100 4 1,000 | 4,000 »Rs. 5 persq.
Trained dais @ Rs. 25—-—1§——— ft.
—40—2—50 .. 4 1,000 | 4,000 1,12,500
Sanitary inspector @ Rs
100—6—150 .. 2 1,600 | 3,000 |
Health assistant @ Rs. . 1 -
60—5—-100, .. . 2 1,000 {2,000
Clerks'@ Rs. 76—6—150" .. | 2. 1,000 | 2,000 R
Titter mistry @ Rs. 40——2 L8,750 Sq. ft.
—60 .. . 1 500-| 500 »@ Rs. 3 per .
Inferior servants— 8q. ft.
1 @ Rs.40—2—60 26,250
14 @ Rs. 26—2—55 . 16 250 | 3,760
Pharmacist @ Rs. 40—2—60 1 500 | 500
1,38,750
(c) Dispensary at the pri.
mary unit—
(non-reeurring). :
Building equxpment and
Jands . 20,000
.
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30-Bep Hoserran., -

II. (a) Building .. v 45,000
Equipment - e 10,000
55 000
(b) Accommodation for Staff.—Cost for housmg the sta,ﬂ' of 30-bed hospltal
! Floor area -
No. | per head |Total Rate Rs. per Total
8q. ft. |sq. ft. sq. ft. cost,
{1) Medical Oﬁ’ioer @ Rs. 250— Ras.
25—500 14 2,000 2,000 114,000 sq. ft. 70,000
(2) Nurse 1 @ Rs 100—5——
175 and 7 @ Rs. 76—5— J‘ Rs. 5 per sq.
125 8 1,600 12,000 ft.
(3) Health asslstant @ Rs. 60— .
—100 1 1,000 1,000 |
(4) Pharmamst @ ‘Rs. 40—2-—
60 1 1,000 1,000
(6) Ward a.tt,endants (1 ma,le .-
1 fema,le) @ Rs. 30——2——
2 250 500 | »4,750 sq. ft.
(9) Cook @ Rs. 30—2—50 - 1 250 250 @ Rs. 3 sq.
(7) Sweepers (1 male, 1 fo. ft. 14,250
"'/ nale) @ Re. 256—1—35 2 250 500
(8) Ambulance drivers @ Ra.
5 .. . . 3 500 1,600 |————
1 Total .. 84,250




III. Non-recurring.
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SeconDARY Unrr;

{a)™Office for the Secondary unit’ -+ e - - Rs. 30,000
(b) Housing for the Secondary unit staff,
Floor rate
No. | of area |Totalarea | Rate of Total Cost
8q. ft. sq. fb. Cost. Rs.
Administrative M. O.
@ Rs. 1,000—50—1,250 1 3,000 3,000} Rs. 5 15,000
Deputy A. M. O. .
@ Rs. 500—30—800 17 2,600 2,600 »» 12,500
Asgistant A.M.O,
@ Rs. 400—30—700 1N
2,500 5,000 » 25,000
Assistant P. H. Engineer
@ Rs. 400—30—700 1
Senior Sanitary Inspectors
@ Rs, 150—10—250 2 1,750 3,500
Senior P. H. Nurses j »» 35,000
@ Rs. 150—10—250 2 1,760 3,500
Head Clerk
@ Rs. 200—10—300 1N
L 1,750 3,500. » 17,500
Statistical Clerk J'
* @ Rs. 200—10—300 1 . )
Stenographers
@ Rs. 100—5-—200 3 1,600 4,500 »» 22,500
Clerk (1st Division)
@ Rs. 150—10—250 .. 1 1,500 1,500 s 7,500
Clerks (2nd Division) @
Rs. 75—5—150 . 2 1,000 2,000 | Rs. 3 6,000
Taferior servants
@ Rs. 256—5—55 . 5 250 1,250 »» . 3,750
Total o 1,44,750
or roughly Rs. 1,45,000 per
Seoondary Unit.
In the second five years only— tal Cﬁst_
s,
Dentist at Rs. 250—25—500{ 1 2,000 2,000 i 10,000
Dental Hygienists
@ Rs. 80—5—130 2 1,000 2,000 6,000
Rs. 16,000
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Mobile Dental Clinics. (In the second five years only).

Non-recurring expenditure.

Ras,

Cost of a mobile dental clinic fully equipped (traitor type as in 6,600%
New Zealand).
Cost of the towing car . .. .. .. .. 11,000
Extra cost for portable equipments . .. .. 450
Total . 17,950
. or
about ..* 18,000
. Qalculation of total cost.

Ra.
6th year 216 x 18,000 .. .. .. .. .. 38,88,000
7th year 66 % 18,000 .. .. .. .. -.. 11,88,000
8th year 6 x 18,000 . . . . .. 1,08,000

9th year Nil

10th year 67X 18,000 .. e .. .. .. 12,06,000
Total 63,90,900

*Such a olinic, in New Zealand, cost 320 sterlings eight yearsago. ¥or arriving at
the present cost another 50 p.c. has been added.
An ambulance car attached to each 30-bed hospital costs Rs. 12,000.



I¥. Non-recurrings

200—Bzp Hosrrrar:

H1342—HSDC

(a}—Building .. . .. 7,00,000
Equipment . 1,00,000
8,00,000
Accommodation for the staff of 200-bed hospital.
{(b)—
. Floor area for . Rate of charge [Tofal charpe
«, Personnel. . Number. | eachsg. ft. Total floor area sq. ft. per s8q. ft. Ra.
Superintendent (Rs. 500—30-—800) 1 2,500 2,600
Medical Officer in charge (Rs. 400—-30—700) v 3 2,500 7,600 -
House Staff (Rs.  250—25—500) .. .. 6 | . 2,000 12,000 101,000 Re.5/- persq. ft.| 8,056,000
8q. ft
Assistant M. Os. in Charge of Laboratory (Ra. 250—25—-
500) .- .. 2 2,000 4,000
Nurses .. . 50 1,500 75,000 v
Senior Pharmacist (Rs 60—3—90) .. " 1 625 625
Laboratory Technicians (Rs. 60—8-—100) 2, 3 625 1,876
Caretaker (animals) (Rs. 40—2—60) .. . . 1 500 600
Laboratory attendants (Rs. 30-—2—50) 3 250 760 18,250 Rs.3/- per sq. ft. 54,750
Pharmacists (Rs. 40—2—60) 6 500 3,000 -  sq.ft.
Ward attendants (Rs. 30—2—50) 16 250 4,000 |
Sweepers (Rs. 256—-1—35) 16 250 4,000
Cooks (Rs. 30—2—50) 8 250 2,000
Malis (Rs. 25—1—35) " 250 1,000
Mistrie (Rs. 40—2—60) 1 500 800 J
Clerk (1st Division) (Rs. 150—10—250) 1 1,500 . 1,5007 3,000 Ra.5/- persq. ft. 15,000
Stenographer (Rs. 100—58—200) .. 1 1,500 1,600 sq. ft.
Clerk (2nd Division) (Rs. 75—5—160) . . 1 1,000 ‘1,000 1,500 Redl o » 4,500
. Peons (Rs. 25—2—55) . . . . 2 250 800 { sq. ft. )

692



200—Bep Hosrerrar—contd.

Accommodation for the staff of 200-bed hospital.—contd.

Floor area for Rate of charge | Total charge
Personnel. Number. each sq. ft. "otal floor area sq.:tt. per 8q. ft. Rs.
. e —
Senior M. O. (X-ray) (Rs. 400—30—700) . 1 2,500 2,500
Junior M. O. (X-ray)(Rs. 250—25—500) .. ' 1 2,000 2,000 9,000 | Rs.5/- per sq. ft. 45,000
%enhmolan (X-ray) (Rs. 150—10—250) .. 1 1,500 1,500 sq. ft. !
urses 1 (Rs 100—5—150) and (1 (Rs. 75—5—-125) 2 1,500 3,000 )__
Attondants (Rs. 25—2—55) .. .. 2 250 500 X go? Rs.3/- per sq. ft. 1,600
. ft. -
{ ' ’ Total 6,25,750
ONLY IN THE SECOND FIVE YEARS.
’
Accommodation for the Dental Organisation attacked to each 200-bed hospital.
Orthodental Surgeon (Rs. 375—25——750) . 1 2,500 2,500
Dentists (Rs. 250—25—500) 2 2,000. 4,000} 6,500 Rs.B/- per sq. ft. 32,500
sq. ft
Dental hygienists (Rs. §0-~15—130) .. ‘e 4 1,000 4,000 Rs.3}- per sq, £t 12,000
. ’ . |
Total 44,500

only in.the 2nd

five years.
g
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Non-recurring

500-BED HOSPITAL,

Building & equipment.—
Building.....cccvvvnvieennnnn ceeereianes veeeen....17,60,300
Equipment.....coopeiieniennieeiiineniinineenee.. 250,000
20,00,000
L ]
Accommodation for the staff of 500-bed hospital.
b Floor area for Rate of charge | Total charas
Personnel. No. each sq. ft. Total floor area sq. ft. per &q. ft. (Rs.) Re. arge
Supermtendent (Rs. 600—30—900) . 1 2,500 ‘ 2,500]
M. O. in charge (Rs. 400-—30—700) . “ 3 2,500 7,600 |
House Staff (Rs. 250—25—500) .. 6 2,000 12,000 { 2,183,500 Re. b per sq. ft, 10,67,500
Assistant M. O. in charge of Laboratory sq. ft. .
(Rs. 250—25—500) -~ 2 2,000 4,000
Nurses 125 1,500 1,87,500
Senior Pharmacist . 1 625 6257 '
Laboratory Technicians R 3 625 1,875
Caretaker (animals) 1 500 500
Laboratory attendants 3 250 750
Pharmacists .. 16 , 500 ° 8,000 ;33,750 Rs. 3 per sq. ft. 1,01,250
Ward attendants .. . 32 250 8,000 { sq.ft.
* Sweepers 32 250 8,000
Cooks 18 250 4,000
Malis .. .o 4 250 1,000 .
Mistry .. . . . . 1 500 500
-Inferior servant, .. . ve 2 250 500!
i ' —,
Clerk (1st Division) . .e 1 1,600 1,500
Stenographer . . o 1 1,500 1,500 4,000 Ra. 6 per sq. ft. 20,000
<« Clerk (2nd Dnnswn) . e 1 1,000 1,000 8q. ft.

192



Bou-8ED Hospifit— contd,

Accommodation for the staff of 500-bed hospital-—tonid.

Floor area for Totdl floor Rate of c:harge Total charge.,
Tersonnel. No. each sq. ft. area sq. ft. per sq. ft. (RS Rs.
Senior M..0. (X-ray) (Rs. 400—30—700) 1 2,500 2,500 '
Junior M. O. (X-ray) (Rs. 260—256—500) 2 2,000 4:000 L 15,500 . Rs. 8 per sq. ft. 71,500
Techniciang (Rs, 150-—10—250) .- 2 1,500 3,000  sq.ft:
Nurses =, .. . 4 1,500 6,000
Attendants (Rs. 256—2—-55) .. . 4 250 1,000 -Rs, 3 per sq. ft. 3,000
! Total 12,689,250 or
Rs, 12,70,000
IN THE SECOND FIVE YEARS ONLY )
Accommodation for the Dental organisation attached to a §00.bed hospital, '
No. - 8q. ft. Total sq. ft. Rate per sq. ft. [Total cost (Rs.)
Officer-in.Charge of Dental Section (Rs 500-30.800) 1 2,500 2,500 - .
Orthodental Surgeon (Rs. 375—25—750) .- 1 2,600 2,500 » 11,000 Rs. 5 per sq. ft. 55,000
Dentists (Rs. 250—26—500) - .. 3 2,000 6,000  sq. ft.
Dental Hygienists (Rs. 50—5—130) .. 5 1,000 56,000 5.00? Rs. 3 per sq. ft. 15,000
- sq. ft.
. Total 70,000
i \

&g
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RECURRING.

I. Primary Unit.

(a) Staff salary ..

(b) Dispensary: drugs, and ‘sundries. .
II. 30-bed hospital.

(a) Staff salary ..

(b) Drugs, sundries and diet

{¢) Ambulanoce mairitenance

II1. Secondary Unit.
Staff salary ..

1V. (a) Staff salary—
200-bed hospital
500-bed hospital Cos

(d) Drugs, sundries and diet

200-bed hospital .
500-bed hospital

- First five years.

Rs.
28,92,66,264
2,45,97,600

V. Administrative Organisation at the District heudqqm'tera. 5"81 f65.778

V1. Prepdtatiofi of Hhize.Lists
Total

First ten vears.
Rs.
1,05,01,52,805

8,17,36,700

2,96,80,980 16,53,07,469
2,18,40,000 11,64,45,000
1,09,20,000 5,82,22,500
. 8,34,67,152 22,72,96,865
22,01,44,392 49,11,82,593
.. 16,18,43,754
10,80,00,000 21,60,00,000
. §72,80, ggo

12{25.73;
28,00,000 160;00,000
“84,87,82;164  2968,41/01,492

Maintenance charges on capital works in conneclion with three million unil scheme,

Primary unit e . 2,44,77,900 9,49,88,626
80-bed hospital 43,904,730 2,41,16,707
Secondary unit 46,36,000 1,18,2 020
200-bed hospital 3,69, 55,440 *8,43/03,180
800-bed hospital .. -2, 10,42 1000
Total . 7,0&64;(17,0 :93,62,74:432
P Grand Totel 91,91,46,234 802,03,75,854
RecurrING.
1. Primary unit.
(a) Stafl salaries (see_for further details pp.267- 268) :
Rs.
lst year .. . 4, 28,24 160
and year .. 4,53,06,000
3rd year .. 4,77,84; 600
4th year .. 6,61,72,352
5th year .. '8,81,79,152 .28,92,66,264
6th year .. 10,73,83,332
7th year .. 12,86,81,062
8th year .. 15,03,49,361
9th year .. 17,45,74,156
10th year 19,99,18,630 l;@b52,805
“(b)-Dispensury.
Recurring cogt in respect of drugs, sundries and maintehance of emer-
gency beds. _
Ra., RBs.
‘Drugs .. 1,500
-Sundries 600
Emergency beds 600
Two Maternity beds at Rs. 500 per ‘bed 3, 000
3,700
18t year 1080.X 3,700 T 39,96,000
2nd year o . e 39,96,000
Brd-yodr Do. . e .. 39,96,000
«Ath year-1456 x 3,700 o .. . 83,87,200
6th year 1952 X 3,700 .. . . 72,22,400 2445,97,800
6th year 2203 x 3,760 e ye e .84,84,100
7Tth year 2689 x 3400 . . 99,49,800
%:a year 3071 X 37080° . e .. -1,13,62,700
X800 . . . 1,28,94,500 | ¥
'10(:11‘}*&1"399&)( 3,700 . - 1,44,48,500 8,17,36,709



I1. 30-bed hospital.
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REcURRING.

(@) Staff salary, (see for further details pp. 269-270).
Rs.

40,00,538
42,40,944
44,81,568
82,04,140
86,53,792
1,35,34,907
1,94,73,328
2,55,77,710
3,37,78,409
4,34,52,135

1st year ..
2nd year
3rd year ..
4th year ..
Bth year ..
6th year ..
7th year ..
8th year ..
9th year
10th year

{b) Drugs, sundries and diel.

Drugs ..
Sundries
iet

1st year 216 x 15,000

2nd year 216 x 15,000
3rd year 216 x 15,000
4th year 404 x 15,000
5th year 404 15,000

6th year 639 x 15,000
7th year 921 x 15,000
8th year 1195 x€5,000
9th year 1562 x 15,000
10th year 1990 X 15,000

{¢) Ambulance mainienance.

For 2 motors

6,000

For 1 animal drawn ‘1,600

1st year 216 X 7,500

2nd year 216 x 7,500
3rd year 216X 7,500
4th year 404 X 7,500
Bth year 404 X 7,500

6th yoar 639x 7,500
7th year 921 x 7,500
8th year 1195 x 7,500
Dth year 1562 x 7,500
10th year 1990x 7,500

Yii. Secondary® Unit.
Staff salary (see for further details pp 271- 272)

Ist year ..
2nd year

3rd year ..
4th year ..
5th year ..

“Bth year ...
T77th year ..
Sth year ..
9th year .. e
10tk year e

PR

7,500 per year

4,500
1,500
9,000

15,000

32,40,000

32,40,000
32,40,000
60,60,000
60,60,000

16,20,000
16,20,000
16,20,000
30,30,000
30,30,000

47,92,500
69,07,500
89,62,5Q0
1,17,15,0

1,49,25,000

88,
,98,
6!

3,63, 71 957

Rs.

2,95,80 280

16,53,97,469

2,18,40,000

1,09,20,000

11,64,45,000

5,82,22,500

8,34,67,152

22,12,96,865

- RS




V. (a) 200-bed hospital.
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At

RECURRING.

Staff salary (see for further details pp. 274-276).

lst year ..
2nd year

8rd year ..
4th year ..
Pth year ..

6th year ..
7thyear ..
8th year ..
9th year .. ..
-10th year .

500-bed hospital.

Ras.
3,91,8¢,960
4,16,09,376
4,40,26,632
4,64,48,424
4,88,70,000

5,55,71,400
5,24,76,660
5,45,20,314
5,71,62,126
.8,13,07,701

Staft salary (see for further details pp. 277-280).

-Tth year .. .
8th year .. .
fthyear .. .
10th year

(b) _Drugs, Sundries and Diet.
for the 200-bed hospital.

Dtugs and sundries
Diet
1st year 216 x 1,00,000
2nd year 216 x 1,00,000
8rd year 216, X 1,00,000
4th year 216, X 1,00,000
_Bth year 216 X 1,00,000
8th year 216 X 1,00,000
‘7th year 216 X 1,00,000
8th year 216 x 1,00,000
-9th year 216 x 1,00,000
10th year 216 x 1,00,000
For 500-bed hospital
~Prugs and sundries
Diet .
-Tth year 66 X 2,50,000
8th year 72 x 2,50,000
Pth year 72 X 2,50,000
Oth year 139 2,560,000

40,000

60,000 1,00,000

1,00,000
1,50,000- 2,50,000

2,83,45,482
3,24,50,484
3,40,54,044
6,69,84,744

2,16,00,000
2,16,00,000
2,16,00,000
2,16,00,000

2,16,00,000 ~

2,16,00,000
2,16,00,000
2,16,00,000
2,16,00,000
2,16,00,000

1,65,00,000
1,80,00,000
1,80,00,000

. 3,47,50,000

Ras.

22,01,44,392

49,11,82,503.

16,18,43,754

10,80,00,000

21,60,00,000

8,72,50,000
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V. Recurring cost in respect of the Administration organisation aith®

District Headgquarters,
' (see for further details p. 281).

Ist five years.
‘One such organisation . c.. .. e 5‘,69,28' ¢
21% »” ”» .e 7. . .. . 5.81'.“5,"76:
2nd five years. . .
One such organisation " . . . . 2,85,185
216 ,, . . . . . o 8,44,07,960
_ Ist ten years. .
For 216 District Headquarters Organisation .. o - 12,26,73,736-

VI. Preparation of House lists — (see for further details pp. 282-285),
1st five years .. o ..n. . .. Rs.28lakhs.

18t thn years .. . .. .. Ra.60lakhs




(e SavARIES.— Primary Unit Staff.

L Recurring—furthertdetails.
- Num->  1st 2nd 3rd  4th 5th 6th 7th 8th 9th  10th
eme s ber. year. year. yoar;  Year. year. year. Year year. Yyear:  year.
Rs. Rs. Rs. Rs. Rs. Rs. Rs. Rs. Rs. Rs. Rs.
Medical Officer (mials) @ Re; 250==25=-500 1 3,000 3300 3,6000 3900 42000 4;500° .4,800 57100 5,400 5,700
Medival Officer (female)@ Rs. 250—-25—500 . 1 3,000 3,300 3,600 3,900 4200 4,500 4800 5100 5400 5700
Public Health.Nurses @ Rs. 100—5-120—10-200 4 4,800 5,040 B, 280 5,520 5760 6,240 6,720 7,200 7,680 8160
Midwives @ Rs.50—5—100 .. 4 2400 2640° 2,800 37120 3,360 3,600 3,840 4,080 4,320 4,660
Trained Dais @ Rs. 25—13—40—2—50 .. 4 1,200 1272 1344 1416 1488 1,560 1,632 1,704 1,776 1,848
Satifary Inspéctors @ Rs. 100—5—150 .. 2 2400 2,620 2,640 2,760 2,880 3,000 3,120 3,240 3,360 3,480
Health Assistants (1 male, 1 female) @ Rs. 60-5-100 2 1,440 1,560 1,680 1,800 1,902, 2,040° 2,160 2,280 2,400 2,400
Pharmacist @ Rs. 40—2—60 .. 1 480 504 528 562 576 600 624 648 672 696
Fittér Mistri @ Rs. 40—2—60 .. 1 480 504 528 652 . 576 600 624 648 672 696
Clerks @ Rs. 76—5—150 2 1,800 1,920 2,040 2,160 9,280 3,400 2520 2,640 2,760 2,880
Inferior Servants—Jamadar @ Rs. 40—2—60 1 480 504 528 552 576 600 634 648 672 696
Others @ Rs. 256—2—55 . 14 4,200 4,536 4,872- 6,208 5,544 5,880 6,216 6,552 69,888 7,224
Nurse @ Rs. 75—5—125 1 900 960 1,020 1080 1,140° 1,200 1260 1,320 1,380 1,400
Ali6Wance for the above staff .. .. 3,000 3000 3,000 3,000 3,000 3,000 3,000 3,000 3,000 3,000
ternity & Child Welfare 8,000 : '
CotfEingencielk 4 gonitary Engineering 1,500 6,000 6,000 6,000 6,000 6,000 6,000 €000 6,006 6000 6,000
'  Other items 1,500 )
Le#¥v & Pensionary oharges .. .. . 44 1g1— 163 173 188 218 891 238 248 259
3,928 4,239 4,542 4,847 5,150 6,286 6,675 7,063 7,452 7,819
Total .. 30,082 41060 44,245 £6520 Z88Y8° 52,991 BLB42 57461 60,080 62858
1. 4. DISPENSARY. Drugs,diets4nd sundries:
Dragy .. .- . . o LB00wyear
Sundries .. .. .. 800 ,,
Erfiergency bods . .. . 690
Two maternity beds @ RBs. 500 per bed .. 1,000
Total for one dispensary v 3700 )
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Year - 1st year. 2nd year. 3rd year. 4th year. 5th year. 6th year. 7th year. 8th year. 9th year. 10th year.

A L .

. 1,080 1,080 X 41,950) (1,080 x 44,245) (1,080 X (1,080 % (1,080 % (1,080x_  ](1,080% (1.080 x (1,080 %

et :§9,652)>< 4,5!(!,06,000 a 46,540) | 48,832) 52,221) 54,842) 57,461) 60,080) }, 62,558)

4,28,24,160 . 4,77,84,600 5,02,63,200  527,38,560.  5,63,98,680  5,92,20,360 {] 6,20,67,880  6,48,86,400 i 6,75,62,640

2nd .. .o . .. . .. ve .o .. .. ve

R+ . (376 % (376% (376 (376 (376% (376 (376

" ‘ 39,652) 41,950) 44,245) 46,540) 48,832) 52,221) 54,842)

o 1,49,09,151  1,57,73,200  1,66,36120  1,74,99,040  1,83,60,832  1,96,35096  2,06,20.592

5 - : . e (496 (496 X (496 x (496 x (496 (496 X

- 39,652) 41,950) 44,245) 46,540) 48,832) 52,221)

1,96,67,392  2,08,07,200  2,19,45520  2,30,83,840  2,42,20,672.  2,59,01,616

. 6th . . . .. (341 % (341 % (341 (341 x (341

39,652) . 41,950) 44,245) 46,540) 48,832)

: w 1,8531,332  1,43,04,950  1,50,87,545  1,58,70,140  1,64,81.212

Tth . . . - .. (396 (396x , (396X (396

39,652) 41,950) . 44,245) 46,540

) . 1,57,02,192  L,66,12,200  1,75,21,020  1,84,29,840

4 8th . . e . . .. .. (382 % 382(x (382%

.8t 39,652) 41,950) 44,243)

; 1,51,47,064  1,60,24,900  1,69,01,590

9th .. = . .. . . . . .. (414 X (414 %

. 39,652) 41,950)

: . 1,64,15928  1,73,67.300
& . .

t) .. . . . . .. .. . -. (420 x
10 ‘ 39,652)
# . ‘ 1,66-53,840
I ) PR .|

Total for ttre
";refm ten. . 42824160  453,06,000 4,77,84600  6,51,72,352  8,81,79,152. -10,72,63,332 12,86,81,062  15,03,49,361  17,45,74,156  10,99,18,630
Fivo years—Rs, 28,92,66,264 Ten years—Ra. 1,05,01,52,805 B

Total evpenses in respect of salaries of staff of all Primary Units during the first ten-year period.
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11- (a).

30-Bep Hosprran

SALARY OF STAFPR.
Recusring—further details.

Total *~..

15,000 per year.

, ® Number. 1Ist year. 2nd year. 3rd year. 4th year, 6th year.  6th year. 7th year. 8th year. 9th year. 10-15h year.
' Rs. Rs. Rs. Rs. Rs. Rs. Rs. Rs. Rs. Rs.
Medical Oﬁicer @ Rs. 250—
'256—500 .. 1 3,000 3,300 3,600 3,900 4,200 4,500 4,800 5,100 5,400 5,700
,.Sta.ﬂ' Nurses @ Rs. 100—5
22175 1 1,200 1,260 1,320 1,380 1,440 1,500 1,660 ¢ 1,620 1,680 1,740
-Nurses @ Rs. 75—5—125 7 6,300 6,720 7,140 7,560 7,980 8,400 8,820 9,240 9,660 10,080
Health Assistant @ Rs. 60 .

L5100 1. 720 780 840 900 960 1,020 1,080 1,140 1,200 1,260
Pharmacist @ Rs. 40—2 )

$0 .. 1 480 504 528 552 576 600 624 648 672 696
War Attendants @ Rs. 30—

—2—50 .. 2. 720 768 816 864 912 960 « 1,008 1,056 1,104 1,152
Cook @ Rs. 30—2—-50 .. .- 1 360 384 408 432 456 480 504 528 552 576
Sweepers @ Rs. 25—1—35 2 600 624 648 672 696 720 744 768 792 816
Confangencxes .. 3,000 3,000 3,000 3,000 3,000 3,000 3,000 3,000 3,000 3,000
Léave salaiy & penslon con- . ’

tributions .. 2,141 2,294 2,448 2,602 2,755 3,273 3,445 3,618 3,791 3,963

-, .

Total 18,521 19,634 20,748 21,862 22,975 24,453 25,585 26,718 217,851 28,983
Ir 6:-—'-<I)rugs, sundries and diet.—
Drugs .. “ 4,500
Sundries 1,500
Diet (at Rs. 300 per bed per year) 9,000
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Total cost in respect of salaries of staff of all the 30-bed kospitals for the first ten years.

-~ —
1st year. 20d year. 3rd year 4th year. 6th year. 6th year. 7th year. 8th year. 9th year. 10th year.
Rs. Ré: Rs. Rs. Rs. Rs. Rs. Rs. Rs, Rs.
(216 x (216 % (216 x (216 x (216 X .. (216 x (216 x {218 x (216 x (216 %

i 18,521) 19,634) 20,748) 21,862) 22,975) 24,453) 25,585) 26,718) 27,851) 28,983)
iyedt™ .. &0,00 42,40,944 44,81,568 47,22,192 49,62,600 52,81,848 55,26,360  57,71,088 60,15,816 62,60,328
3rd year .. . N .. . ..

(188 x (188 X , (188:3% . . (188. % (188 x (188 x (188%
18,521 (10,634) 20,748) - 21,862)- 22,975)- 24,453) 25585 |
qthyear .. . 34,81,948  36,01,192 39,00,624 41,10,056 43,19,300 45,97,164 48,049,980 )
Sthypdr;; . .- . . R P .. . .
iy " oo T -
Totalfot . thet . -
0}5}# five 40,00,536 42,40,944 44,81,568° 82,04,140: 86882 . ..
yeas: - .
T Y E LRy N _ o~ s =i.n oty O g / .
(235 x (236, % (235 x (235 X (285 %
- 18,521) 19,634) 20,748) 21,862) 22,975)
Oth yea? .. . . . ;. 4352435 461399 §§.75,7so 51,37,570 53,99,125
232‘>“<& " (252 'x 636) (282 x ) (2822x
18,52 .19, 20,74 1,862
Toyeat- .. . .. . . 53198 922 55,386,188  58,50,936 61,65,081
) (274 X (274 x . (274
- 18,521)«. 10,634] 20,748)
Siyaar .. . . . . .. .. 50574 454 53,79,716 56,841,052
(367 x (367 x
.. . 18,521) 19,634)
otk yiar, . . . . . . . 67,97,207  172,05,678
428 X
. 18,631
yoar e b ot :' o * Faa e v vag P pang o PR o ,7,9.:2..6’9‘88~
Total for the second five years , 1,35,34,907 1,94,73,328  2,66,77,710  -3,37,78,409 4,34 62,135
Total for the -
It 40,00,834 42,40,94¢ 44,81,568 82,04,14(' segaior  1,35,34907 (19473828, 2,5677,710 $87,78409 43402131
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Seconpary: Unrr &rars.
(Recurring—further details).

s S

bt e BT

Number. 1styear. 2nd year. 3rd year. 4th year. 5th year. 6th year. 7th year. 8th year. 9th year. 10th year.
Rs. Rs. Rs. Rs. Rs. Rs. Rs. Rs. Rs. Rs.
Administrative M. O.
@ Rs. 1,000—50—1,200 1 12,000 12,600 13,200 13,800 14,400 14,400 14,400 14,400 14,400 14,400
Deputy AM.O.
@ Rs. 500—30—
800 . 1 6,000 6,360 6,720 47,080 7,440 7,800 8,160 8,520 8,880 9,340
Assistant A. M O. (Ma.ter-
nity & C. W.) @ Rs. 400
—30—-700 .. 1 4,800 5,160 5,620 5,880 6,240 6,600 6,960 7,320 7,680 8,040
Assistant Public Health En-
gineer @ Rs. 400—30—
700 .., 1 4,800 5,160 5,620 5,880 6,240 6,600 6,960 7,320 7,680 8,040
Senior Sanitary Inspectors
@ Rs. 150—10—250 2 3,600 3,840 -4,080 . 4,320. 4,560 4,800 5,080 5,280 5,520 5,760
Senior Public Health Nurs-
es @ Rs. 150—10—250 2 3,600 3,840 4,080 4,320 4,560 4,800 5,040 5,280 5,520 5,760
Head clerk @ Rs. 200—10 -
. —300 1 2,400 2,620 2,640 2,760 2,880 3,000 3,120 3,240 3,360 3,480
Statistical clerk @ Re. 200—
—10—300 1 2,400 2,620 2,640 2,760 2,880 3,000 3,120 3,240 3,360 3,480
Stenographers @ Rs. 100— )
5—200 . 3 , 3,600 3,780 3,960 4,140 4,320 4,600 4,680 4,860 5,040 5,220
Cleﬂ{ . (1st DlVlSlon)
@ Rs.150—10—250) 1 1,800 1,920 2,040 2,160 2,280 2,400 2,520 2,640 2,760 2,880
Clerk (2nd Division) . )
@ Rs.76—5—150 .. 2, 1,800 1,920 2,040 2,160 2480 2,400 2,620  -.2,640 24180 2,880
Inferior servants @ Rs. 25
. 255 .. 5 1,500 1,620 1,740, 1,860 1,980 2,100 2,220 2,340 2;460 2,580
Allowances 8,400 8,400 8,400 8,400 8,400 84 8,400 .8,400 8,400 8;400
Contingencies . 3,000 3,000 3,000 3,000 3,000 3,0 3,000 3,000 3,000 3,000
Pension & Leave sa.la.ry .
charges . 10,656 11,126 11,914 ; 12,244 12,782 - 13,952 ‘14,217 14,681 15,144 15,631
Total . Rs. 70,366 73,766 77,294 80,764 84,242 87,5662 90,367 93,161 95,964 98,891
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M obile Dental Organisation

(One for each Secondary Centre in the Second five years).

-~

t

’ Number., 1st year, 20d year. 3rd year.  4th year.  5th year.
. Rs. Rs Rs. Rs. Rs.
Dentist @ Rs. 280—25—500 .. .. . .. . 1 3,000 3,300 3,600 , 3,900 4,200
Dental Hygienists @ Rs. 80—5-—130 .e .. e .e 2 1,920 2,040 2,160 2,280 2,400
Attendant @ Rs. 30—2—50 .. . . . .. 1 360 384 408 432 456
Pension & leave salary .. .. .. e 1,007 1,092 1,176 1,260 1,345
Cost of drugs and dental materlals .- .. .. 1,200 1,200 1,200 1,200 1,200,
Maintenance, transportation and depreciation charges .. 3,600 3,600 3,600 3,600 3,600 3,600
Total .. 11,087 11,616 12,144 12,672 13,201
Salaries of staffs of all secondary units.
1st year. 2nd year. 3rd year. 4th year. 5th year. 6th year. Tth year. 8th year. 9th year. 10th year.
, yesé. Rs. Ras. 5 Rs, Ra. Rs 4 ys. Ry
1st to 6th (216 X (216 x (216 x (216 x (216 x (216 x (216x (216 x (216 x (216 x
year of- the 70,356) 73,766) 77,294) 80,764) 84,242) 87,552) 90,357) 93,161) 95,864) 08,891)
scheme. 1,51,95,896 1,69,33,456 1,66,95,504 1,74,45,024 1,81,96,272 1,89,11,232 1,95,17,112 2,01,22,776  2,07,28,224 2,13,60,456
7th year . . . .. . .. (66 x 70,356) (66 X 73,766) (66 X 77,204) (66 x8),764 )
46,43,496 48,68,656 51,01,404 53,30,424
8th year .. . . - . .. . (6 X 70,356) (6 X 73,768) (6 x 77,204 )
. 4,22,136 4,42,496 4,63,764
Oth year .. . . . . . B . e
10th year .. . .. .e . . (67 X
70,356)
47,13,852
Total 1,51,96,896 1,59,33,456 1,66,95,504 1,74,45,024 1,81,96,272 1,89,11,232 2,41,60,608 2,54,13,468 2,62,72,224 3,18,68,496
Total recurring expendxture on Mcbile Dental Orgamsatlons . .. 23,904,792 32,40,798 _34,56,282 36,08,352 45,03,461
(from the accompanying sheets). )
1,51,96,896 1,59,33,456 1,66,95,504 1,74,45,024 1,81,96,272 2,13,06,024 2,74,01,406 ., 2,88,69,750 2,98,80,576 3,63,71,957
1st | five years .. Ra. 8,34,67,152. Second five years .. Rs. 14,38,29,718,
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Ezxpenditure of the Mobile Den'al Organisations attached to secandary units (one to each secondary unit in the second

6Ll year
Ithyear
8th year

9th year

10th year ..

na

five years only).
6th year. 7th year. 8th year. 9th y.ea.r. 10th year.

. (216x11,087)  (216X11,616)  (216x 12,144) (216X 12,672) (216X 13,201)
23,94,792 25,09,056 26,23,104 27,3%162 28,651,416
. .. (68 x 11,087) (66 % 11,616) (66 X 12,144) (66 x 12,672)
7,31,742 7,686,656 ,01, 8,36,352

.. . (6 x 11,087) (6 x 11,616) (6 x 12,144)

66,622 69,606 72,864

. - . . . L (67 x 11,087)

7,42,829

23,94,7'92 32,40,798 34,56,282 36,08,352 45,03,461
- . Grand Total .. 1,72,03,685
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200-Bep Hospriaw !

V. (a). Savary or Starr—Fusther Details.
. Number lstyear. 2ndyear.” 3rdyear. 4thyear. 5thyecar. 6thyear. 7thyear. 8thyear. 9thyear. 10th year.
. Rs. Rs. Rs. Rs. Rs. Rs. Rs. Ras. Rs. Rs.
Superintendent,
@ Rs. 500—30—800 .. 1 6,000 6,350 6,720 7,080 7,440 7,800 8,160 58,20 8,880 9,240

M.0O’s. in-Charge of Depart-
ments of Medicine, Sur-
gery & Midwifery &
Gynaecology. . )

@ Rs. 400—30--700 9,600 10,320 11,040 11,760 12,480 13,200 13,920 ) 14,640 15,360 16,080
M.O. in-Charge of,Laboratory '

@ Rs.400—30—700 .. 1 4,800 5,160 5,520 - 5,880 6,240 6,600 6,960 7,320 7,680 8,040
House Staff.

@ Rs. 250—25—:&00 .- 6 18,000 19,800 21,600 23,400 25,200 27,000 28,800 30,600 32,400 34,200
Assistant M.O. in-Charge of /

Laboratory. . !

@ Rs. 250—25—500 6,000 6,600 7,200 7,800 8,400 9,000 9,600 10,200 10,800 11,400
Part-time Doctors.

2

@ Rs. 100 p.m, .- 3 3,600 3,600 3,600 3,600 3,600 . 3,600 3,600 3,600 3,600 3,600
1
1

™

Matron.

Rs. 200—-10—300
Assistant Matron.
~ @ Rs. 150—5—200 1,800 1,860 1,920 1,980 2,040 2,100 2,160 2,220 2,280 2,340
Sister Tutor.

@ Rs. 140—5—190 .. 1 1,680 1,740 1,800 1,860 1,920 1,980 2,040 2,100 2,160 2,220
Night Sister.

@ Rs. 135—5—1856 .. 1 1,620 1,680 1,740 1,800 1,860 1,920 1,980 2,040 2,100 2,160
Theatre Sisters.

@ Rs. 125—5—175 .. 2 3,000 3,120 3,240 3,360 3,480 3,800 3,7\20 3,840 3,960 4,080
‘Ward Sisters.

. -
@ Rs. 115—5—185 .. 4 5,520 5,760 6,000 6,240 6,480 6,720 6,960 7,200 7,440 7,680,
Staff Nurses.

@ Bs. 100—5—175 .. 19 22,800 23,940 25,080 26,220 27,360 28,500 29,640 30,780 31,920 33,060
Staff Nurges. . A

@Rs.W5—5—125 .. 17 15300 16,320 17,340 18,360 19,380 20,400 21,420 22,440 23,460 24,480

2,400 2,520 2,640 2,760 2,880 3,000 3,120 3,240 3,360 3,480



i Night Staff Nurses.

= @ Rs.75—5—125 . 2 1,800 1,920 2,040 2,160 2,280 2,400 2,520 2,640 2,760 2,880
% House Sister. !
@ Rs. 100—5—150 .. 1 1,200 1,260 1,320 1,380 1,440 1,500 1,560 1,620 1,680° 1,740
House Keeper.
Q @ Rs.100—5—150 —. 1 1,200 1,260 1,320 1,380 1,440 1,500 1,560 1,620 1,680 1,740
Senijor Pharmacist.

@ Rs. 60—3—90 1 720 756 792 828 864 900 936 972 1,008 1,044
Laboratory Technjoians.
@ Rs. 60—5—100 3 2,160. 2,340 2,520 2,700 2,880 3,060 3,240 3,420 3,600 3,780
Caretaker.
@ Rs. 40—2—60 1 480 504 528 552 576 600 624 648 672 696
Laboratory attendants.
@ Rs. 30—2—50 3 1,080 1,152 1,224 ‘1,296 1,368 1,440 1,512 1,584 1,656 1,728
Pharmacist. |
@ Rs. 40—2—60 6 2,880 3,024 3,168 3,312 3,456 3,600 3,744 3,888 4,032 4,176
Ward attendants. .
S @ Rs. 30—2—50 .. 16 5,760 6,144 6,528 6,912 7,296 7,680 8,064 8,448 8,832 9,216
'weepers.
o @k Rs. 25—1-35 . 16 4,800 4,992 5,184 5,376 5,568 5,760 5,952 6,144 6,336 6,528
00kse 4
@ Rs. 30—2—50 ‘ i, 8 2,880 13,072 3,264 3,456 3,648 3,840 4,032 4,224 4,416 4,608

Mali. \ '

@ Rs. 26—1—35 ‘.. 4 1,200 1,248 1,296 1,344 1,392 1,440 1,488 1,536 1,484 1,632
Mistrie. .
Cl@ Rs440—2—60 . 1 480 504 528 552 576 600 624 " 648 672 696
erk.
@ Rs. 160—10—250 .. 1 1,80 1,820 2,040 2,160 2,280 2,400 2,620 2,640 2,760 2,880
Stenographer. ~
Cl@kRs' 100—5—200 .. 1 1,200 1,260 1,320 1,380 1,440 1,500 1,560 1,620 1,680 1,740
ork,
@ Rs. 76—5-150 1 900 960 1,020 1,080 1,140 1,200 1,260 1,320 1,380 1,440
Peons.
@ Rs. 25—2-55 e 2 600 648 696 744 792 840 888 936 984 1,203
Pension & leave salary
w  Charges. 23,439 24,997 26,685 28,173 29,761 38,519 35,200 36,881 88,561 40,241
% gontingencies .. . 5,000 5,000 8,000 5,000 8,000 5,000 8,000 5,000 5,000 5,000
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200-Bep HOSPITAL~conid.

\
Number 1st year 2nd year 3rd year 4thyear - 5thyear 6thyear 7thyear S8thyear Othyear 10th year
Rs. ., Rs, 8. Rs. Rs. Rs, Rs. Rs. Rs. Rs.
Allowances . 5,000 0,000 5,000 5,000 5,000 8,000 ~ 5,000 5,000 5,000 * 5,000
Xaray atajf
Senior M.O.(x-ray).
@ Rs. 400—30—-700 1 4,800 5,160 5,620 5,880 6,240 8,600 6,960 7,320 7,680 8,040
Assistant M.O. (x ray). .
T @hn Rs. 250——25—500 1 3,000 3,300 3,600 3,900 4,200 4,500 4,800 5,100 5,400 5,700
'echnician.
N @ Rs. 150—10—250 ol 1,800 1,920 2,040 2,160 2,280 2,400 2,520 2,640 2,760 2,880 '
urses.
@ Rs. 100—5—150 1 1,200 1,260 1,320 1,380 1,440 1,500 1,560 1,620 1,680 1,740
@ Rs. 75—5—125 1 900 960 1,020 |, 1,080 1,140 1,200 1,260 1,320 1,380 1,440
Attendants . 600 648 696 744 792 840 888 936 984 1,032
@ Rs. 25255 ¢
Pension & leave salary
charges . 2,436 2,647 2,818 3,010 3,201 3,511 3,708 3,905 4,103 4,300
Dental Service.
Orthodental Surgeon.
@ Rs. 3756—25—-750 1 4,500 4,800 5,100 5,400 5,700
Dentists.
@ Rs. 250—25—500 2, 6,000 6,600 7,200 7,800 8,400
Dental Hygienists.
@ Rs.80—5—130 4 3,840 4,080 4,320 560 4,800
Pension & leave salary
Charges .. 3,185 3,473 3,772 4,072 4,371
o e
Total Ras. 1,81,435 1,92,636 2,083,827 2,15,039  2,26,250 2,57,275 2,70,013 2,82,762 2,95,512 3 08,260
V. (b).
(Recumng)
Drugs, Sundriee
& Diet.—
Ra.
Dmgs & sundries 40,000
60,000

Total .

1,00,000 per 300-bed hospital.
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500-Bep HoOSPITAL.

IV, (a) ) (SaLary oF STarr—FURTHER DETAIL)
Recurring).
Number. lst year 2nd year 3rd year d4th year &th year 6th year 7th year 8th year 9th year 10th year
Rs. Rs. Rs. Rs. Rs. Rs. Rs. Rs. Ras. Ra.
Superintendent.
@ Rs. 600—30—900 . 1 7,200 7,560 7,920 8,280 8,640 9,000 9,360 9,720 10,080 10,440
M.O’s. in-Charge of Depart- ’
ments of Medicine, Sur-
gery & Midwifery and b
Gynaecology.
Rs. 400—30—700 2 9,600 10,320 11,040 11,760 12,480 13,200 13,920 14,640 15,360 16,080
M.0. in.Charge of dabora.
tory. .
@ Rs. 400—30—700 1 4,800 5,160 5,520 5,880 6,240 6,600 6,960 7,320 7,680 8,040
Honse Staff. .
@ Rs. 250—25—-500 .. 6 18,000 19,800 21,600 23,400 25,200 27,000 28,800 30,600 32,400 34,200
Assistant M.O. in-Charge of
Laboratory.
@ Rs. 250—25—500 2 6,000 6,600 7,200 78,000 8,400 9,000 9,600 10,200 10,800 11,400
Part-time Doctors, 1 N
Ma.@ I'S‘.s. 100 p.m. 3 3,600 3,600 3,600 3,600 * 3,600 3,600 3,600 3,600 3,600 3,600
tron.
@ Ras. 200—10—300 1 2,400 2,520 2,640 2,760 2,880 3,000 3,120 3,240 3,360 3,480
Assistant Matron.
@ Rs. 150—5—200 1 1,800 1,860 1,920 1,980 2,040 2,100 2,160 2,220 . 2,280 2,340
Sister Tutor. -
@ Rs. 140—5—190 1 1,680 1,740 1,800 1,860 1,920 1,980 2,040 2,100 2,160 2,220
Night Sister.
@ Rs. 135—5—185 1 1,620 1,680 1,740 1,800 1,860 1,920 1,980 2,040 2,100 2,160
Theatre Sister. :
‘@ Rs. 125—86—175 3 4,500 4,680 . 4,860 5,040 5,220 5,400 5,580 5,760 5,940 6,120
Night Staff Nurses.
@ RBs. 100—5—1175 2 2,400 2,520 2,640 2,760 2,880 _ 3,000 3,120 3,240 3,360 3,480
- Assistant Night Sister.
& . @ Rs.115—5—165 $ 1 1,380 1,440 1,500 1,560 1,620 1,880 1,740 1,800 1,860 1,920
Special Department Nurses.
@ Rs. 100—5—1756 . 30 36,000 37,800 39,600 41,400 43,200 46,800 48,800 52,208

45,000

50,400

-~



__800-B=p Boabirit~iontd.

i L e e et - . -
Number, 1st year 2nd year 3rd year 4th year 5th year 6th year 7th year S8thyear Oth year 10th year
N - ¢ Rs. Rs. 8. Ra. Rs. Rs. Rs. Rs. Rs. Rs.
Btaff Nurass.
Rs. 1005178 .. 41 49,200 51,660 * 54,120 56,680 59,040 61,500 63,960 66,20 68,880 71,340
Staff Nurses.
H @ Rs. 15—5—125 e T 42 317,800 40,820 42,840 45,360 47,880 50,400 52,920 55,440 57,960 60,480
ouse Sister. h
@ Rs.100—5—150 .. 1 1,200 1,260 1,320 1,380 1,440 1,500 1,560 1,620 1,680 1,740
House Keeper. .
@ Rs: 100—5—150 .. 1 1,200 1,260 1,320 1,380 1,440 1,500 1,660 1,620 1,680 1,740
Pharmacist.
@ Rs. 60—3—90 .. 1 720 756 792 828 864 900 936 972 1,008 1,044
Laboratory Technicians.
@ Rs. 60—5—100 3 2,160 2,340 2,520 2,700 2,880 3,060 3,240 3,420 3,600 3,780
Caretaker.
@ Rs. 40—2—60 1 480 504 528 552 576 600 624 648 872 696
Laboratory attendants.
@ Rs. 30—2—50 3 1,080 1,152 1,224 1,296 1,388 1,440 1,512 1,584 1,656 1,728
Pharmacists. ,
@ Rs. 40—2—60 v 16 7,680 8,064 8,448 8,832 9,216 9,600 9,984 10,368 10,752 11,136
Ward attendants.
@ Rs. 30—2--50 e 32 11,520 12,288 13,056 13,824 14,592 15,360 16,128 16,896 17,664 18,432
Sweepers.
‘@ Rs. 256—1—35 .. 32 9,600 9,984 10,368 10,752 11,136 11,520 11,904 12,288 12,872 13,056
Cooks. hd '
@ Rs. 30—2—50 .. 16 5,760 6,144 8,528 6,912 7,296 7,680 8,064 8,448 8,832 9,216
Mali. . .
@ Rs. 25—1—35 4 1,200 1,248 1,296 1,344 1,392 1,440 1,488 1,536 1,684 1,632
Mistrie.
@ Rs. 40—2—60 1 480. 504 528 552 576 600 624 648 672 696
Clerk.
@ Rs. 150—10-—-250 1 1,800 1,920 2,040 2,160 2,280 2,400 2,620 2,640 2,760 2,880
Stenographer. A !
@ Rs. 100—5—200 1 1,200 1,260 1,920 1,380 1,440 1,500 1,560 1,620 1,680 1,740
Clerk.
@ Rs. 15—5—150 1 900 960 1,020 1,080 1,140 1,200 1,260 1,320 1,380 1,440
Inferior Servants.
@ Rs. 26—2—585 e 2 600 648 696 744 792 840 888 936 0984 1,032

8LG



Pension & leave charges ..

Total oo 2,560,000 per 500-bed hospital,

39,760 42,235 44,704 47,173 49,642 56,853 59,525 62,198 64,869 67,542
Contingencies. 6,000 6,000 6,000 8,000 6,000 6,000 6,000 6.000 6,000 6,500
Allowances . 5,000 5,000 5,000 3,000 5,000 5,000 5,000 5,000 5,000 5,000
Staff of the X.ray Depart.

ment.
Senior M.O. (x-ray).
@ Rs. 400—30—700 .. 1 4,800 5,160 5,620 5,880 6,240 6,600 6,960 7,320 7,680 8,040
Assistant M.O. (z-ray).
@ Rs. 250—25—500 2 6,000 6,600 7,200 7,800 8,400 9,000 9,600 10,200 10,800 11,400
'Technicians (x-ray). ) .
@ Rs. 150—10—-250 2 3,600 3,840 4,080 4,320 4,560 4,800 5,040 5,280 5,620 5,760
Nurses. - :
@ Rs. 100—5-—-150 1 1,200 1,260 1,320 1,380 1,440 1,500 1,660 1,620 1,680 1,740
@ Rs. 75—5—128 3 2,700 2,880 3,060 3,240 3,420 3,600 3,780 3,960 4,140 4,320
Attendants.
@ Rs. 26—2—55 . 4 1,200 1,296 1,392 1,488 1,584 1,680 1,776 J,872 1,968 2,064
Pension & leave sa.lary
charges 3,768 4,071 4,374 ‘4,678 4,982 5,516 5,831 6,146 6,461 6,776
Dental Orgamsatwn
*Officer-in-Charge of Dental !
Section. v
@ Rs. 500—30—800 1 6,000 6,360 6,720 - 17,080 7,440
Orthodental surgeon.
@ Rs.375—25—1750 .. 1 4,500 4,800 5,100 5,400 5,700 .
Dentists.
@ Rs. 250—25—500 3 9,000 9,900 10,800 11,700 12,600
PDental Hygieniste.
@ Rs. 80—5—130 5 4,800 5,100 5,400 5,700 6,000
Pension & leave salary '
charges 7,011 7,428 7,857 8,286 8,715
Total 3,40,809 3,861,482 3,82,071 4,02,661 4,23,251 4,06,069 4,24,58¢ 4,44,100 4,61,614 4,80,130
IV (b) (Recurring) Rs.
Drugs, Surdries Dmgs & sundries .. 1,00,000
& Diey Diets ‘e 1,540,000

6L%



" ] Sarary or Srarys or 200-Bzp Hosrrars.

1st year. 2nd year.

PR

3rd year. 4th year. 5th year. 6th year. ___7th year. 8th year. 9th year. 10th year.
First year {216x 1,81,435) (216 x 1,92, 836) (216 x 2,03,827) (216 x 215,039) (216 X 2,26,250) (216 x 2,567,276) (150 X 2,70,013) (144 X 2,82,762) (144 X 2,95,512) (77 X 3,08,260)
3,91,89,960 4,16,09,376 4,40,26,632 4,64,48,424 4,88,70,000 5,55,71,400 4,05,01,950 4,07,17,728 4,25,53,728 2,37,86,020
Second  year
to Nil,
Sixth year ~) L4
Seventh ‘year . . .- (66x1,81,435) (66x1,92,636) (66x2,03,827) (66 x2,15,039)
1,19,74,710 1,27,18,976 1,34,62,682 1,41,92,574
Eigbth year.. . . . . . .. (6x1,81,435) (6x1,92,636) (6 x2,03,827)
10,88,610 11,565,816 12,22,962
Ninth yesr .. .. . .e . . .. .. ..
Teunth year .. .. .. . . . (67 1,81,435)
1,21,68,145
3,91,89,960 4,16,09,376 4,40,26,832 4,64,48,424 4,88,70,000 5,55,71,400 5,24,76,660 5,45,20,314 5,71,62,126  5,13,07,701
1st five years .. Rs. 22.01,44,392, ' Second five years .. Ra. 27,10,38,201.
1st ten years .. Ra. 49,11,82,593.
SALARY oF StA¥r o¥ 500-Bep HosprTALs.
Sixth year. Seventh year. 8th year. 9th year. 10th year.
Seventh vear .. . .. (66 x 2,70,013) (68 x 2,82,762) (66 X 2,95,512) (66 X 3,08,260)
+ + + +
* \ 66 (3,40,899—1,81,435)  66(3,61,482—1,92,636) 66 (3,82,071—2,03,827) 66 (4,02,661-—2,15,039)
2,83,45,482 ,08,06, 3,12,67,80€ 3,27,28,212
Eighth year .. . . .. . . (6 X 2,82,762) (6 X 2,95,512) (6 x 2,08,260)
-+ +
6 (3,40,899—1,81,435)  6(3,61,482—1,92,637) 6 (3,82,071-—2,03,827)
,63,356 217,86,14 9,19,024
Ninth year .. . . . . .. .. .o
Teuth year .. . . R . .- . (67 x 3,08,260)
67(3,40,899—1,81,435)
3,13,37,508
Total Rs. 2,83,45,482 3,24,69,484 3,40,564,044 6,69,84,744
Grand Total . Re, 16,18,43,754
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The Administrative organisation al the distiict headguarters.

(Further details)
Number lst year 2nd 3rd 4th 5th 6th year 7th year 8th year 9th year 10th
year  year  year year year
Rs. Rs. Rs. Rs. BRs  Rs. Rs. Re. Rs. Rs.
Officer-in-Charge of District Health Ser-

vices @ Rs. 1,250—50—1,500 . 1 15,000 15,600 16,200 16,800 17,400 18,000 18,000 18,000 18,000 18,000
Deputy (for the area outside the Scheme)

@ Bs. 1,000—50—1,200 .. . 1 12,000 12,600 13,200 13,800 14,400 14,400 14,400 14,400 14,400 14,400
Senior clerk, @ Rs. 150—10—250 1 1,800 1,920 2,040 2,160 2,280 2,400 2,620 2,640 2,760 2,880
Second clerk, @ Rs. 76—5—150 .. 1 900 960 1,020 1,080 1,140 1,200 1,260 1,320 1,380 1,440
Statistical clerk @ Rs. 200—10—300 1 2,400 2,500 2,640 2,660 2,880 3,000 3,120 ,240 3,360 3,488
Inferior servants @ Rs. 25—2—55 3 800 972 1,044 1,118 1,188 1,260 1,332 . 1,404 1,476 1,548
Contingencies 2,000 2,000 2,000 2,000 2,000 2,000 2,000 2,000 2,000 2,000
Travelling a.llowances .. 6,000 6,000 6,000 6,000 76,000 6,000 6,000 6,000 6,000 6,000
Pension & leave salary ) .. 9,234 9,47¢ 9,713 9,953 10,192 10,499 10,566 10,633 10,700 10,767 .

kY
Total 50,234 52,046 53,857 55,669 57,480 58,769 59,198 59,637 60,076 60,515

Reeurring Cost In respect of the Distriet Headquarters organisation.

1st flve years. —
One sneh organisat on ~ .e ..
216 sueh organisations .e .o
2nd five years.—
One sueh organisation
216 such organisations
1al ten years—
For 816 Distriet headquarters organlunonl

Ra.
2,690,286
5,81,65,776

2,98,185
6,44,07,060

.. 12,25,78,736

183



282

V1. Preparation of House lists— ( Further details).

Five clerks (one for each primary unit) and one supervisor are provided
for the first five primary units that will be set up in each district.

Pay— Rs.
Supervisor .. . .. . . .- 75 p.m.
Travelling allowance .. .. .. . 25 p.m.
Total . 100 p.m.
Clerk .. e e .. e e 60 p.m.
Travelling allowance .. . .. .. . 20 p-m.
Contingencies .. .. .. .. . . ) 5 pm, (t0 cover all).
? Total . 85 p.m.
Total Cost- ,
—~ :
Provinee— Ten year Five year
period. period.
Rs. Re,
1. Madras . . . . .. . 8,91,360 3,31,200
2, Bombsy .. - .. .. . .. 4,73,100 2,62,200
8. Beng=l .. .. .. .. .. . 10,45,200 3,658,800
4. O.P. .. .. .. .. .. .. 11, 05,200 6,62,400
5. Bihar’ .. . .. .. .. .. 6,26,880 2,20,800-
6. Orissa .. N K . . 1,49,400 82,800
7. Puniab .. . . . . . 7,16,400 3,83,400
8. C.P. & Borar ., .- . . . . 3,02,160 . 2,23,440
9. Assam . .. . . . . 2,43,600 88,200
10. 8ind .. . . .. .. .. 1,03,680 50,400
1L N.W.FP. .. . . .. .. .. 64,440 37,800
) 59,01,420 27,01,440
Or roughly abont Rs. 60 lakhs, Ra. 28 lakhs,
NP
Each District Expen{itare.
« —
. 2 ik
TR ¢ 2 & & 8
§ -% 2 2‘ x o -
B @ B o 2 &3 P g
=5 4 b e ] = EY 2
Year. EEE S F s s 40 % %
£ 85 5 § 2 % 35 & 2
b L=} - = o4 @
[} é s ) S % % g g
Z_ < z Z = = o] ]
MADRAS.
st year . . 5 5 5 1 120 24 122400 28,800 1,51,20¢
2nd year e . 5 . . . e
8rd year . . 5 .. e .e . . . . .
4th year . . 7 2 2 1 48 24 48960 28,800 77,760
Bthyear .. .. 10 3 3 1 72 24 73440 28,800 1,02,M0
6th year .. . 13 3 3 1 72 24 73,440 28,800 1,02,240
Tth year, .. .. 16 3 3 1 72 24 73,440 28,800 1,02,24C
8thyear® .. .. 19 3 3 1 72 24 73840 28,800 1,02340
Oth year .. . 2 4 4 1 98 24 07,920 28800 1,26,720°
10th year .. o 21 4 4 1 98 24 97,920 28,800 1,26720

8,91,360°
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HachiDistrict Expenditure.
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BOMBAY.
1t year 5 5 5 1 .95 19 96,900 22,800 1,19,700-
2nd year 5 .. .. . . .. ..
3rd year 5 .. e . . o
4th year 7 2 2 1 38 19 38760 22,800 — 6L660
§th year 10 3 3 1 57 19 58140 22,800 80,940
6th year 11 1 1 1 19 19 19,380 22,800 42,180
Tth year 12 1 1 1 19 19 19,380 22,800 42,180
8th year 13 1 1 1 19 19 10,380 22,800 42,180
9th year 14 1 1 1 19 19 19,380 22,800 42,180
10th year 15 1- 1 1 19 19 19,380 22,800 42,180
Grand Total 4,73,100
BENGAL (26 Districts).
1st yoar 5 6 & 1 130 26 1,32,600 31,200 1,63,800
2nd year B ovh e e e > .. .
3rd year B e e e e e . .. .
4th yeor o .1 2 2 1 52 26 53,040 31,200 81,240
5th year 10 3 3 1 78 26 . 79,560° 31,200 1,10,760
6th year 14 4 4 1 104 26 1,0608 31,200 1,37,280
7th year 18 4 , 4 1 104 26 1,0608)  3..200 1,37,280
8th yeer 22 4 *4 1 104 26 1,08080 31,200 1,37,280
9th year 26 4 4 1 104 26 11,0608 31,200 137,280
10th year 30 4 4 1 104 26 1,0608 35,200 1,37,280
Grand Total . 10,45,200
UNITED PROVINCES (48 Districts).
lst yeor 6 5 5 1 240 48 2,44,800° 57,600 3,02,400
2nd year 5 v e e e . . .
3rd year 5 .. .. .. .. .. .. .. ..
4th year 7 2 2 1 96 48 07,920 57,600 1,55,520
8th year 10 3 3 I 144 48 1,46,880 57,600  2,04,48(
Gth year . 11 1 1 1 48 48 48,960 57,600 1,06,560
7th year 12 1 1 1 48 48 48960 57,600 1,06,5660
8th year 13 1 1 1 48 48 48960 57,600 1,06,660
9th year .14 1 1 1 48 48 48,960 57,600 1,06,560
10th year . 15 1 1 1 48 48 48,960 57,600 1,06,560
Gand Total 11,965,200
BIHAR (16 Districts).
1t year .. 5 5 5 1 8 16 81,600 19,200 1,00,800
2nd year ., 5 .. .. . . . . ..
Srdyear .. 6 .. .. .. .. .. .
dthyear ., 7 2 2 1 32 18 32640 19,200  5L840
Bth your 10 3 3 .. 48 16 48960 195,200 68,160
6th year i3 3 3 1 48 16 48,060 19,200 68,160
T¢h year w 17T ¢4 4 1 64 16 65280 19,200 84,480
8th yoar 21 4 4 1 64 16 65280 19,200 84,480
8th yoar 25 4 4 1 64 16 65280 19,200 84,480
10th year 20 4 4 1" 64 16 65280 10,200 84,480
Grand Total ..  6,26,880
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Eaoh Distriot Expenditure
X
3 . A~
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ORISSA (6 Districts).
qutyest -+ 5 5 5 1 30 6 30,600 7,200 37,800
-2ndyear . b . . . . . . . ..
~3tdyeal‘ . 5- .. . ‘e . . . . .
Ath year . 7 2 2 1 12 6 12,240 7,200 19,440
Bth year . 10 3 3 1 18 6 18,360 7,200 25,560
.6th year . 11 1 1 1 6 6 6,120 7,200 13,320
“7th year . 13 2 2 1 12 6 6,120 7,200 13,320
-8th yesr . 15 2 2 1 12 6 6,120 7,200 13,320
-9t year . 17 2 2 1 12 6 6,120 7,200 - 13,320
10th yeer . 19 2 2 1 12 6 6,120 7,200 13,320
Grand Total 1,49,400
PUNJAB (80 Districts).
1st year .. 6 b 5 1 150 30 1,53,000 36,000 1,89,000
-2nd year “ 6 . .. .
3rd year 6 .. o . .. .. . v .
-4th year 7 2 2 1 6 30 6,200 36000 97,200
5th year 9 2 2 1 60 30 61,200 36000 97,200
6th year 10 1 1 1 36 33 308600 36000 66,600
“7th year 11 1 1 1 30 30 30,600 36,000 66,600
-8th year 12 1 1 1 30 30 30,600 36000 66,600
-Oth year .. 13 1 1 1 30 30 30600 36000 66,600
10th year .. 14 1 1 1 30 30 30600 36000 66600
Grand Total 7,16,400
0. P. & BERAR (19 Districts).
1t year 5 5 5 1 9 19 96,900 29,800 1,19,700
2nd year 5 -.. . . .. .. .. ..
8rd year 5 .. o e . .. .. .. ..
4th year 7 2 , 2 1 ‘38 19 38760 22,800 61,560
5th year .. 8 1 1 1 19 19 1938 22,800 42,180
6th year . 8 .. .. .. .. .. .. ‘e e
“7th year .. 9 1 1 1 19 19 19,380 22,800 42,180
8th year . 10 1 1 1 19 19 19380 22,800 42,180
Oth year 11 1 1 1 19 19 19,380 22,800 42,180
10th year 12 1 1 1 19 19 19380 22,800 42,180
" Grand Totel 3,932,160
ASSAM (14 Districts).
18t year . 5 6 5 1 70 14 71,400 16,800 88,200
“nd year 5 . .. .. .. . .. .. .
31d year . 5 .. ve .. .. .e
4th year 5 .. .. .. . .-
tth year . 5 .. . ee e e . . .
6th year 6 1 1 1 14 14 14,980 16,800 31,080
“Tth year .. 7 1 1 1 .14 14 14280 16,800 31,080
8th year 8 1 1 1 14 14 14,280 16,800 31,080
“9th year 9 1 1 1 14 14 14280 16,800 31,080
10th year 10 1 1 1 14 14 14280 16,800 31,080
Grand Total .. 2,43,600
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Each District Expenditure,
§ E g § X
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SIND (8 Districts).
1st year . 5 5 1] 1 40 8 40,800 9,600 50,400
2nd year . . 5 .. . . . . . . .
3rd yoar . b . . . .
4th year . [ . . e s .
pth year 3 . . . .
6th yoar . 5 .. . . . .. ..
7th year [ 1 1 1 8 8 8,160 9,600 17,760
8th yoar 6 . . v .o . . .
9th year . . 7 1 1 1 8 8 8,160 9,600 17,760
10th year 8 , 1 1 1 8 8 8,160 9,600 11,760
Grand Total . 1,03,680
NORTH-WESTERN FRONTIER PROVINCE (6 Districts).
18t year 5 5 5 1 30 6 30,600 7,200 37,800
2nd year 5 .. . . . . . . .o
3rd year . . &5 .. . . .
4th year 5 . . o .
5th year . 5 . .
6th year -6 .. . . e .. . e .
4th year . 6 1 1 1 .6 8 6,120 7,200 © 13,320
8th year 6 . .. . .
9th year . 6 .. . . . .. .. .. .
10th year 7 1 1 1 6 6 6,120 7,200 §13,32
: Grand Total . 64,440
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Matntenance charges on capital works in connection with the three-million
unit scheme.

Maintenance at 3 per cent. per year,
A

Total

'y

Year. Capital expenditare - —
Ist five years, 1st ten yoars-
Rs. ) Ras. Rs.
Primary Units.
lat year 18,76,50,000 2,25,18,000 5,06,65,500
2nd year e . ..
3rd year .. .. e
4th year 6,53,30,000 19,569,800 1,17,69,400
5th year 8,61,80,000 .. ‘ 1,29,27,000
6th year 5,92,48,750 2,44,77,900 71,09,860%
—
7th year 6,88,05,000 61,92,450-
8th year 6,63,72,500 39,82,350
9th year 7,19,32,500 23,561,975
10th year 7,29,75,000 .
Total 9,49,88,525
30.bed hospital.
Ist year 3,00,78,000 36,09,360 81,21,060-
2nd year .. .
3rd yoar . .. ..
4th year 2,61,79,000 7,85,370 47,12,220
6th year .. . .
6th year 3,27,23,750 43,94,730 39,26,850
7th year 3,92,68,500 35,334,165
8th year 3,81,54,500 22,89,270
9th year 5,11,04,750 15,33,142
10th year 5,95,99,000 .
Total 2,41,16,707
Secondary Urist.
lat year . 3,78,00,000 45,36,000 1,02,06,000
2nd year .. .. ..
3rd year
4th year
5th year
6th year 34,56,000 45,36,000 4,14,726
7th year 1,15,50,000-+. 11,34,640
10,56,000
=1,26,06,000
8th year 10,50,000+ 68,768
- 96,000
=11,46,000
9th year . . .
10th year 1,17,25,000+4- .
. 10,72,000
=1,27,97,000

1,18,24,020
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%

Maintenance charges on non-recurring expenditure.

Maintenance at 3 per oent. per years,
F.N

f — —
Year, Capital expendi- - 1st five years. 1st ten years.
N ture.
:200-bed hospital.
18t year .. . 30,79,62,000- 3,69,55,440 8,31,49,740
2nd year . .- . .
Brd year .. .. .
4th year
Sth ytar
*6th year . e ‘96, 12,000 3,69,55,440 11,53,440
“7th year . 7 . .8
8th year . . . ‘e
Oth year
10th year
—_———
Total . .. .. 8,43,03,180
£00-Bed hospilal.
1st year .
2nd year
3rd year
4th year
Bth year”
$th year .. . .. ..
“7th year . .. 21,58,20,0004- 1,98,39,600
46,20,000
==22,04,40,000
$th year .. .. 1,96,20,000-+ 12,02,400
4,20,000
==2,00,40,000
Dth year e . Nil .-
30th year . .. 21;90,90,0004
46,90,000
=22,37,80,000
_ Total . .. .. 2,10,42,000

For the second five or 1st ten years.
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Number of primary units (and dispensaries having two maternity and two emer-
géncy beds) in British India, during the first ten years shown province-wise.

Total Ino-
eleven rease
rMad- Bom. Pun. C.P & N.W. Pro from
~ ras. bay. Bengal. U. P, Bihar, Orissa. jab. Berar. Assam.Sind. F. P. vinces. year
to
year,

. of dis-
Nooldis . 54 190 26 4 16 6 3 19 14 8§ 6 26

lstyear .. 120 95 130 240 8 30 150 95 70 40 30 1,080 1,080
20d , .. 120 95 130 240 8 30 150 95 70 40 30 1080 _ ..
3d ... 120 95 130 240 80 30 150 95 70 40 30 1.080 ..
4h ... 168 133 182 336 112 42 210:"133 70 40 30 1456 376
Gth ... 240 180 260 480 160 60 270j, 152 70 40 30 1.952 496
Gth ., .. 312 200 364 528 208 66 300,152 8 40 30 2,203 341
Tth ... 884 228 468 578 272 78 33015171 98 48 36 2.680 396
Sth ... 466 247 572 624 336 00 360,180 112 48 36 3,071 382
9th . .. 552 266 676 672 400 10z 3904 209 126 56 36 3485 414
10th ... 648 286 780 720 464 114 4203 228 140 64 42 3905 420

Numbers of 30-bed hospitals during the first ten years in British India.

(Provision in respect of these hospitals has been doubled during the
second five years).

Total <
eleven £
Msd. Bom. N. W. Pravinces,
ras. bay. Bengal. U.P. Bihar.Orissa. Pun- C.P. &Assam, Sind. F. P, 2
jab, Berar. g
55
No. of
Districts. 24 19 28 48 16 [ 30 19 14 8 6 216
Ist year 24 19 26 48 16 6 30 19 14 8 86 218 216
ond L. 24 19 26 48 16 (] 30 19 =~ 14 8 6 216 .
$ed ... 24 19 2 48 16 6 30 19 " 14 8 6 218 ..
4h 48 38 52 96 32 12 60 3 14 8 6 404 188
5th ,, .. 48 38 52 26 32 12 60; 38 |14 8 6 404 ..
6h , .. 98 57 104 144 64 18 90 38 14 8 6 639 2u5
Tth .. 144 76 156 192 96 24 120 57 (28 16 12 921 282
8th ,, 192 95 208 240. 128 36 150 76 15 42 16 12 1,106 274
9th .. 264 133 286 288 176 48 180 9556 24 12 1,562 367
10tb , .. 336 152 300 384 224 60 210 114 70 82 18 1.990 428

" Number of secondary units in British India, during the first ten
years period.

« [z~
Mad. Bom- Pun- C.P. & N.W. f_E: o & g’
ras. bey. Bengal. U. P. Bikr. Orisea, jab. Bersr Assam, Sind, F.P. 5§ §3
. 3'» g g
S 2
No. of Dia- )
tricts. 24 19 26 48 16 6 30 19 14 8 § g6
1st vear 24 19 28 48 18 6 30 10 14 _ 8 6 216 216
ond ,, .. 24 10 26 48 16 6 30 19 14 " § 6 218 ..
3d ., .. 24 19 26 48 16 6 730 19 14 8 6 . 216
4th , .. 24 19 26 48 16 6 30 10 14 4 8 ¢ 218
th , .. 24 19 26 48 16 6 30 19 14 g 6 216
6h ... 24 19 2 48 18 6 3 19 14 8 6 218
7th ... 48 19 52 48 32 6 3 19 14 8§ 6 282 66
Sth , .. 48 19 52 48 32\ 12 30 19 14 g 6 288 6
6th , .. 48 19 52 48 32 12 30 19 14 8 6 288
"I0th ,, .. 48 38 52 98 32 12 30 19 14 8 8 355 &7




Number of 200-bed and 500-bed hospitals in British Tndia, during the First Ten years.

Madras Bombay Bengal U. P Bihar Orisas Ponjab:  C.P. & Berar  Assam Sind N.W.F.P. 1‘;{.:}1
No. of Distriots. 24 10 26 48 16 [ 30 19 14 8 16

200- 500- 200- 500- 200.- 500 200 500- 200- 500- 200- 500- 200- 500. 200- 6500- 200- 500- 200. B0O- 200- 500- 200- 500
Year. bed bed bed bed bed bed bed bed bed bed bed bed bed bed bed bed bed bed bed bed bed bed bed bed
hospi- hospi- hos- hos. hos- hos. hos. hos. hos- hos- hos- hos. hols- hos- hos. hos. hos-’ hos. hos- hos- hos. hos- hos- bos-
tal. tol, pitah pital. pital. pital. pital. pital. pital. pital. pital. pital. pital. pital pital pital pital pital pital. pital. pital. pital. pital. pital,

lst year 24 . 19 26 . 48 .. 16 6 30 .. 19 . 14 . 8 .. [ 216

2nd year - 24 .. 19 . 26 . 48 .. 16 6 30 .. 19 .. 14 . 8 . 6 216

3rd yesr . 2 .. 19 .. 26 . 48 . 16 ] 30 19 14 8 .. 6 216

4th year .. 24 . 19 . 26 . 48 16 8 30 . 19 14 8 . [ 216

6th year . 24 . 19 . 26 e 48 e 16 ] 30 . 19 14 8 . 6 216 -

6th year . 24 .. 19 . 26 .. 48, .. 16 .. [ 30 19 14 8 . 6 216 ..
7th year . 24 24 19 . 26 26 48 . 16 16 6 30 19 14 8 . [] 216 66
8th year . 24 24 19 .. 26 26 48 N 16 18 [ 3 30 . 19 14 8 . 6 216 72
9th year . 2% 24 19 . 26 26 48 s 16 16 6 8 30 . 19 . 14 . 8 . 6 216 72
10th year . 24 24 19 19 26 26 48 48 16 16 6 6 30 . 19 14 . 8 . 6 216 139

685
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Housing of the staff.

Rs. Ra. Res.
4 ~Primary Units—
lst year .. 1,080¢1,38,750 = 14,98,50,000 .e
o2nd 4, . .. .o .o
3d ,, . .e . .
4th ,, . . 376x%1,38,750 —= 5,21,70,000 .
5th . 496 % 1,38,750 = 6,88,20,000 27,08,40,000
6th .. . 341x1,38,750 = 473,183,750 .
7th . . . 396% 1,38,750 = 5,49.45,000
sth ,, . . 382x1,38,750 = 5,30,02,500 .
9th ,, . 414X 1,38,750 = 5,74,42,500- ..
10th ,, ‘e 420 1,38,7560 = 5,82,75,000 - 54,18,18,750
11.—30-bed hospitals—
lst year .. . 216 x 84,250 1,81,98,000
2nd ,, ve . e .. .. ..
8rd ,, . .. . s
4th  ,, . 188 % 84,260 = 1,58,39,000 ‘e
5th o ,, . .. .. 3,40,37,000
6th ,, . 235 % 84,250 1,97,98,750 ..
7th ,, . 282 % 84,260 = 2 37,68,500
8th ,, 274 % 84,250 = 2, 0,84,500
9th ,, 367x 84,260 = 3,09 ]9 750 .e
10th ,, 428% 94,250 =  3,60,59,000 16,76,567,500
Becondary Unite— '
1st year . . 216x1,45,000 =  3,13,20,000 .
2nd to 5th yea.t . .. 3,13,20,000
6th year (Dental) . 216 % 16 000 = 34,56,000 .e
7th  ,, . 66x(1,45 000+16 000)= 1,06,26,000 .
sth ,, . 6x1,61,000 = 966,000 ee
oth ,, o .. e L .. .
10tk ,, ; Lo 67x1,61,000 = 1,07,87,000  5,71,55,000
200-bed Hospital
(inclusive of Dental) ,
216 % (6,26,750144,500) = 1%,47,74,00
1st five and ten years.
800-bed Hospitals
(inc¢lusive of Dental)
7th year 66 x12,70,000 = 8,84,40,400
8th ,, §x13,40,000 80,40,300
- gth » . - 14 ten years
16th ,, 67x13,40,000 = 8,97,80,000 18,62,80,000
Total cost of accommodahi on for all
1st fve years 2nd five years gt ten yesrs.
g, | Ra, Ra,
48,09,71,00¢ 61,66,94,250 109,76,65,250



PrELIMINARY SURVEYS.

Before starting the proposed health developments it is desirable
to have a survey to find out existing health conditions. If such a survey can
be carried out in every district where the scheme is to be introduced we snall
have ‘reached the ideal arrangement. However, particularly in view of the
trained staff necessary this may not be possible. "It is therefore suggested
that such surveys should be carried out in the afeas under our schemein four
districts in each prévince, which are selected as being representative of the
conditions prevailing in the province as a whole. In Singur, for a
population of about 62,100, it is understood that the survey cost
Rs. 16,000. Therefore the survey in each distridt will cost roughly Rs. 50,000
and in each province Re. two lakhs. For elevon Provincus this cost will be
Rs. 22 lakhs.

1t is desirable that health surveys should-be accompanied by similar sur-
veys in other fields such as agriculture, animal husbandry, education, ete.

Non-recurring.

Water Suppty
1st five years— )
Rs.
Urban .. .. 10,00,00,000 | Maintenance at 8% per
) +  year Rs. 1,20,00,000.
Rural .. . 10,00,00,000 .}
2nd five years— 1 On previous periods
Urban .. . 10.00.00,000 { expenditure 3,00,00,000.
" On 2nd five ysars’ expenditure
Rural .. .. 10,00,00,000 J Rs. 1,20,00,000.
Ten years—
Urban . . 20,00,00,000 .
Rural . . 20.00,00,000 }Ma.mtenance total Ra, 5,40,00,000.
Dratnage—
1
st five years .. .« 390,00,00,000 | Maintenance 1st five
© years . o 1,80,00,000
1st ten years .. .. 60,00,00,000 ) 1st ten years . 8,10,00,000

Total maintenance on water supply and drainage together :
Rs.
st five years .. . 1,20,00,000
1,80,00,000
3,00,00,000

st ten years .. . 5,40,00,000
8,10,00,000

13,50,00,000
H1342HSDC 19



18t five years—

Wa ter and Dramage Board. Investmatlon units @ Rs.

year
2nd five years—

292

Recurring.

»e

2:6 lakhs per

Rs.

13,00,000

Water and Drainage Board, Investigatioh-units @ Rs. 2-6 lakhs per year 13,00,000

1et ten years—

Rs. 13,00,000 plus Rs. 13,00,000 . . 26,00,000
Central Direclorate—
lst five years. 18t ten years.
Ras. Rs.
Officers .. e . . . 37,00,000 82,50,000
Establishment . .. e . 8,00,000 18,00,000
Travelling allowances . .. .o 6,248,000 12,560,000
- Ta1 . 51,25,000  1,13,00,0.0

.

Provincial Directorate—

-

1si fire years.

-

1<t ten years,

R=. Ra,
Officers . . 2,93,81,5650 5,89,23.100
Establishment .o . 44,90,000 9% 60,000
Travelling allcwance .. . .o 46,75,000 3,350,000
Total . 3,84,56,000  7,77,35,100
CENTRAL DIRECTORATE.
Name. No. Seale of pay.
STAFF— )
Director General of Health Services . 1 Rs. 3,600 per mensem,
Deputy Directors .. e ] Rs. 2,750 per mensem.
Assistant Directors . . . . 14 Rs. 1,900—50—2,100.
ProviNcIAL DIRECTORATE.
Name, - No. Scale of pay. -
STAFF—
Director of Health Services . 1 Rs, 2,750 per mensem,
Depaty Directors . .. . . . 5 Rs. 2,000—50—2,500,
Assistant Directors . ie . 14 Rs. 1,500--60—1,750, .

A



Coxraay DirgordnaTt

(P urther details . ‘ ‘
Nom. 1spyear #ndyear 3.4 year 4th year )6th year Oth year. Tth year 8thyesr Gthyear 10th yeas
ber ! )
Rs, Ra, Rs. Rs. Rs, Res. Rs. Bs.  Re Rs.
Direoctor General of Health Ser. ‘.
vices @ Rs. 3,50/- p.m. 142,000 42,000 42,000 42,000 42,000 42,000 42,000 42,000 42,000 42,000

Deputy Dircetors @ Rs. 2,750, N
pm. .. .. .\ 1,98,000 1,98,000 1,98,000 1,958,000 1,98,000 1,908,000 1,98,000 1,98,000 108,000 1,908,000
Assistant Directors @ Rs. 1,900 - 7
502,100 .. .
Pension & Leave Gharges —
Pension @ Rs. 176 p.m,

14 319,200 3,27,600 3,36,000 3,44,400 3,52,800. 3,52,800 3,52,800 3,52,800 8,562,800  3,52,800

per officer .. .. 44,352 44,352 44,352 44,352 44,352  4.4352  4,4352 44,352 44,352 44,352
Leave salary @ 15% .. 88,880 85,140 86,400 87,660 88,920 88,920 88,920 88,920 88,920 88,920
6,87,432 6,97,092 7,06,752 7,16,412 7,26,072 7,26,072 7,26,072 7,26,072 7,26,072 7,26,072
See I 2 - rl
Roughly Rs. 37,00,000 Roughly Rs. 45,50,000
Batablishment. .. - 1.62,00 1,60,00 1,60,000 1,60,000 1,60,000 2,00,000 2,00,009 2,00,000 2,00,000 ,2,00,000
Total - 8,17,432  8,57,002 866,762 8,76,412 8,86,072 9,48,572 9,48,5672 0,48,572 9,48,572 9,48,572
or roughl
9,00,000 © 9,00,000 9,00,000 9,00,000 9,00,060 9,50,000 9,50,000 9,50,000 9,50,000 9,50,000 )
L ———" Y v
lat five yea.r; total—45,00,000 2nd five years fotal—47,50,000
»
g Travelling allowances. - 1,25000 1,25,000 1,25,000 1,235,000 1,25,09?_‘ 1,253,000  1,25,000 1 fs,ooo 1,25,@0_ ~1 F,_zio_ood
> N ’ A Y i Dy S s s Il e S e — —— Y oy — — gy

' st five years total—6,25,000 2nd five years total.—6,25,000.

€6a



Provinoiar DImmOToRATR

(Furiher delails)
Num. .
ber. lstyear  2nd year 3rd year 4thyear G5shyear 6thyear 7Tthyear 8thyear Othyear 10thyear
Rs. Rs. Rs. Rs. Ras. Ra. Rs. Rs. Rs. Rs.
Director of Health Services ,
@ Rs. 2,750 . 1 33,000 33,000 33,000 33,000 33,000 33,000 33,000 33,000 «33,000 33,000
Deputy Directors @ Rs.
2,000—50—2,500 . 5 1,20,000 1,23,000 1,26,000 1,29,000 1,32,000 1,35,000 1,38,000 1,41,000 1,44,000 1,47,000
Assistant Directors @ Ra. . )
1,500—50—1,750 . 14 2,562,000 2,60,400 2,68,800 2,77,200 2,85,600 2,94,000 2,94,000 2,94,000 2,94,000 2,94,000
1
Pension 42,240 42,240 ' 42,2400 42,240 42,240 42,240 42,240 42,240 42,240 42,240
. \
}
Leave salary .~ 60,750 62,460 64,170 65,880 67,590 69,300 69,750 70,200 70,660 71,100
" Totals .. 5,07,990 5,21,100 5,34,210 5,47,320 65,60,430 b5,73,640 5,76,990 5,79,990 5,82,990 5,85,990
\ - . —— -
1 lstfive years * 26,71,050 28,99,600
Establishment .. 80,000 80,000 80,000 80,000 80,000 92,000 92,000 92,060 92,000 92,000
- ~— ) e v ]
4,00,000 4,60,000
Travelling allowanoes - 85,000 85,000 86,000 85,000 88,000 85,000 85,000 85,000 85,000 85,000
Newervey % ' ) ‘e - )
4:25,000 4,26,000

¥65
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3avaniA (ToraL EXPENDITURE).

1st ten
years
Rs.

2,66,800
17,60,000

20,26,800

1,32,87,136
5,04,22,361

18t five
years
Ra.
Non-recurring :
Qontre .. . . 1,46,800
'vainoe' .. ve 7,70,000
Total 9,15,800
Beocurring ¢
Centre . ve 47,18,284
Provinees . .. 2,04,89,326
Total . Rs. 2,562,07,610

6,37,09,497

Cenirally Administered Areas.

Non-recurring—details of the above expenditure.

dal five years 3

Headguarters Organisation.”
For one Governor’s Provigce .
¥or one Centrally Administered Pro.

2/3 (10,000),

Rs. 10,000

w=Rs. 6,700

ce
Fo?i!‘lour Centrally Admunstered Pro.
vinces . - - == Rs, 26,800
Maintenanoe Rs. 1,608
Malaria Control Units :
For one econtrol unit Rs. 6,000
For five aonbrol units in cach of
these arcas . (6,000 % 5) =Rs. 30,000
In all the four areas (30,000 x 4) = Rs. 1,20,000
Total non.recurring expendxture
(1st five years) .7 .« = Rs. 1,46,800
Maintenance . .. Rs. 7,200 g
‘Total Maintenance .. .. ‘e Ra. 8,808
Bnd five years ;
Headguarters® Organisation Nil

Malaria Control Units—There are egtablished five additional control units in each

azea, Total non-reourring expenditure for them will be

Maintenance—Headguarters ..
®

Malaria Control Units (old)
* Mzlaria Control Units (new) ..

-

Total

‘Total maintenance for the first ten years,

Rs.  Rs. 1,20,000
. 4,020 Total
Rs. 2,66,800
.- 18,000
.. 7,200
. .. 29,220

83,028
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MALARIA—COnid.

Provinces. ,

(Non-recurring)

At each headquarters Rs. 10,000 for non-recurring contingencies have
been provided, so, for the eleven provinces a sum of Rs. 1,10,000 has
been provided. R

For ten control units in each province we have provided a sum of
Rs. 60,000. And for the eleven Provinces this sum will be Rs. 6,60,000.

In this way a sum of Rs. 7,70,000 for non-recurring expenditure for
Malaria, in the first five years, has been included in the estimates.

Maintenance at 3 p. ¢. per year on the above sum .: Rs: 46,200

In the second five years for additional fifteen control units we have
provided a sum of Rs. 9,90,000, on the above basis.

. Rs.
‘Total for ten years .. .. .. .. .. Rs, 0,90,000
Rs. 6,60,000
Rs. 16,50,000
Headquarters. . .. .. .. .. . 1,10,000
! Rs, 17,60,000
Maintenance .. .. .. .. .. . Rs.  2,21,100
, R
Rrecurring (Centre).
14t five years: Rs.
Salaries of staff of headquarter’s orga,msa.tlon of one
Governor’s Province .. . 3,63,816
Salaries of staff for the Centra,]]y Admlmstered
Area=2/3x 3,683,816 2,42,644
Salaries of staff for four areas .. .. .. 9,70,176 Rs.
Salaries of staff of one Malaria Control Unit e , - 1,49,465
Salaries of sta¥f of five Malaria Control Units (or one
Centrally Administered arca) .. . 747,326
Salaries of staff for four such areas .. .o 29,89,300
“Total salaries for the first five years . . 39,609,476
Total maintenance . .. . . 8,808
Malaria Institute of India @ Rs. 15 lakhs per year 7,650,000

Total Ve 47,18,284

s




(Recurring)
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2nd five years :

Staff salaries for one unit for a Govemor s Province

Staff salaries of one unit for a Centrally Administered

Area
Staff salaries of four Central Admxmstered Areas ..
Staff salaries of one Malaria Control Unit

Staff salaries of five Malaria Control Units .

Staff salaries of all*the four Areas

Staff salaries of the four areas with five
new Walaria control units established |,

Total salaries (second five yearsy

Total maintenance U AN

Malaria Institute of India @ 1-5 lakhs per year_

Total ve
Total for the 1st ten years

-

Recurring (Provinces).

.

Salaries of staff of the headquarters organisation
{Malaria) for the first five years

For eleven Provinces (3,683,816 x 11)

For one control unit (salary of staff)

For ten (in each Province) .. .. .
Eleven Provinces . .. .

Total for the first five years . .

Maintenance ..

( Recurring)

Ten years :

Tor fifteen additional control units in each province
Eleven Provinces .

" Por additional two D.A.D.P.H.’s and.their orga,-
nisations (72,02Cx 11)

Expenditure on previnus pemod’s orgamsatlons
Headquarters Rs. 4,57,256 X 11 . .

Control units 1,79,249x 10 11 . ‘e
Total for ten years

Maintenance .. AN . .. .

Rs,
4,57,256
3,04,838
12,15,352
1,79,249
8,96,245
35,84,080
29,89,300
| 77,89,632
) 29,220
1,50,000
85,68,852
1,32,87,136
Rs.
3,63,816
40,01,976
1,49,465
14,94,650
1,64,41,150
. 1,64,41,150
40,01,976
2,04,43,126
46,200
2,04,89,326
Rs,
22,41,975
2,46,81.725
7,92,220
50,29,816
1,97,17,390
5,02,01,261'
2,21,100

5,04,22,361
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Stafl in respect of the headquarters, regiorial and control unit organisation

Malaria~—contd.
(Further details).
Name. No. S’cale of pay.
Rs.
Headgquarters organisation :—
Malariologist .. . . .. 1 600—40--1,000
Entomologist .. . . ve 1 325—25—660—35—1,000
Sanjtary Engineer .. .. . 1 825—26—6L0— 35—1,000
Overseers .. o . .. 4 100—5—220
Drafteman .. . e 1 75—8—185
Antimalaria Officer . . .. 1 3256—25—660—35—1,000
Laboratory assistants .. . .- 5 B0—b5—150
Aptimglaria assisiants .. 2 250—26~—1750
Clerks . 3 50—5—150
Insect collectors .. . . 8 30—1—50
Inferior s ervants . . .. 2 25—2~55
Sweepers . .. . - 2 25—1-—385
Regional organisation :—
Deputy .. e .. . 2 325—26—650—35—1,000
Clerks .. . .. . .. 2 50—5—150
Malario. Coxtrol Units’:— .. . ..
Antimalaria assistant 1 250—25—500
Laboratory assistants .. - 2 §0—b5—150
Malaria supervisors .. 5 76—8—90—4—150
Mistrie. . . ve . .. 1 40-£2—60
Field workers .. .. .. .. 25 25—1-—36




MALARIA (FOURTHER DETAILS—contd.)
Toral: SArARI®NS OF A HuaDpQuarTERS UNIT 0F MaLARIA ORGANISATION DUBING A PERIOD OF TEN YRARS.

1st 2nd 3ed 4th 5th 6th Tth 8th 9th 10th
Number, year. year. year. year.  yoar. year, year. year. year. year.
Rs. Rs. Rs. Rs. Rs. Rs, Rs. Ras. Rs. Rs.y
Headguarter Unit.
Malariologist. !
‘@ Rs. 600—40—~1,000 . . 1 7,200 7,680 8,160 8,640 9,120/ 9,600 .10,080 10,660 11,040 11,520
Entomologist.
@Rs. 325—25—850—3%5—1,000 . 1 3,900 4,200 4,500 4,800 5,100 5,400 5,700 6,000 6,300 6,600
Sanitary Engineer. ’
0 @ Rs. 325—25—650—'35——1 000 .. 1 3,900 4,200 4,500 4,800 5,100 5,400 5,700 6,000 6,300 6,600

vorssers. .

@ Rs. 100——5—-—200 ‘e o 4 4,800 5,040 5,280 5,620 5,760 6,000 6,240 6‘,480 8,720 6,960
Draftsman.

@ Rs. 75—3—135 .. } e 1 900 936 ‘972 1,008 1,044 1,080 1,116 1,152 1,188 1,224

Antimalaria Officer. /

@ Rs. 325—25—850—35—1,000 .. U 3,800 4,200 4,500 4,800 5,100 5,400 5,700 6,000 6,300 6,600
Antimalaria Assistants -

@Rs. 350—25—1750 - . 2 5000 6,600 7,200 7,800 8,400 9,000 9,600 10,200 10,800 11,400

Laboratory Assistants, .
C’?@Rs 50—5—150 e .o 5 {3,000 3,300 3,600 3,900 4,200\ 4,500 4,800 5,100 5,400 5,700
orks

@ Ras. '50:—5—150 .e . 3 1,800 1,980 2,160 2,340 2,520 2,700 2,880 3,060 3,24¢ 3,420
Insect Collectors.

@ Rs. 30—1—50 ]. . .e .o 8 2,880 2,978 3,072 3,168 3,264 3,360 3,456 3,552 3,648 3,744
Inferior Servants. )

@ Rs. 25255 .. . . 2 600 648 696 T44 792 840 888 936 984 1,032
Sweepers.

@ Rs. 25—1-35 .. ‘e .e 2 600 648 696 744 792 840. 888 936 984 1,032
Travelling allowance ve ve /.. 7,800 7,800 7,300 7,800 7,800 7,800 7,800 7,800 7,800 7,800
Contir{gencies (recurring) .. e .. 10,000 10,000 10,000 10,000 10,000 10,000 10,000 10,000 10,000 10,000
Leave & pension charges e ve .. 7,806 8,722 9,547 10,373 11,198 12,024 12,850 13,6875 14,501 15,326

65,176 68,030 72,683 76,437 80,500 83,961 87,698  OL451 05205 98,958

7
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MALARIA (FURTHER DETAILS-~conid.)

One Malarin Control Unit.

vAntimalaria Assistant.
@ Re. 250—25—1750

Taboratory Assistants.
‘@ Rs. 50—5—150

‘Malaria Supervisors,

“@Rs. 75—3—90—4~150 ..

Mistric,

@ Rs. 40—2—60 ..
<LaYourers,

@ Ras. 25—1—35 ..
~TYavelling allowances
-Eontingencies (Recurring)

“Femaioh & Loave charges.

/

1st 2nd 3rd 4th 5th 6th Tth 8th “9th 10th
Number. Jyear. year. year. year. year. year., year. year. Yyear. year.
Rs. Rs. Rs. Rs. Rs. Rs. Rs._ Rs. Rs. Rs.
1 3,000 3,300 3,600 3,900 4,200 4,500 4,800 5,100 5,400 5,700
2 1,200 1,320 1,440 1,560' 1,680 1,800 1,920 2,040 2,160 2,280
5 4,600 4,680 4,860 5,040 5,220 5,400 5,640 5,880 6,120 6,360
1 480 504 528 552 576 600 624 648 672 696
25 7,500 7,800 8,100 8,400 8,700 9,000 9,300 9,600 9,900 10,200
.. 900 900 900 200 200 900 900 900 900 900
7,500 17,500 7,500 7,500 7,500 7,500 7,500 7,500 7,500 7,500
2,669 2,817 295 3,113 3,261 3,834 4,011 4,157 4,365 4,542
27,749 28,821 29,803 30,965 32,037 33,534 34,695 35,825 37,017

38,178

00¢€
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TuBEROULOSIS. 2
L. Hospitais and clinics :—Tuberculosis hospitais of 200 beds are to bu
established for units of 10 million population.

33 such hospitals are required for British India by 1951 (estimated
population 330 millions). '

A central clinic located in the same city as the hospital and smaller ¢ li-
nics at the headquarters of each district are required. The estimates of cost,
recurring and non-recurring, for all these institutions are given below :—

Estimates.
Cost.
— A Bl
Number of  Non-recurring.  Recurring.
institution’s. in lakhs. in lakhs.
(Rs. 1,500 per (Rs. 900 per
bed). bed).
200.bed hospitals .. .. . 33 99-0 59-40
Main clinics .. . .. 33 33-0 8-81
(at onelakh  (at Rs. 27,000
for each). for each.)
District olinios. '
(216 districts in the 11 Governors’ .. 183 82:35 29.28
Provinces). {Rs. 45,000 {Rs. 16,000
for each). for each).
Total .. . 249 21435 97-59

The main clinics located in the cities in which the hospitals are estab-
lished will be equipped and staffed on a more generous scale than the district
clinics. The former will serve as training centres for doctors and health visi-
tors ; the numbers to the trained to meet the requirements of the country are
estimated to be 13,000 doctors and 10,000 health visitors.

Strength of staff required for these instilutions :—

Each 200-bed hospital will require specially trained doctors at the rate
of one doctor per 30-beds or 7 in all.

In the early stages it may be necessary to have 4 doctors specially train-
ed in tuberculosis and 3 untrained ones. .

The main clinics located in the cities in which the hospitals arc estab?ish-
éd will require three doctors each. In the beginning they may be two trained
and one untrained.

Each district clinic will require 2 doctors, in the initial stages one trainad
and the other untrained.
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A statement showing the strength of the staff required is given below —

Strength of staff required (dootors).
AL

— ~
Early stages.
— 4 ™
Type of institution. No.of  Number of :
Insti- trained, Trained. Untrained.
tutions. doctors
required.
200-bed hospitals .. . 33 231 132 99
(7 for sach). (4 for each). (3 for each).
Main olinics . . 33 99 66 33
(3 for each). (2 for each). (1 for each).
District olinics .. .. 183 366 183 183
(2 for each). (1 for each). (1 for each).
249 ~ 696 381 315

IT—TRAINING FACILITTES.
(@) Training of doctors..

Fight new training centres have been recommended by the Tuberculosis
Sub-committee. Of these one relates to Hyderabad and its cost must be
deducted. The total cost in respect of the 8 new centres is 32 lakhs (non-
recurring) and Rs. 13 lakhs per year (recurring). Reducing these by 1/8th
the figures become — .

Non-recurring. Recurring.
{in lakhs). (in lakhs).
Rs. Rs.
28 11-375

(®) Training of health visitors.

Public health nurses, when trained, will take the place of health visitors.
These public health nurses will perform various personal health services
such as those associated with maternity and child welfare, school. health,
tuberculosis, venereal diseases, etc. It 1s considered that ordinarily public
health nurses should have special trainiog in tuberculosis for a period of three
months.

Three health visitors are required for each of the main clinics and two for
wach of the district clinics. The total numbers required are shown below :—

Type of institution. No. of institutions. No. of health visitors
: required
Main clinics .. .. . I33 3 fofguh)'
Distriet olinics . . . 183 @ fgfgaoh).
216 463

Numl er of doctors trained in the first five yoars.

The existing institutions will train 75 doctors per year. Therefore within
the first five years period 75 X 4 (or 300) trained doctors will be provided by
the existing institutions.

(Note that the batch trained in the 5th year will not be available for ser-
vice in the Bth year period).



- During the same period ‘of five years the 7 new centres (Hyerdabad i®
excluded) may function on an average only for three years (they will take time

to be established) and two batches of students may alone undergo training.
The period of training is actually 9 months but it is expected that there will

be only one course each year. If each of the new institutions makes available
12 trained doctors per year their total contribution within the five-year period
will be 168. Therefore the total number of trained doctors available within
the five-year period will be 468 (300 plus 168).

It will be seen that, if the proposals outlined above for filling only a cer-
tain proportion of the posts by doctors with special training in tubereulosis
during the first five-year period be accepted, the training tacilities outlined

above will suffice to provide the staff required for the suggested expansion of
tuberculosis medical institutions.

As regards health visitors the question of training public health nurses

has been considered elsewhere. The required number can be made avail-
able,

I, —STrPENDS FOR DoOTORS AND HparTH VISiTORS,

Rs. 60 for doctors and Rs. 25 for health visitors are suggested as stipends.

The period of training for a doctor is 9 months and that for a health visitor
three months.

Cost of stipends for doctors and health visitoss.

For 468 doctors at Rs. 50 per month for nine months

2-1C6 lakhs.
For 500 health visitors at Rs. 28 per month for three months

0-375 lakhs,
(467 are actually required, the remainder is provided for
possible wastage during training) -
2481 or
Total .. roughly 2-50 lakhs.

IV.—OrHER IrEMS OF TXPENDITUEE.

Other items of expenditure include travelling expenses for poor ’patients,
belp to indigent families, aftercare, publicity, etc. On the basis
of Rs. 23,500 per annum for a population of three millions suggested by the
Tuberculosis Sub-committee the estimate .of cost, under these heads, for British
India (315 millions) diring the first five years will be' Rs. 25°85 la,kl;a.
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TUBEROULOSIS,

Estimates of cost in respect of our proposals relating to tubercuicsis,

1ot ﬁve years. Non-recg‘n'iﬂg. Recumﬂg
8.
1. Hospitals & clinics .e .. 2,14,35,000 4,87, 95 000
9. Training of doctors and health visitors. .
(a) Training institutions .. . 28,00,000 56,87,500
(b) Stipends for doctors and health vxsltors .. .. 2,50,000
8. Other iters of expenditure .. 25,85,000
Total .. 2,42,35000 5,73,17,500
Malntenance on non-recurring expenditure
@ 3 per cont. per year .. .. 14,54,100
Total .. . 5,87,71,600

Stipends in the 2nd five years.

43 institutions will be imparting training to doctors.

Number to be made available 45 x 12— 540
Stipends—Doctors 540 X 50 X 9 months— Rs, 2 .43 lakhs.
1lealth visitors 600 X 25 X 3 months— 0-45 ,,

Rs. 2:88 or
Rs. 3 lakhs.
Sud Jive years. Non-recurring. Recwrring,
Rs. Rs.
1 Hmp:ta]s & clinies .o 2,14,35,000 4,87,95,000
2. Training of doctors and health vmtors
. (a) training institutions .. .. .- 56,87,500
{b) stipends . .. . 3,00,000
3. Other items ofevpendlture .. 25,85,000
4. Maintenance on non- recurrmg expendlture e 49,21,850
8. Travelling tuberculosis clinics .. .. 1,59,75,000 3,71,15,842
. Total .o - 38,74,18,000 ,94,04,602
st five years . .. .. e 7 2,42,35,000 5,87,71,600

Total for Ist ten years .. . . 6,16,45,000 ~ 15,81,76,292
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TRAVELLING TUBEROULOSIS CLINIOS,

- N.B—These clinics will be brought into existence in the second five-year

viod of the scheme. In the 6th and 7th years of the scheme one such clinic
will be attached to each secondary unit, whercas in the 8th, 9th and 10th years
two such units will be associated with one secondary unit.

Non-recurring expenditure—

One unit—
Rs.
Car with general equipment . . 15,000
X-Ray unit .. ve P . 6,000
Laboratory equipment .. T .. 1,500
Total .. 22,500

Tolal won-recurring expenditure—

No. of clinics Addition- Cost,

started al clinies. Rs.
One olinic to each 6th year .o .. 216 .. 48,680,000
secondary unit. 7th year .. .. 66 14,85,000
. 8th year I, 204 66.15,000
Two clinics to each -
secondary unit. 4 9th year - .
{ 10%h year . .. . 134 30.15,000
* ——— e ———
Total .. .. .. 1,69,75,000
Besurring cxpend'itur‘e—
Rs.*
6th year . .. .. .. 31,97,664
7th year .. ‘L .. . 43,11,672
8th year . - . .. 88;42,620
9th year .. e .. .. 92,07,738
10th year .. . .. - 1,15,56,148
) Total . 3,71,15,842

(* Detalls given below).
6th year. 7th year. 8th year. Oth year. 10th year
Rs. R R R

8. 8. 8. Rs.
One 1 6th year (216 X (216 x (216 x (216 x (216 x

elinic to | 14,804) 15,438) 18,071) 16,706) 17,338)
each ee- 31,897,664 33,34,608 34,71,336 36,08,280 37,45,008
sondary | 7th year .. (66 x (66x15,438) (66 X (66 x .
enit. 14,804) 16.071) 16,705)
) 9,717,064 10,18,908 10,60,686 11,02,530
8th year .. .. [(282 +12) (204 x (204" X
15,438) 16,071)
Two elinica ] . (14,804)1
to each se- 43,52,376 45,38,772 47,24,874
eondary ] 9th year .. . - .- . .
it [ 10th year o .. .. .. .. (2Xx 87T X
14,804)
‘ 19,83,736

Total .. 31,97,664 43,11,872 88,42,620 92,07,738 1,15,56,148

Total of five years.=Rs.3,71,15,842.



TRAVELLING TUBEROULOSIS CLINIOS,

4th year. 5th year.

Salaries, ete., of the staff. 1st year. 2nd year. 3rd year.
Rs. Rs. Rs. Rs. Rs.
1 M.O. at Rs. 250—25-—500 .8,000 3,300 3,600 3,900 4,200
1 X-Ray technician o
at Rs. 150—10—250; .. 1,800 1,920 2,040 2,160 2,280
1 Nurse at Rs. 75—5—125 .. 900 960 1,020 1,080 1,140
2 Attendents at Rs. 30—2—50 720 768 816 864 - 912
Leave salary & pension charges 1,284 1,390 1,495 1,601 1,706
Recurring annual expenditure -
on the Laboratory .. 3,000 3,000 3,000 3,000 3,000
Propaganda and publicity .. 500 500 500 500 500
Maintenance, transportation
and depreciation charges .
at Rs. 300 p.m. .. .. 3,800 38,600 3,600 3,600 3,600
Total 14,804 ' 15,438 16,071 16,708 17,338
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Estimates of Expénditure vn " Méilal Institutions.

First five years.
1) I;nprovemengs in mental hospilals. Non-recurrsng. Recurring.
. Rs. Rs.
(a) Madras .. .. .. 10,00,000
(b) Poona .. .. . . 10,00,000
(c) Agra .. . .. .. 25,00,000
(e) Lahore
(new hospital 1 500 beds) -, ce 50,00,000
(f) Ranchi |
~ (European Men’oal Hospital) .. 10,00,000
(9)-Ranchi
(Indian Mental Hospital) .o 10,00,000
(k) Thana
(Converted into Mental Deﬁclency
or Senile Home) 5,00,000
1,45,00,000
(2) Opening of two new mental hospitals in
Bombay & Caleutta .. - e o 22,00,000
1,67,00,000
(3) Beds—9,000
(Totalnumber inallthe aboveeight mental
hospitals including 2 new ones). .
@ Rs. 1,000 per bed X 5 years . . . 4,60,00,000
(4) Training of nurses in mental hospitals—2
years course—100 nurses to be admitted
for training each year.
“Total number of nurses that require sti-
pends, ete., in first five years = 900.
@ 75 per month, 900 X 75 X 12 months . . - 8,10,000
(6) Training of Doctors in U.K. .
20 X 8,000 x 5 years . . 8,00,000
(6) Balaries of Central and Provincial Mental
fficers—
Centre .. - .. .. . 1,66,660
Provinces . 8,80,560
Maintenance charges on ca.pltal Works .. 10,02,000
Total (recurring) .. 4,86,59,110

H1842HSDC 20
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Estimates of Expenditure on Mental Institutions.
Second five years,

Rs.
€1) Improvements to the remaining mental hespitals—

{a) Ahmedabad (500=beds) 1}
(b) Ratnagiri (500=beds), |
+(¢) Dharwar (500="beds) @ Rs. 10,00,000 per hospital.
{d) Calicut (600=beds)
{e) Waltair (500=beds) -~ 10,00,000 X 9 =
«f) Bareilly (100=beds)
{g) Benares
{h) Hyderabad (Sind)
4s) Assam (1,000=Dbeds)

Non-reourring. Recurring.
5

90,00,000
2) (;Eeuing of five new mental hospitals in
adras, Punjab, U. P., Bihar and Central
Previnces, each with 500 beds @ Rs. 22
lakhs perhospital for building  and
equip ment .. .. ve .. 1,10,00,000
3) Increasing the bed strength of the two new
mental hospitals in Calcutta and Bom-
bay, started in the first five years, from
200 to 500 beds . . . 22,00,000
‘Total non-recutring .. e 2,22,00,000
#Becurring—
£4) Total beds—(1st five years 2nd five years).
9,000 + 9,000
bed at for
Rs. 1,000 per be er year for five
l}%&m . .p . .P v .. .. 9,00,00,000
'(B)*Training of nurses—50 nurses to be admit-
ted each year for two years course. Each
nurse gets Re. 76 p.m. as stipend dur-
ing training 550 X 75 x 12~ .. . . .o 4,95,000
(6) Training of doctors : i
20 X 8,000 X & .. .. .. . .o 8,00,000
(7) Salarios of Ceritral and Pro- 7 Centre .. .o 1,783,460
vincial Mental Officers attached >
to the respective health J Provincial . 10,32,350
organisations. .
{8) Maintenance charge on non.recurring expenditure .. . 38,317,000
Total (recurring) 9,63,37,810

Grand Total (recurring) of the 1st ten years - 14,49,96,920



Mental Health] Drganisation.

st year. 2nd year. 3rd year. 4th year. 5th year. 6th year. 7Tth year. 8th year. Oth year. 10th yesr.
Rs. Rs. Rs. — Rs. Rs. Rs. Rs. Rs. Rs. Rs.
A
Provinces.
Provincial Mental Officer
@ Rs. 600—40-21,000 plus 7,200 7,680 8,160 8,640 9,120 9,800 10,080 10,560 11,040 11,520
250 p.m. as special pay «. 3,000 ,3,000 3,000 3,000 3,000 3,000 3,000 3,000 3,000 3,000
Pension @ Rs. 98 p.m. . 1,176 1,176 1,176 1,176 1,176 1,176 1,176 1176 1,176 1,176
Leave salary . 1,530 1,602 1,674 1,746 1,818 1,890 1,962 2,034 2,106 2,178
Allowances 2,000 2,000 2,000 2,000 2,000 2,000 2,000 2,000 2,000 2,000
Total 14,906 15,458 16,010 16,5662 17,114 17,666 18,218 18,7’)0 19,322 19,874
1st five years. Rs. 80,050 K Second five years. Rs. 93,850.
1st ten years.=Rs. 1,73,900.
For eleven Provinces 1st five years. Rs.80,050 x 11 = Rs. 880,550 1st ten years.=R4d. 19,12,900.
Second five years. Rs. 93,850 X 11 = Rs. 10,32,350.
Centfte.
Mental Officer at the Centre
@ Rs. 1,900—50—2,100. 22,800 23,400 24,000 24,600 25,200 25,020 25,200 26,200 25,200 25,200
Pepsion @ Rs. 176 p.m. . 2,112 = 2,112 2,112 2,112 2,112 2,112 2,112 2,112 2,112 2,112
Léave salary @ 15 p.c. . 3,420 3,510 , 3,600 3,690 '3,780 3,780 3,780 3,780 3,780 3,780
Allowances ve . . 3,600 3,600 3,600 3,600 3,600 3,600 3,600 3,600 3,600 3,600
Total - 31,932 32,622 33,312 34,002 34,692 34,692 34,692 34,692 34,692 34,692

g
[+

x#4 five years. Ra. 1,66,560.

Second five years. ‘Rs. 1,73,460

16t ton yoars. Rs. 3,40,020

608
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REOURRING
Provincial Venereal Diseases Organisation and its expendsture.
- 1st. five years, Ten years.
DETALS 0F EXPENDITURE.
. Provincial organisation.—
Ras. Rs. Rs.
1st year .. 1,80,696
2nd year .. 1,838,898
3rd year - 1,87,081
4th year .. 1,90,273
6th year - 1,93,446 9,35,394x 11=1,02,89,334
8th year .. 1,97,108
7th year .. 2,00,817
“8th year .. 2,03,948
'9th year .. 2,086,738 ,
10tH year ‘e 2,08,949 19,63,454x11= 2,14,87,994
2. Disirict organisation.—
18t year . 13,497
2nd year . 14,039
3rd year . 14,582
4th year .. 15,126
5th year . 15,668 72,911 x 216=1,57,48,776. .
6th year .. 16,382
7th year .. 16,934
8th year e 17,485
9th year .. 18,037
10th year .. 18,689 1,60,338x 216= - 3,46,33,008
3. Purchase of Drugs.—
1st year .. 4,000
2nd year .. 4,000
3rd year .. 4,000
4th year .. 6,000
5th year . 8,000 26,000 216=56,16,000. .
6th year .. 10,400
7th year .. 12,800
8th year . 15,200
8th year .. 18,400
10th year .. 21,600 1,04,400 x 216= .. 2,25,60,400

Total .. .. 3,16,64,110  7,86,71,402
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Provincial Venereal diseases organisation and its expendilurs.
Brary :—

Name. No. Scale of pay.

Provincial Organisation.—

Officer in charge .. . S 1 Rs. 600—40—1,000.
Assistant Officer in charge .. .. .. 2 Rs. 500-—30—800.
Propaganda officer .. .. .. 1 Rs. 350—256—500.
Soeial workers superviser. .. .. . 1. Rs. 250—25—500.
Propaganda workers .. . . 8 Rs. 100—6—150.
Clerks .. .. .. .. .. 3 Rs. 100-—5—200.
Accountant . .. .. .. 1 Rs 150—5—250.
Stenographers .. .. .. .. 2 Rs. 100- 5—200.
Inferidr servarts .. . .. . 2 Rs. 25—2—55.

2. District clinio organisation.— | .
Medical officer .. .. . . 1 Rs. 250—25—500.
Social worker .. .. .. .. 1 Rs. 125—5—150.
Clerk .. .. .. .. .. 1 Rs. 100—5—200.
Inferior servant .. .. T 1 Rs.25—2—55.
Sweeper .. .. .. . 1 Rs.25—1—35.

8. Provision for
purchase of drugs,—



YeNEREAL DISEASES—CONtd,

Provincial Organisation (further details),

-

Number. 1st year. 2nd year. 3rd year. 4thyear &th year. 6th year. th year. 8th year. Oth year. 10th year,
Rs. Rs. Ras. Rs. Ras. Rs. Ras. Res. Rs. Rs,

Officer Incharge . 1 7,200 7,680- 8,160 8,640 ' 9,120 9,600 10,080 10,560 11,040 11,520
@Rs. 600—40—1,000. '

Assistant Officer in- cha.rge 2 12,000 12,720 13,440 14,160 14,880 15,600 16,320 17,040 17,760 18,480
@Rs. 500—30—800.

Propaganda Officer s 1 4,200 4,500 4,800 5,100 5,400 5,700 6,000 \ 6,300 6,600 6,900
@ Rs. 350—25—500.

Social Worker Superwisor 1 3,000 3,300 3,600 3,900 4,200 4,500 4,800 5,100 5,100 5,700
@ Rs. 250—25—500. . ‘

Propagandas Workers .. 8 9,600 10,080 10,560 11,040 11,520 12,000 12,480 12,960 13,440 13,920

Rs. 100—5—150. ) ,

Clerks . . 3 3,600 3,780 3,960 4,140 4,320 4,500 4,680 4,860 8,040 5,220
@ Rs. 100—5—200.

Accountant .. 1 1,800 1,860 1,920 1,980 2,040 2,100 2,160 2,220 2,280 2,340
@ Res. 150— 5—250. .

Stenographers .. . 2 2,400 2,620 2,640 2,760 2,880 3,000 3,120 3,240 3,360 3,480
@ Rs. 100—5—€00.

Inferior servants . 2 600 648 696 744 792 840 888 936 984 1,032
@ Res. 26—2—55. /

Pnﬁpa.ganda aml\yubhcx’sy 1,20,000 1,20,000 1,20,000 1,20,000 1,20,000 1,20,000 1,20,000 1,20,000 1,20,000 1,20,000

8. 10 '

Tra.vellmg allowanqe . 3,000 3,000 3,000 3,000 3,000, 3,000 3,000 3,000 3,000 3,000

Contingencies .. . 3,000 3,000 3,000 3 000 3, 000 3,000 3,000 3,000 3,000 3,000

Pension & leave charges .. 10,296 10,810 11,306 11, ,809 12 314 13,268 13,789 14 532 14,834 15,857

* .
Total Rs. . 1 ,80’,696 1,83,808 1,87,081 1,980,273 1,83,466 1,97,108 2,00,817 2,03,948 2,06,738 2,09,949

DT S
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VESEREAL DSEASES—conid.
District Clinic (further details).

Number. 1st year. 2nd year. 3rd year. 4th year. b5th year. 6th year. 7th year. 8thyear. 9th year. 10th year.

Rs. Ra. Rs. Rs. Rs. Rs. Rs. /Rs. Rs. Rs.
)
L]
Medical Officer .. . 1 3,000 3,300 3,600 3,900 4,200 4,500 4,800 5,100 5,400 5,700
@ Rs. 250—25—500. i :
Social Worker .. 1 1,500 1,560 1,620 1,680 1,740 1,800 1,860 1,920 1,980 2,140
@ Rs. 126—5—150.
Clerk .. - 1 1,200 1,260 1,320 1,380 1,440 - 1,500 1,560 1,620 1,680 1,740
@ Rs. 100—5--200. ’ .
Inferior servant . 1 300 324 348 372 396 °© 420 444 468 492 516
@ Rs, 25—2—b5.
Sweeper .. .. 1 300 312 324 336 348 360 372 384 396 408
@ Ras. 26—1—35. -
Contingencies .. .. 6,000 6,000 6,000 6,000 6,000 6,000 6,000 6,000 ' 6,000 6,000
@ Rs. 6,000 a year.
Pension-& leave salary char. . .
ges .. .. 1,197 1,283 1,370 1,457 1,644 1,802 1,898 1,993 2,089 2,185

Total Rs. .. 13,407 14,030 14,682 15,125 15,668 16,382 16,934 17,485 18,037 18,589

g1¢
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Estymate of. expenditure on-Leprosy organisations.
LEPROSY (CENTRE).

.

Central Leprosy Institute, 1st five yoars.  lst ten yeara.
Rs. Rs.
Non-reourring expenditure 5,00,000 5,00,000
|
Recurring :
Maintenance @ 3 p.c. per year on the above non-
recurring cost . . .e . 30,000 1,056,000
*Annual  recurring cost including salaries of
staff, eto. t.. .. - . 4,30,386 9,39,462
Total (Recurring) 4,60,386 10,44,462
—
* Annual recurring cost from year to year : :
1st 5 years. 1s% ten years,
4 Rs. Rs. i Rs.
18t year 79,782
2nd year .. 82,930
:3rd year . 86,077
-4th year 89,223
.5th year 92,372 4,30,386
«8th year 95,520
7th year 98,663
8th year _ 1,01,815
Oth year .. 1,04,963"
. 1,08,110 9,39,462

A0th year . N

» —————e .




-Salaries of Staff of the Oentral Leprosy Insistute (further details),

1st. year.

G,

o e cenopees

a3

2nd year. 3rd year. 4th year. 5th year. 6thyear. 7th year. 8th year. 9th year. .]0th year.
Rs. Rs. Rs. Rs. Rs. Rs. Rs. Rs, Rs. Rs.
€hief .. 1 .. 15,000 15,600 16,200 16,800 17,400 18,000 18,600 19,200 19,800 20,400
1 250-—-50-;—1 750,
Segor Assistafits -2 . 19,200 20,160 21,120 22,080 23,040 24,000 24,960 25,920 26,880 27,840
Rs. 800—40—1,2
Jugor Ass(i)sotants 2 % .e 14,400 15,120 ~ 15,840 16,560 17,280 18,000 18,720 19,440 20,160 20,880
Rs. 600—30-—900
Soc@ml worker .. 1 .. 4,500 4,800 5,100 5,400 5,700 6,000 6,300 6,600 6,900 7,200
@ Rs. 375—25—1750.
Other staff including minis-
terial staff and mcluduag ]
15,000 ¢
'{)‘L‘r‘“‘;‘;’?‘“ @ Re.15, 15,000 15,000 15,000 15000 15000 15,000 15,000 15000 15000 15000
P 1 it
°:£;2§ef e&V&.S.a ary - 11,6882 12,250 12,817 13,385 13,952 14,520 15,088 15,655 16,223 16,790
s - S ) =
Total Rs, 79,782. 82,930 86,077 89,225 92,372 95,620 98,688 1,01,8156 1,04,963 1,08,1\10

lg1e.
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Lepr9sy (contd.)
Province :

Non.recurring.
- Rs.
L Increasing the existing bed provision by 14,000 beds
for institutional treatment, in the first ive years @
Rs. 1,000 per bed per year .. 1,40,00,000

Addmg a similar provwxon dunng the second ﬁve
years

1st five years. lst ten yearse

Rs.

2,80,00,000

Total (non-recurring) .. 1,40,00,000 2,80,00,000

(N.B.—Working details are given below, item by item.)
II. Recurring. -

Maintenance @ 3 p.o. per yearon the above non-
recurring expenditure, assuming thesame annual
Jincrease in the number of beds- .o .. 8,40,000

(b) Annualrecurring cost for maintaining from year

to year the a,bove-mentxoned beds@ Rs 400 per

bed per year .. . 1,68,00,000
{c) Cost of Provincial Leprosy Orga.maatmn, after

reduction of the total by one-third, to conform

more correotly to differing provineial requiremedts.  24,94,646

(d) Propaganda and Pubhclty @ Rs. 5,000 per -

province per year 2,756,000
(¢) Financial help to voluntary " orgamsatxons @

Rs. 125 per bed per year, for 10,000 beds during

the first five years | 62,50,000

Adding a similar prowsxon durmg the second
five years

(f) Development of Group Isolation Colomes @
Res. 3 lakhs per year .. .. 15,00,000

8,

1

37,80,000

16,00,000

55,79,92¢

5,50,000

,87,50,000

30,00,000

Total (recurring) .. 2,81,59,646

9,

32,569,926

(a) Tt is assumed that the increase of 14,000 beds is affected evenly over the first five
yoars, or 2,800 bedsare added every year. A similarannual provision will beadded during.

the second five-year period also.

MAINTENANCE @ 3 p.C. Do 8
18t ten years.

}st five years.
1st year’s capital expenditure Rs. 28,00,000 .. ., 3,36,000
2nd year’s capital expenditure Rs. 28,00,000 .. .. ‘2,562,000
3rd year’s capital expenditure Rs. 28,00,000 .. .. 1,68,000
4th year’s capital expenditure Rs. 28,00,000 .. . 84,000
5th year's oapital expenditure Rs. 28,00,000 . .

8,40,000

6th year's capital expenditure Rs.28,00,000 .
7th yea,r’s capital expenditure Rs. 28,00,000 .. ..
8th yea,r s oapital expenditure Rs. 28,00,000 .. . .. .
9th year’s capital expenditure Rs. 28,00,000 .. e .

10th year’s capital expenditure Rs. 28,00,000

7,56,000"
6,72,000
5,88,000
5,04,000
4,20,000

3,36,000
252,000
1,68,000

84,000

—— ettt

,37,80,000
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Leprosy (contd).
{) -
New beds. Total beds. Total
maijntenanoce,
- Ras.

1st year 2,800 .. .. ’e 2,800 11,20,000
2nd year 2,800 .. .e .. 5,600 22,40,000
3rd year 2,800 . .. .. 8,400 33,60,000
4th year 2,800 .. o . 11,200 44 80,000 Rs.
bth year 2,800 . . 14,000 56,00,000 1,68,00,088
6th year 2,800 .e . e 16,800 67,20,000
7thyear 2,800 .. . .. 19,600 78,40,000
8th year 2,800 .. .. .. 22,400 89,60,000
9th year 2,800 ve . .o 25,200 1,00,80,000 Ra.
10th year 2,800 .e ve . 28,000 1,12,00,0600 6,16,00,600

(¢) Details of annual expenditure on Provincial Lepros y Organisations.
(Please see next page also).

Rs,
Ist year .. . 62,333
2nd year .. .. -~ 65,553
3rd year .. .. 67,564
4th year .. .. 70,764
5th year .. .. 73,975 3,40,179x11x2  ==24,94 648
3
6th year .. . 77,644
7th year .. .. 80,871
8th year .. . 84,320
9th year .. . 87,328 *
10th year .. . 90,657 17,60,889 x 11x2 §5,79,02¢

= 3
(d) 5,000 X 11 X 5= 2,75,000 1st five years. 3
1st ten years 2,75,000 -+ 2,75,000= .
(e) 1st five years = 10,000 X 125 X 6 = 62,50,000
2nd five years = 20,000 X 125 X 5 = 1,25,00,0(0
Total ten years .. 1,25,00,000-4 62,50,000 — 1,87,56,002

tf) 1st five years .. 3,00,000 X 5 = 15,00,000
Tenyears .. 15,00,000 + 15,00,000 = 30,00,002

§,50,000




Leproay (contd.) (Fusther details.y

{Provinoial Organisation).
Number. 1st ryem-. 2nd year. 3rd year. 4th year. bth year. 6th year. T7th year. 8th year. 9th year. .10th year.
Rs. Rs. Rs. Rs. Rs. Rs. Rs. i Rs. Rs. Rs.
- \
Officer in charge 1 7,200 7,680 , 8,160 8,640 9,120 9,600 10,080 10,560 11.040 11,620
@ Rs. 600—40—1,000. !
Assistant Officer in charge 2 12,000 12,700 13,440 14,160 14,880 15,600 16,320 17,040 17,760 1‘8%480
.@ Rs. 500—30—800.
Propaganda Officer 1 4,260 4,600 4,800 5,100 5,400 5,700 6,000 6,300 6,600 69900
@ Rs. 350—25—500. :
Social Worker Supervisor~ 1 3,000 3,300 3,600 3,900 4,200 4,600 4,800 5,100 5,400. < 3,700
@ Rs. 250—25—500.
Propaganda Workers 8 9,600 10,080 10,560 11,040 11,520 12,000 12,480 12,960 13,440 155,920
@ Rs. 100—5—150. i
Clerks . .. 3 3,600 3,780 3,960 4,140 4,320 4,500 4,680 4,860 5,040 5,220
@ Rs. 100—6—200
Accountant .. 1 1,800 1,860 1,920 1,980 2,040 2,100 2,160 2,220 2,280 2,340
@ Rs. 150—5—250.
Stenographets .. 2 2,400 2,620 2,640 2,760 2,880 3,000 3,120 3,240 3,360 3,480
@ Rs. 1002-5—200. -
Inferior Servants 2 600 648 696 744 792 840 888 936 984 1,032
@ Rs. 25—2—56.
Travelling allowance 3,000 3,000 3,000 3,000 3,000 3,000 3,000 3,000 3,000 3,000
Contingencies .. 3,000 3,000 3,000 3, 000 3,000 3,000 3,000 3,000 3,000 3,000
Pension & leave salary cha.rges 10,296 10,810 11,305 11,809 12,314 13,268 13,789 14,524 14,834 15,357
Total Rs. . 62,333 65,603 67,004 70,764 73,975 77644 80,871 84,320 87,328 . 00,667

B1s
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Samoor HraLrn,

Ist five years.
Non-recurring 1
For one provinge .. . . . e Rs. 12,000
For eleven provinoes . . e 12,000 x 11=1,32,000
BRocurring :
Ras.
Maintenance at 3 p.c. per year on the non.-recurring
expenditure . .. 1,920
*Salaries of staff for one provmce for ﬁve years 1,71,610
’s for eleven provinces .. . . .. 18,87,71C
7,920
18,95,630
*Salaries of staff.
Ist five years 1st ten years.
Rs. - Rs.
1st year’ 31,324 1,71,610 x 11==18,87,710 3,81,067 X 1l==
2nd ,, 32,823 '
3rd ,, 34,322
4th ,, 35,821
6th ,, 37,320
6th ,, 38,888
7th ,, 40,390
8th ,, 41,801
9th ,, 43,393
10th ,, 44,895
Total reourring-—ten years .. .. 41,91,737
217,720
—eem
42,19,457
Ten years,
No additional capital expenditure.
Rs.
Non.recurring .. o .. . .- .. L32,
Recurring o .. .. .. . .. 81,43,383
i .. 27,720

Maintenance




Bcroor MEDIOAL Servios.

(Further detasls).

Number. 1st year. 2ud year. 3rd year.4th year. 5th year. 6th year. 7Tth year. 8th year. 9th year. 10th year,
Rs. Rs. Rs. Rs. Rs. Rs. Rs. Rs. Rs. Rs.
\

Officer in Charge @ Rs. 600—40—1,000 .. 1 7,200 7,680 8,160 8,840 9,120 9,600 10,080 10,560 11,040 11,520
Assistant officer in Charge @ Rs. 500—30—800 1 6,000 6,360 6,720, 7,080 7,440 7,800 8,160 8,520 8,880 9,240
Nurse Supervisor @ Rs. 250—25—500 . 1 3,000 3,300 3,600° 3,900 4,200 4,500 4,800 5,100 5400 5,700
Clerk @ Rs. 100—5—200 .. 1 1,200 1,260 1,320 1,380 1,440 1,500 1,560 1,620 1,680 1,740
Stenographer @ Rs. 100—5-—200 1 1,200 1,260 1,320 1,380 , 1,440 1,500 1,560 1,620 1,680 1,740
Inferior servant Rs. 25—2—55 .. A | 300 324 348 372 396 420 444 468 492 516
Travelling allowance .. .. .. e 3,500 3,500 3,500 3,500 3,500 ‘3,500 3,500 3,500 3,500 3,500
Contingencies .. .. .. .. .. .. .3,500 3,500 3,500 3500 3500 3,500 3,500 3,500 3,500 3,500
Pension & Leave charges .. .. R 5,424 5,639 5854 6,069 6,284 6568 6,786 7,003 7,221 7,439
\
. Total Rs. e . 31,324 32,823 34,322 35,821 37,320 38,888 40,390 41,891 43,393 44,895

et e . S S

038
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-

NURTION.
Ist five years.

Non-recurring !
Ra. 55,000 for one Province
For the eleven Provinces . .

Maintenance at 3 p.c, per year .»

Recurring
*Salaries of staff
For one province for five years

3,09,166
For eleven provinces .

*Salaries of staff
Ist five years.
Rs.
$st year 39,028-10,4401-6,890—=56;358
2nd 40,499411,233-} 7,364=59,096
8rd 41,969-12,02747,837==61,833

-4th 43,440+12,820-8,310764,570
Bth 44,911413,614+48,784=67,309

6th
Tth
8th
-9th

10th

»

46,6954 14,6561 9,416=70,767
48,181415,46349,898==73,542
49,668+-16,270110,379=176,317
51,1544-17,077--10,861=179,092

52,641+417,884411,34=8,167

>
»”
»

Ra,

-« 55,000% 11= 6,05,000

36,300

34,00,826
36,300

34,37,126

1st ten years,
Rs,

3,009,166 11
=34,00,826

6,90,751 x 11
75,98,261

Second five years.
“Non-Reeurring—Nothing additional :

Total for ten years—
Non-recurring
Recurring .. .
Maintenance .

6,05,000
75,98,261,

1,27,050 717,25,311
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SHORT.TERM PROVINCIAL NUTRITION StAPF.

Further details.
Name. No. Scale of pay.
\ Staﬁ' —
Chief Nutrition Officer .. .. . 1 Rs. 600—40—1,000
Field 1—

Field workers 3 Rs. 300—20—500-
Inferior servants 3 Rs. 25—2—66
Laboratory :— .
Chief Adgistant (Chemistry & onchemlstry) 1 Rs. 300—20—500
4 Chemist 1 Rs. 150—10—250
Laboratory Assxsta,nts 3 Rs.50—5—100
Animal Attendants .. 8 Rs. 25—2—55
Inferior servants 2 Rs. 25—2—55
Office 1—
Stenographer . 1 Rs. 756—5—150
Typist clerks . 2 Rs.60—5—100
Statistiocian 1 Rs. 150—10—250
Artist 1 Rs. 100—5—150
Inferior servant . 2 Rs. 25--2—66




Short-term Provincial NUTRITION STA¥F.
Further delails.

Number. Yst year. 2nd year. 3rd year. 4th year. 5th year, 6th year. 7th year. 8th year. 9th year. 10th year.

Rs. Rs. Rs. Rs. Rs. Rs. Rs. Rs. Rs. Rs.
Staff.
Chief Nutrition Officer @ Rs. 600—40—1,000 1 7,200 17,680 8,160 8,640 9,120 9,600 10,080 10,560 11,040 11,520
Field.
Field workers @ Rs. 300—20—500 : .. 3 10,800 11,520 12,240 12,960 13,680 14,400 15,120 15,840 16,660 17,280
Inferior servants @ Rs. 25-—2—55 3 900 972 1,044 1,116 1,188 1,260 ,1,032 1,404 1,476 1,648
Recurring expendgture on chemlcals, travelhng and ]
miscellaneous . . .. .. .. 16,000 16,000 16,000 16,000 16,000 16,006 16,000 16,000 16,000 16,000
Pension & Leave sala.ry .. .. 4,128 4,327 4,525 4,724 4,923 5,435 65,649 5,864 6,078 6,203
Total Rs. .. .. 39,028 40,499 41,969 43,440 44,911 46,605 48,181 49,668 51,154 52,641
Laboratory.
Chief Assistant @ Rs. 300—20—500 .. 1 3,600 3,840 4,080 4,320 4,560 4,800 5,040 5,280 5,520 5,760
Chemist @ Rs. 150—10—250 1 1,800 1,920 2,040 2460 2,280 2,400 2,520 2,640 2,760 2,880
Laboratory Assistants @ Rs. 50-—5-—100 3 1,800 1,980 2,160 2,340 2,520 2,700 2,880 3,060 3,240 3,420
Animal attendants @ Rs. 256—2-—55 3 900 972 1,044 #,116 1,188 1,260 1,332 1,404 1,476 1,648
Inferi or Servants @ Re. 26—2—55 ) 3 900 972 1044 1116 1188 1260 15332 1404 1476 1,548
Pension & leave salaty . .. . .. 1440 1,549 1,659 1,768 1,878 2,236 2,359 2,482 2,605 2 728
Total Rs. . .. 10,440- 11,233 12;027 12,820 13,614 14,656 15,463 16,270 17,077 17,884

44
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Noisirion.

(Further delails—contd.

Number. 1st year. 2nd year. 3rd year. 4th year. 5th 6th 7th 8th 9th 10th

year.  year. year. year. Yyear.  Yyear

Rs. Rs. Rs. Rs. Rs. Rs.. Rs. Rs. Rs. Rs.
Office. *
Stenographer @ Rs. 76—5-—150 .. . 1 900 960 1,020 1,080 1,140 1,200 1,260 1,320 1,380 1,440
Typist clerks Rs. 60—5—100 .. . 2 1,440 1,660 1,680 1,800 1,920 2,040 2,160 2,280 2,400 2,520
Statistician @ Rs. 1560—10—260 .. . 1 18,00 1,920 2,040 2,160 2,280 2,400 2,520 2,640 2,760 2,880
Artist @ Rs. 100—5—150 e N .. 1 3,200 1,260 1,320 1,380 1,440 1,600 1,560 1,620 1,680 "' 1,748
Inferior Servants @Rs. 25—2-—56 2 600 648 696 744 792 840 888 936 984 » 1,032
Pension and Leave salary .e .. 950 1,016 1,081 1,146 1,212 1,436 1,610 1,583 1,657 1,730
Total Rs. 6,800 7,364 7,837 8,310 8,784 9416 9,808 1,379 10,861 11,342

¥GE
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PRrOFESSIONAL LDUCATION,
Estimates of non-recurring expenditure during the first five years.

Rs. Rs.
Professional Education—
{a)7 (), Upgrading (9) at Rs. 27-0 lakhs per college 2,43,00,000
Conversion (8) at Rs. 77-0 lakhs per col- _

lege .. 6,16,00,000
Creation (7) at Rs. 102 0 lakhs per col-
lege .. .. 7,14,00,000 15,73,00,000

(i¢) Accommedation for personnel under train-
ing ; 24 to each of the 15 primary units
attached to a medical college for 24

colleges .. . . .. 1,08,06,000
(b) Dental Education—
(3) 2 new colleges at Rs. 25 lakhs per college 50,00,000
(37) Improving the Lahore College 10,00,000 60,00,000

(¢) Pharmaceutical Education—
(%) 50 teaching centres for Licentiate course

at Rs. 10,000 per centre .. .. 5,00,000
(#7) 5 colleges for graduate course at Rs.
25,000 per college .. . .. 1,25,000 6,25,000

"

(d) Public Health Englneermg at Rs. 2 Jakhs
per centre .. 6,00,000
(e) Nursing—

(¢) 16 Preliminary centres at Rs 1-25 lakhs
per centre .. 20,00,000

(14) 100 Centres for training of Nurse puplls 3,00,00,000
(i¢t) For training 4,000 midwives each year 1,00,00,000 4,20,00,000

(f) Improvement to 48 associated hospitals at-
tached to 24 colleges at Rs. 1 lakh per

college . 48,00,000
(g) Medical Rese&rch in Colleges at Rs. 1

lakh per college for 24 colleges .. 24,00,000
{h) Hospital Social Workers .. .

e

Total vo .- 22,45,25,000

s
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PROFESSIONAL EDUCATION.

Estimaites of non-recurring  expenditure during second five ‘years and
during the first ten years.

Second- five Total tem
years. years.
_ Rs. Ra.
Professional Education—
«) (i) Upgrading (7) at Rs. 270 lakhs per col-
) & 1fg 8 () P 1,89,00,000
Converswn (3) at Rs. 77-0 lakhs per
college . 2,31,00,000
Creation (9) at Rs.102-0 lakhs per
college .. 9,18,00,000

- 13,38,00,000 29,11,00,006

(#%) Accommodation for personnel under
training 24 to each of the 15 primary units
attached to a medical college for 19 colleges  85,50,000 1,93,50,000
(b) Dental Education—
Three new colleges at Rs. 25 lakhs per college 75,00,000 1,35,00,000

(¢) Pharmaceutical Education—
(¢) 50 teaching centres for
Liocentiates course at Rs,
Rs. 10,000 per centre . 5,00, 000
(13) 6 colleges for graduates
course at Rs. 25,000 per
college .. .. 1,25,000 8,25,000 -
- 12,50,000

(d) Public Health Engineering—
Two new centres at Rs. 2 lakhseach .. 4,00,000 10,00,000

(e) Nursing— -
(¢) 16 preliminary centres
at Rs. 1-25 lakhs per
centre .. 20,00,000
(#8) 100 Centres for pup il
- nurses .. 3,00,00,000
(is4) For training 4, 000 midwives
at Rs. 26,000 for eack .. 1,00,00,000
S 4,20,00,000 8,40,00,000

(f) 38 Associated hospitals to 19 colleges at one
lakh per hospital . 38,00,000 86,00,000

(9) Medical Research in 19 oolleges at Rs. one
lakh per college . .. 19,00,000 43,00,000

(= Hospital Sqcial Workers .. ..
Total .. 19,85,75,000 42,31,00,000

Oost of accommodation for personnel under training tn primary units aitached
to Medical Colleges.

Floor space area,

——— Cost per Total cost.
For one For 24 8q. ft.
[ ]
Rs. s.
250 sq.- ft. 6,000 sq. ft. 5 30,000
Onecollege . .. .. = Rs.30,000 x 16 = 4,560,000 \
1st five years for 24 colleges .. .. = Ras. 24 X 4,60,000= 1,08,00,000

2nd five years for 19 colleges .. .. = Rs. 19 % 4,50,000= 84,560,000
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ProrBssIoNAY, EDUCATION,

Estimates of recurring expenditure for the first five years.

1) Professional Education—

(a) Upgrading (9 colleges) at Rs.-8-25 lakhs
per year per college ..
Conversion (8 colleges) at Rs. 17-25 lakhs
per’ year per college
Creation (7 colleges) at Rs. 17 25 Iakhs
per year per college

{4} Dental Education—
(#) Two new colleges at Rs. 5 lakhs per
. college per year ..
' (i) Improving the Lahore College at Rs. 5
" lakhs per year

{¢) Pharmaceutical Education—

(4) 50 teaching centres for Licentiate course
at Rs. 6,000 per centre per year

(#4) b colleges for graduate course at Rs.
10,000 per college per year ..

(#i7) Provincial Pharmaceutical Caonneil at
Rs. 10,000 per province per year ..

{d) Publio Health Engmeermg 3 training
centres at Rs. 50,000 per year per centre

(e) Provincial Sanitary Boards at Rs. 5,000 per
year per board (one board for each provmce)

{f) Nursing— .
(¢) 16 preliminary. training centres at
Rs. 50,000 per centre per year .

(i%) 100 centres for training of pupil nurses
at Rs. 1:5 crores per year ..

(¢44) Training of 4,000 midwives each yea.r
at Rs. 40 lakhs per year

(tv) Refresher courses at Rs. 0-45 lakhs per
(v) Text books at Rs, 025 lakh | per yea,r

{g) Health Assistants .. .. .
(k) Hospital Social Workers

{¢) Foreign scholarships at Rs. 3 lakh per year
{j) Improvements to 48 associated hospitals for

the training of internees (24 colleges) at
Rs. 10,000 per hospital per year, ..

(k) Five institutions for postgraduate medical
education at Rs. 50,000 per certre per
year . -

() Medical research ig colleges (24 colleges) at
Rs. 0-25 lakh per year per college .

(m) Scholarships at Ra. 1,000 per year per stu-
dent for 650 p.c. of the total number of
admissions during the first five years .

Rs. Ras.

3,71,25,000
6,90,00,000
6,03,75,000

—_  16,65,00,000
50,00,000
285,00,000

—_— 75,00,000
15,00,000
2,50,000
5,50,000

23,00,000

7,60,000

2,756,000

40,00,000 ~

7,50,00,000
2,45,00,000
2,25,000
1,265,000

10,38,50,000

31,68,000

5,78,420

15,00,000

24,00,000

12,50,000

30,00,000

1,34,40,000
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PROFESSIONAL EDUOCATION.

Estimates of recurring expenditure for the second five years and first ten ‘years.

a) (1) Upgrading (7 colleges) at Rs. 8-25 lakhs per
(a) (3) Upgrading ges) P
college per year .
(#%) Conversion (3 colleges) at Rs. 17 25 l&khs
per college per year .
(#i1) Creation (9 colleges) at Rs. 17- 25 lakhs per
college per year

(b) Dental Education—
Three new colloges at Rs. 5 lakhs per college
per year
(c) Pharmaceutical Educatlon——

(§) 50 teaching centres for Licentiates course
at Rs. 6,000 per centre per year

(#%) Five colleges for graduate course at Rs.
0,000 per college per year

(##i) Provincial Pharmaceutical Council at Rs.
10,000 per province per year .

{d) Public Health Engineering—
Two training centres at Rs. 50,000 per centre
per year .

(e) Provincial Sanitary Boards atRs. 5,000 per

board per year
(f) Nursing—
(¢) The remaining 16 preliminary trainiig
centres at Rs. 50,000 per centre per year
(i3) 100 centres for training pupil nurses at
Rs. 1-5 crores per year for all of them .
(#i1) Training of 4,000 midwives at Rs. 49 Jakhs
per year .
(iv) Refresher coursesat Rs.0-45 lakh per ye"u'
(v} Text books at Rs. 0-25 lakh per year ..

(7) Health Assistants

(k) Hospital social workers .

(i) Foreign scholarships at Rs. 3 lakhs per year

() 38 Associated hospitals for the training of inter.
nees at Rs. 10,000 per year, per hospital

(k) Remaining five institutions for post.graduate
medical education at Rs. 50,000 per contre per
year

(1) Medical research in 19 colleges at Rs. O 25 lakh
*per college per year .

" (m) Scholarshlps at RE. 1,000 per year per student

for 50 ﬂﬁ -of the total number of admissions ..

Second five
years.
Rs.

2,88,75,000
2,58,75,000
7,76,25,000

13,23,75,000
75,00,000

15,00,000
2,50,000
5,50,000

23,00,000

5,00,000

- 2,75,000

40,00,000
7,50,00,000
2,45,00,000

2 "o 1000
5,000

10,38 50 000
31,658,000

15,00,000

19,090,000

13,50,000
23,75,000

4,98,00,000

First ten
years.

29,88,75,000

1,50,00,000

46,00,000

12,50,000

5,60,000

20,77,00,000
63,36,000

30,00,000

43,00,000

25,00,000
53,756,000

6,32,40,000
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Maintenance
at 3 p. ¢. per yeara.
(1) Professional Education :—
Ra.
1st five years.—

Total capital expenditure during the first five years is .. 22,45,25,000
We assume that one fifth of this amount will be spent each year
22,46,25,000 x 3 x 1x 10 .. i
Maintenance at 39, per year will be = 134,721,600
5 x5 x100x1

2nd five years—
New capital expenditure on all the schemes connected with Pro-
fessional Education is .. .. . .. 19,88,75,000

Maintenance on this amount will be calculated on the same basis
as on the capital expenditure during the first five years—

10 x 19,85,75,000 x 3
: = 1,10,14,500

I'x 5 x 100

Calculation of maintenance on those organisations which had
come into being during the first five years will, however, be
caloulated for all the five years at 3 per cent. per annum in the
second five year period— .

22,46,25,000 x 3 X &

=  3,36,78,750

100 x &
Total maintenance charges for the second five years .. . 3,36,78,750
1,19,14,50G-
4,55,93,250
Maintenance charges for the first ten years .. R .. 4,55,93,256¢
1,34,71,500-
5,90,64,750

e e et

LIBRARY
NATIONAL INSTITUTE OF
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First five years: BEapansion of Medioal Colleges.

Tnoprovement. Conversions. New Colleges
- Al - p A -~ ’
Recurring. Non-recurring. Recurring. Non-reo Reocurring. Non-reoumng
. . (Rs. in laﬁs) (Rs. in lakhlsg (Rs. in la,k%ls) (Rs. in lakhs) (Rs. in lakhs)  (Rs. in lakhs)
Madras .. (2) 12+4-5* 5044-0* .. (2)  3044-50* 200-4-4-0%
Bombay . 1) 6-4-2-25* 25-1-2-0* 1) 15--2-25* T5-4-2-0% (1) 15+2.25* 100--2-0*
Oenf;ral Pronnoes . . (1) 15+2-25*% 75+2-0* .- ..
Orissa . . .. 1y 154-2-25* . 7542:0% . ..
“Bengal .. (1)  6+2-25¢ 254.2-0% (2)  304-50* 150+4-0* | (1) 15+42-25* 100+4-2-0*
Bihar .. .. (1)  642-25+ 254-2-0% (1) 1542.25* 75+42-0* .. .
United Provineos .. (1) 64-2-25* 25-2-0% . .. (2) 30+4-50* 200--4-0%
‘Punjahb (2)  124-4-50% 5044-0* (1) 1542-25 7542-0* . .
.Sind .. .. (1) 154-2-25% 75-4-2-0% .. ..
Delhi .. (1) 64-2-25% 254-2-0% .. .. 1)  15+2-25* 100--2-0*
544-20-25 225+18-0 (8) 120+18-00 6004+16-0 (7) 1054-15-75 700+14-0
Expenditure.
~ A -~
Recurring. Non.recurring. *Recurring and Non-recurring expenditure in connection with a Department
Totals—" {Rs. in lakhs) ‘(Ra. in lakhs) of Preventive & Social Medicine.
Improvement} (9) 54+20-25 2254-18-0
Conversion (8) 120--18:00 6004-16-0
tiont (7) 1054-15-75 700--14-0
279454 152544840
333 1573

It has been assumed that the improvement of collegas, so as to admit 120 studsats each year, will ba completed during vhe first year as well as
the conversion of schools into colleges anl that the newly oreated celleges will bagin to function from the third year.

\

0g¢
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PEBRSONAL EDUOCATION.
Health Asststants.
1st five years.—
Ra.

Stipend al the rate of Rs. 20 per month per student for 60 students
(2 olasses in a year)— Rs.

6 X 60 x 20 = 7,200
For two courses = 14,400
Miscellaneous expenses in connection
with the field trainingincluding travell-
ing expenses Rs. 1,000 per menth — 12,000
Total == 26,400
For 24 centres 24 x 26,400 = 6,36,600
For five years 5 X 6,36,600 .. AR = 31,68,000
S e~

2nd five years—

31,68,000 1st five years.
31 68 00t 2nd five years.

63,36,000 "Total ten years.

HospiTaL Soo1AL Won‘mms.

Ist five years.—
Recurring :
(1) Three trained workers from abroad,”one for each centre, will mean
Rs. 3 X 52,100 = Rs. 1,56,300
(2) Assodiated staff—
Basing on the figlire in respect of 300 beds (in Pelpmg)
One year = Rs. 37,020 for ouc year. _ _
For three years, we need 6nly double this amount which jwill Ibe

Rs. 74,040.
Three centres 3 X 74,040 = Rs. 2,22,120

(3) Expenditure on the training of students abroad = R, 2,00,0Q0
Torar = Rs, 5,78,420

i



Non-recurring Expenditure—
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Mzpicar, Rasmaxon.

(Provinces).

Rs,
18t five years - e 20,00,000
2nd five years .e 20,00,000
Ist ten.years 40,00,000
Maintenange charges at 3 p. e. per year on the above expenditure—
10 X 20,00,000 x 3
1st five years = 1,20,000
5 x 100
20,00,000 x 3 x 5- 20,00,006 x 3 x 10
2nd five years : +
100 5 x 100
= 3,00,000+1,20,000
= 4,20,000
1st ten years . . 4,20,000--1,20,000 = 5,40,000
REOURRING EXPENDITURE ON MEDTOAT, RESEARCH.
(General Provision).
1st five years at Rs. 10 la.khs per yea.r = 50,00,000
2nd five years e = 50,00,000

1st ten years

1,00,00,000

T

Health educatidon at Rs. 3 lakhs per year—

Five years Rs. 15 lahhs.

Ten years . .. - Rs. 30 lakhs.
Special provision for industrial health services—

Five years Rs. 75 lakhs.

¢ Ten years

o o .. Rs.175 lakhs.

——

Maintenance charges on capital works in connection with certain services

3 million unit
Malaria

8chool health

Tuberculosis ..
Mental diseases
Leprosy o

Nutritton .

at 3 p. c. per annunh.

1st five years. lst ten years.

Ras. Rs,
7,03,64,070 23,62,74,432
8,808 38,028
46,200 2,21,100
7,920 27,720
14,54,100 63,75,450
10,02,000 38,37,000
30,000 -1,05,000
8,40,000 37,80,000
6,300 - 1,27,050

Total . 7, 87,89,398 25,07,86,780
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APPENDIX56.

Press Communigue, daled the 18th October 1943, announcing the
appointment of the Health Survey and Development Commiitee.

In connection with post-war reconstruction plans the Government
of India have appointed a committee, to’be known as the Health Survey
and Development Committee, to make a broad survey of the present
position in regard to health conditions and health organisation in British
India and to make recommendations for future development.

A drive to improve health conditions must necessarily be in the
forefront of any programme directed towards improving the standard of
living in the post-war period. If dissipation of financial resources and
administrative effort is to be avoided, plans for the improvement of
health organisation must be based on a comprehensive review of the health
problem as a whole which will take account of, and place in their proper
perspective, all the various factors affecting the health of the community
with which health administration is concerned. The Government of India
believe thas a broad survey of the whole health field by a central committee
will be of considerable assistance to Governments in preparing their
post-war programmes and that the time has come when, in spite of the
difficulties arising from war conditions, such a review must be undertaken.

The Committee appointed includes.persons with practical experience
of preventive public health work, medical relief, medical and public-
health education, industrial health conditions and other aspects of the
health problem. ~The Committee will have powerto appoint sub-"
committees to make preliminary mquir:es into particular aspects of the
problem. The procedure of the Committee will necessarily have to be
adapted to war conditions and it will not be possible for the Committee as
a whole to make tours of inquiry but it will be open to the Committee to
have local inquiries made by small groups or sub-committees when such
inquiries are essential for the adequate discharge of their task.

The composition of the Committee will be as follows :—

Chairman—Sir Joseph Bhore, K. C. 8. I, K. C. I. E,, C. B. E.

Members—

1. Rai Bahadur Dr. A. C. Banerjea, C. I. E., M.B. B.S. (AlL), D.P.H.
Director of Public Health, U.P.

2. K.B.Dr. Abdul Hamid Butt, M.B.B.S. (Pb.) D.P.H. (London),
D.T.M. & H. (Eng.), Director of Public Health, Punjab.

3. Dr.R.B.Chandrachud, M.B.B.S., F.R.C.S., Chief Medical Officers
Baroda State.

4. Lt.-Col. E. Cotter, C.I.LE., M.B,, Ch. B, D.P.H., I.M.S., Public
Health Commissioner with the Government of India.

5. Dr.D.J.R.Dadabhoy, M.D., M.R.C.P. (Lond.), ex-President of the
. All-India Association of Medical Women, Bombay.

6. Dr. J. B. Grant, B.A.,, M.D., M.P.H., International Health
Division of the Rockefeller Foundation, Director, Ali-India Institute of
Hygiene and: Public Health, Calcutta.
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7. Dr. Mohammad Abdul Hameed, M. D., M. R.C.P., Member of the
Medical Council of India, Professor of Pathology, Lucknow University.

8. Col. J. B. Hance, C.LE., 0.B.E., M.D,, B. Ch. (Cam.), MR.C.S.,
F.R.C.8.(Edin.), Director General, India Medical Service.

9. Sir Henry Holland, C.LLE., M.B.,, Ch. B., F.R.C.8. (E.), C.M.S.
Hospital, Quetta.

10. Sir Frederick James, O.B.E., M.L.A., Member , Central Advisory
Board of Health.

11. N. M. Joshi, Esq., M.L.A.

12. Dr. H. M. Lazarus, F.R.C.S. (Edin.), C.M.O., Women’s Medical
Service.

13. Pandit L. K. Maitra, M.L.A., Member, Central Advisory Board
of Health.

14. Diwan Bahadur Dr. A. Lakshmanaswami Mudaliar, B.A., M.D.
F.C.0.G., Vice-Chancellor, University of Madras, ‘Member of the Medical
Counecil of India.

15. Dr.U.B. Narayanrao, L.C.P.S. (Bomb.), Medical Practitioner,
Bombay, President, All-India Medical Licentiates Association.

16. Dr. Vishwa Nath, M.A., M.D., D.P.H.,D.T.M. & H., FR.C.P,,
Member of the Medical Council of India, Medical Practitioner, Lahore.

17. Maj.-Gen. W. C. Paton, M.C., M.A., M.B., Ch. B (Edin.), F.R.
C.S. (Edin.), Surgeon General, Bengal.

18. B. Shiva Rao, Esq.

19. Dr. B. C. Roy, M.R.C.P., F.R.C.8., President of the Medical
Council of India.

20. The Hon’ble Pandit P.N. Sapru, Member, Council of State,
Member, Central Advisory Board of Health.

21. Lt.-Col. B. Z. Shah, M.R.C.8., L.R.C.P., LM.S. (Retd.), Super*
intendent, Mental Hospital, Poona, formerly Director of Medical Services,
Sind.

22. Mrs. Shuffi Tyabji, J.P., K.I.LH., Bombay.

23. Dr. Hemandas R. Wadhwani, M. B. B.S. K.I.H., J.P., Minister,
Sind.

Secretary—Rao Bahadur Dr. K.C.K.E. Raja, L.M. & 8. (Mad.), L.R.C-

P. & 8., L.R.F.P.S. (Edin. and Glas.), D.P.H., (Camb.), and D.T.M. & H.
Camb.).
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APPENDIX 56.

Oomposition of Advisory Commiltees of the Health Survey and
Development Commalttee.

(1) InpusTRIAL HEALTE ADVISORY COMMITTEE.

The Hon’ble Mr. P. N. Sapru. (Chatirman).
Mr. N. M. Joshi. (Vice-Chatrman).
Lt.-General J. B. Hance,

‘Col. E. Cotter.

SirjFrederick James.

Dr. B. C. Roy.

Mr. B. Shiva Rao.

Dr. R. A. Amesur.

Dr. M. Ahmad. (Member-Secretary).

(2) Mepicat Rerier ApDvisory CoMMITTEF;

Dr. B. C. Roy. (Chairman).
SirgHenry Holland (Vice-Chairman).
Lt.-General J.B. Hance.
Major-General W. C. Paton.

Lt.-Col. B. Z. Shah.

Dr. R. B. Chandrachud.

Dr.D. J.R.Dadabhoy.

Pandit L. K. Maitra.

Captian A..Banerji. (Secretary).

(3) Meprcar. ResgarcH ADvisory COMMITTEE.

Lt.-General J. B. Hance. (Chairman).

Col. E. Cotter.

Dr. W. R. Aykroyd.

Pandit L. X. Maitra.

Bt.-Col. Sir Ram Nath Chopra.:

Dr. Vishwa Nath.

Dr. C. G. Pandit.

Dr. V. N. Patwardhan.

Lt.-Col. H. W. Mulligan. (Member Secretary).

(4) ProrEssioNAL EDUCATION ADVISORY COMMITTEE.

Diwan Bahadur Dr. A. L. Mudaliar. (Chairman).
Lt.-Col. H. M. Yazarus. (Vice-Chairman).
Lt.-Genral J. B. Hance.

Dr. J. B. Grant.
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(4) ProressioNaL EpvcarioN Apvisory CoMMITTEE (Conid.)

Dr. Vishwa Nath.

Dr. B. C. Roy.

Dr. M. A. Hameed.

Dr. U. B. Narayanrao.

Dr. 8. Ramakrishna (Secretary).

(5) Pupric HeartE ADVISORY COMMITTEE.

Col. E. Cotter. (Chatrman).

Dr. J. B. Grant. (Vice-Chatrman).
Lt.-Col. C. A. Bozman.

Sir Frederick James.

The Hon’ble Mr. P. N. Sapru.
RaiBahadur Dr. A. C. Banerjea.
Khan Bahadur Dr. A. H. Butt.
Dr. Hemandas R. Wadhwani.
Mrs. K. Shuffi Tyabji.

Dr. B. C. Das Gupta.

Mr, B. 8hiva Rao.

Dr. K.T. Jungalwalla (Secretary).
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APPENDIX 57,

Isst of written memorande und reports considered by the Health Swrvey and.
Development Committee.

InNpusTRIAL HEALTE ADVISORY COMMITTEE.

1. Replies to the Industrial Health questionnaire by Dr. Donald
Stewart, one of the leading Industrial Medical Officers in England..

2. Replies to the Industrial Health questionnaire by De. J. J.
Heagerty, Director of Public Health Services, Canada.

Stckness Insurance.
3. A health service gnd sickness pay scheme for industrial workers
in India by Dr. K. C. K. E. Raja and Dr. M. Ahmed.
‘ 4. A noto 6n Prof. Adarkar’s Sickress Insurance Scheme by Dr. M.
Ahmed.
5. A note on the Administrative Machinery of the Industrial Health
Insurance Scheme by Professor B. P. Adarkar.
6. Repért on health insurance for Industrial Workers by Professor
B. P. Adarkar, M. A., (Cantab.) Officer on Special duty, Labour Depart-
ment, Government of India.

Mascellaneous.

7. Extract from a letter from Dr. E. R. A. Merewether, M.D.,
M.R.C.P., F.R.S.E., Barrister-at-Law, H. M. Senior Medical Inspector of
Factories, to Sir Weldon Darlymple Champueys, Bt., D.M., F.R.C.P.,
Ministry of Hoalth, Whitehall, London.

8. Scope and nature of welfare work relating to health in industry
in India with special reference to Central Government undertakings by
Mr. R. 8. Nimbkar, Labour Welfare Adviser, GOVernment of India.

9. Note on, Industrial Health by Sir Frederick James (Points taken
from the Report of the first British Industrial Health Conference, 1943).

10. Inspection note of the factories in Bengal by Sir Frederick James,
O.B.E., M.L.A.

11. Copy of D. O. letter No. F. 1 (a)/9/44, dated the 4th January,
" 1944, from Mr. P.P. Pillai, International I&tbour Officer, Indian Branch,
New Delhi, to Rao Bshadur Dr. K. C. K. E. Raja, Secretary, Health
Survey & Development Committee, regarding ratification of internae
tional conventions concluded under the auspices of the League.

MEeDICAL RELIEF ADVISORY COMMITTEE.
Drug Addiction.
12. Memorandum on drug addiction by Dr. B. Mukerjee, Directory
" Biochemical Standardization Laboratory, Calcutta.
Feldshers Training.

13. A note on “ Short ”” and * Long term ” proposals for medical
relief with special reference to the Russian and Chinese systems by Lt.-
General J. B. Hance, C.LE., 0.B.E., K.H.8., LM.8., and Lt.-Col. D. P,
McDonald IM.S.

342HSDC 23
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Medical Relief in Rural Aréas.
14. A note on long-term and short-term progsamme of a 3-million
unit by Dr. B. C. Roy and Dr.-J. B. Grant.-
~ 15. American College of Surgeons, Manual of Hospital Standardiza-
tion History, Development and Progress of Hospital Standardization.

Mental Hygiene.

16. Memorandum on “ Mental Hygiene > by Dr. K. R. Masini.

17. Memorandum on ‘* Prevention of Mental Diseases ’ by Dr. K. R.
Magani, Director and Psychiatrist, Indian Institute of Psychiatry and
Mental Hygiene, Bombay. .

18. Summary of Short-term recommendations made in the memo=
randum on mental hygiene and the prevention of mental diseases by
Dr. K. R. Masani, Diréctor and Psychiatrist, Indian Institute of Psychia-
fry and Mental Hygiene, Bombay.

18. Mémorandim submitted to ‘the Health Survey and Develop-
‘ment Committee on ““ Provision for patients suffering from Mental di-
seases ”’ by Dr. K. R. Masani, Director and Psychiatrist, Indian Institute
of Psychiatry and Mental Hygiene, Bombay.

20. Memorandum on ° Provision for Mentally Defective (Mentally
Deficiency) Patients , by Dr. K. R. Masani, Director and Psychiatrist,
Indian Institute of Psychiatry and Mental Hygiene, Bombay.

21. Memorandum on the problems of Prevention and Treatment -of
Mental Disorders by Dr. G.’ Bose.

22. A brief outline of a scheme of Mental Hygiene Organisation
by Lieut.-Colonel B. Z. Shah, IM.8. (Retd.).

28. Memorandum on mental hygiene, prevention of mental diseases’
-and provision for mental patients and mental defectives in India by
Lieut.-Colonel M. Taylor, 0.B.E.,, M.D., D.P.H., I.M.S., Medical Superin-
tendent, European Mental Hospital, Ranchi.

24. Memorandum on the measures necessary for the prevention and
treatment of mental disorders in India by Dr. M. V. Govindaswamy,
M.A., B.Sc.,, M.B.B.S., D.P.M., Superintendent #Mysore Governinent
Ment4l Hospital, Bangalore. o

25. Report by Lt.-Col. M. Taylor, O.B.E., M.D., D.P.H., LMS8.,
on the tour of mental hospitals in India.

Myscellaneous.

26. Note on the Post-war health policy and on the reconstruction
of health services in India by Mejor-General J. B. Hance, I.M.8., Director
General, Indian Medical Service.

27. A Health Service for India—The First Stage by Lieut.-Col. C. A.
Bozman, I.M.8., Additional Public Health Commis#ioner with the Govern-
ment of India. - )

28. Memorandum by éhe Countess of Dufferin’s Fund Association
regarding the part to be played by the Women’s Medical Jervice inztheir
post-war plans.
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29. Lettet fiom Df. (Miss) Edith Brown, Principal, Women'’s Chris-
tian Medical College, Ludhiana, mentioning the conditions under which
women should be asked to work in the villages.

30. Trends—Medical Relief.

31. A National Medical Service (teceived from the All-India Insti-
t0£d of Hygiéne and Public Health, Calcutta). -

32. A’ National Health Service—The White Paper proposalsin bri‘f:
MepicaL RESEARCH ADVISORY COMMITTEE.

$5 A dotd on Medical Réfearchin Ifdia by Lieut.-Colonel 8. S.
Sokhey, 1.ILS.

34, The future of Medical Research in India by Dt. V. N. Patwar-
dhat.

35. Three rotes on Medical Research by Major-General Sir John
Taylor, C.I.E., D.S.0., L.M.8,,

36. Memiorandum on Medical Research in India by Bt.-Colonel
Sir Ram Nath Chopra, C.LE., I.M.S. (Retd.).

37. Metdorahdum on Medical Regearch in India by Dr. B. M. Das
Gupta. .. =
38. Memorandum on Medical Research in India by Dr. V. R. Khanol-
kdr.

39. A note oh Medical Research in India by Dr. C. G. Pandit.

40. Note on Medical Research in India by Dr. G. Sankaran.

41, All-India Policy and Initial Steps for Medical Research in rela-
tion to industry by Dr. J. B. Grant.

42, Notes of discussion by General Hance and Dr. C. G. Pandi}
with Dean C. J. Mackenzie, President, National Research Council, Canada.

-
ORGANISATION SUB-COMMITTEE.

43, Suggestions for the formation of Ministries of Health at the Centre
and in the Provinces by Drs. K. C. K. E. Raja and John B. Grant.

44, A note on (1) methods of improying local health administration
and (2) the functions of the proposed district health organisation by Dr.
K. C. K. E. Raja. <

45. Action taken in the province of Madras to control local bodies
in order to increase the efficiency of their administration in general and
with special reference to their health functions by Dr. K C. K. E. Raja.

46. A note detailing certain proposals under consideration by the
Sind Government improving the health administration of local bodies
by Dr. H. R. Wadhwani.

#747. A note on the distribution of health functions betweenDepart-
mertgs- of the Government of Inala (from the Department of Education,
Héfalth snd, Lands of the Government of India). 294
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PRroPESSIONAL EDUCATION ADVISORY COMMITTEE.
»

Bastc Doctor.

48. A memorandum on the training of Basic Doctor in India’ by
Dr. Vishwa Nath.

49. Some suggestions regarding the “ Basic curriculum for the Basic
Doctor »’ of the future by Major General J. B. Hance, C.ILE, 0.B.E,,
V.HS., LM.S.

50. Note on Dr. Vishwa Nath’s memorandum by Prof. M. A. Siddiqui,
Medical College, Lahore.

51. Note on “ Basic medical qualification.”’ by Dr. B. B. Yodh.

52. Memorandum on the training of “ Basic Doctor  and some prob-
lems pertaining to medical education by Dr. A. L. Mudaliar.

53. Note on the teaching of physics in a medical college by .
Bankaran.

547 A further note on medical education in Indxa by Lieut.-Col.
‘M. McRobert, I.M.S.

' 55. Note on the ¢ompression of the course in medical education by
<Capt.. M. G. Kini.

56. A scheme for medical education proposed by Dr. V. R. Khanol-
ikar, eto,

57. A note embodylng the recommendations of the sub-committee
-dealing with the curriculum for the training of the basic doctor on under-
graduate teaching in preventive medicine and public health by Dr. J. B.

.Grant and Dr. K. C. K. E. Raja.

58. “ Children’s diseases” syllabus of studying by Dr. G Coelho,
M.R.C.P., Physician, B. J. Hospital for Children, Bombay.

59. The position of Physiology in the basic medical curriculum by
Lt.-Col. 8. L. Bhatia, I.M.S.

60. Note on the syllabus for training in ear, nose and throat by
Dr. C. A. Amesur, M.8. (Lond.), D,L.O. (Eng.), Bombay.

61. Summarized note on an adequate minimum of instruction in
Psychiatry in the ‘undergraduate medical cwrriculum submitted by
Dr. K. R. Masani. ,

62. Suggested syllabus for medical education by the members of
Bhe curriculum committee from Bombay.

ental Education. -

63. Memorandum on Dental Education and provision of Dental
Services in India, submitted by the Dental Sub-committee consisting
of Dr. C. D. Marshall Day, Dr. R. Ahmad and Dr. V. M. Desai.

64. Supplementary memorandum submitted by the Sub-committee on
Dental Education consisting of Dr. C. D. Marshall Dgy and Dr. V. M. Desai-

65. Note on Dental Hygienists by Dr. R. Ahmad, Principal, The
Calcutta Dental College and Hospital, Calcutta.

66. Memorandum on Dental Education and Progress in Indm by
Dr.R. Ahmad, Principal, The Calcutta Dental College and HosPltal
Calcutta.
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67. Memorandum on the development of Dental Education in India
Mby Dr. V. M. Desai, D.D.8., F.I.C.D., Dean, the Nair Hospital Denta}
College, Bombay.

68. Memorandum regarding the urgent need for the extension and
improvement of dental education in India and the provision of adequate
facilities for dental service by Dr. C. D. Marshall Day, Ph.D., DM.D.,
M.S.,B.D.S., F.I.C.D,, Dean of the Faculty of Dentistry, Punjab Univer-
sity, Lahore.

Medium of Instruction.

69. Medium of instructions in medical schools and colleges in Indi®
by Dr. M. Abdul Hamid.

70. A note on the medium of instruction’ih medical schools and col-
leges by the Principal, Osmania College, Hyderabad.

Nursing.

71. Proceedings of a conference of representatives of nursing pro-
fesgion in India held in New Delhi on 28th, 29th February and 1st March
1944, -

72. A note on the position of nursing conditions in India by Miss E.B.
Hutchings, Miss A. Wilkinson and Miss M. Craig.

73. Anote by the Sub-committee consisting of Miss E. E. Hutchings,
Miss A. Wilkinson and Miss M. Craig on the dost of implementing certain
recommendations made in their note on the position of nursing conditiens
in India.

74. A note on the training of midwives at the Government Hospital
for women and children, Madras, by Lieut.-Colonel H. M. Lazarus.

75. Suggested syllabus for a course in institutional and domiciliary
midwifery for those students who are not taking the full general nursing
course of three years by Miss Hutchings, Miss Wilkinson and Miss M.
Craig.

76. Notes by Miss Hutchings, Miss Craig and Miss Wilkinson on the
proposed budget for the first year of theshort-term programme and for
the long-term programme.

Pathology.

77. Note on the facilities available in India for the training of Patho-

logists by Dr. V. R. Khanolkar.

Pharmacy.

78. Memorandum on “ Pharmaceutical Educationr ” by Dr. B.
Mukerji, M.D., D.Sc., F.N.I,, F.APhS., Offg. Director, Bichemical
Standardization Laboratory, Calcutta.

79. Memorandum on the training needed for the profession of phar-
macy in India by J. C. David, M.B., Ph.D.

80. Pharmacy Tfhining in India by Dr. Khem Singh Greval.

81. Letter dated 30th December, 1943, from Prof. N. K. Basu,
Department of Pharmacy, Benares Hindu Umversmy, Benares.

82. Suggested syllabus for the degree course in Pharmacy (B. Pharm.}
byDr: B. Mukerji.

83 *Suggested syllabus for the diploma course in Pharmacy by Dr.
B. Mukerji.
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84. Proposed composition of the Central Pharmaceutical Counecil
(on the lines of the Indian Medical Council) by Dr. B. Mukerji.
85. Joint Memorandum on Pharmaceutical Education submitted

by Dr. B. Mukerji, M. D., D.Sc., F.N. L., Director, Bio-chemical Standardi-
gation Laboratory, Calcutta.

Post-graduate Trasning.

86. A note on Post-Graduate Medical Education by Dr. A. L. Muda-
liar, MD.,F.R.C.0.G.,F.A.A.CS.

87. Graduate and Post-graduate Medical Education.

Registration.

88. Note by Dewan Bahadur Dr. A. L. Mudaliar regarding medical
registration on an All-India basis.

Hospital Social Workers.

89. Training of hospital social workers (Almoners).

90. Training of hospital social workers and demonstration in a Bom-
bay Hospital by Dr. J. M. Kumarappa.

91. Note on Hospital Social Workers by Dr. J. B. Grant, C.B.E.,
Director, All-India Institute of Hygiene and Public Health, Calcutta.

92. A note on adequate training for medical social work by Dr. K. R.
Masani, Director, Child Guidance Clinic of the SirD.J. Tata Graduate
School of Social Work, Bombay.

Teaching in Pedidirics.

93. A note on Undergraduate teaching in Pediatrics by Dr, J. M.
Orkney, W.M.S., Professor of Maternity and Child Welfare, All-India
Institute of Hygiene and Public Health, Calcutta.

94. A note on Post-graduaté teaching in pediatrics by Dr. J. M-
Orkney, W.M.S., Professor of Maternity & Child Welfare, All-India
Institute of Hyglene and Public Health, Calcutta.

L echnicians.

95. Proposals for the future training of the Laboratory Assistantsand
Radiographers by Dr. Mohd. Abdul Hameed, M.D., M.R.C.P, (Lond.)
Professor of Pathology, King George’s Medical College, Lucknow.

96. A further note on the training of laboratory technicians by
Dr. M.A., Hameed, M.D., M.R.C.P. (Lond.), Professor «f Pathology,
King George’s Medical College, Lucknow.

97. Training of Medical Technologists (received from the All-Indi
Institute of Hygiene and Public Health, Calcutta.

98. Trends—Ancillary Medical Personnel.

Training of Internees.

99, The minimum conditions to be fulfilled by a hospital approved
for training internees by Dr. V. R. Khanolkar, Tata Memorial Hospltal
Bombay.

Miscellaneous.
100. Trends—Medical Education.

101. Administrative organisation of univers'ty medical education jin’
India.
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102. Report of the Syndicate Committee (Bombay) consisting of Sir
Jamshed N. Duggan, Lt.-Col., A. 8. Erulkar, etc., on medical education and
revision of medical curnculum

_ 103, Standard Equipment for Medical Colleges,

104. A note on the Indigenous Systems of medlcme and Homeopathy'
by Dr. K. C. K. E. Raja.
~ 105. Indigenous Medicine—Japan and China by Dr. John B, Grant,
M.D, CB.E.
106. A note indicating the numbers of medical men required to be
trained and the cost of training in & thirty-year programme for providing
one physician to 1,500 of the population in India.

PusLic HEALTE ADVISORY COMMITTEE.
Drainage and Refuse Disposal.
107. Memorandum on Drainage and Refuse Disposal by Dr Gilbert
J. Fowler. -
108. Memorandum on drainage and sullage or sewage disposal by
Mr. D. A. Howell, 0.B.E., M. Inst. C.E.M.I. Mech. E., Superintending
Engineer, Public Health Cn‘cle, Lahore,

109. A note on the existing legal provisions relating to drainage
conservancy and refuse disposal by Dr. K. C. K. E. Raja.

Food Adultration.

-.110. Note on the United States Federal Food, Drug and Cosmetie
Act and the Federal Trade Commission Act, 1938,

111. A comparison of the main provisions of the food adulteration
Acts in British India, the U.S.A. and England.

Health Education.

112. A note on Health Education and Publicity by Rai Bahadur Dr.
Ha;éﬁ‘ath Singh, Assistant Director of Public Health, Punjab.

Housing & Town Planning.

- 113, Memorandum on ‘ Town-Planning ’ by U. Aylmer Coates,
BsAreh., F.R.IB.A., M.T.P.L, Provincial Town Planner to Government of
Pun]ab

~ 114. Memorandum on town planning and housing by O.R. Koenigs-
berger, Dr. Engr., Government Architect and Secretary, Mysore Town
Planping Committee.

115. Memorandum on town and country planning presented to the
Health Survey & Development Committee appointed by the Government
of India by Mr. B. R. Kagal.

116. A note on housing for the working classes in England by Dr.
K. C. K. E. Raja.

117. National Planning for Town and Country in Great Britain
(Sttarnary of Uthwatt and Scott Committee’s Report, with remarks by
Mr. K Subrahmanyan)

11'8. Réport on town and village planning in India by Mr. B. R.
Kagﬁl’ .
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‘Leprosy.

119. Leprosy Problem in Sind by Dr. H. R. Wadhwani.

120. A note on the repatriation of leprosy patients by Lt.-Col. E.
Cotter, I.M.8., Public Health Commissioner with the Government of
India.

121. Note on the investigation and control of malaria in India by
Brigadier G. Covell, .M.S., Director, Malaria Institute of India, Delhi.

122. Note on Malaria control in India by Brigadier G. Covell, I.M.S.,
Director, Malaria Institute of India, Delhi.

123. The Public Health Aspect of Malaria Control in India by Briga-
dier Q. Covell, I.M.S., Director, Malaria Institute of India, Delhi.

124. Malaria in Sind by Dr. B. J. Ajwani.

125. Draft Malaria Control Act by Dr. A. C. Banerjea, Director
of Public Health, U. P., Lucknow, and Dr. A. H. Butt, Director of Publie
Health, Punjab, Lahore.

Maternity and Child Welfare.

126, Maternity conditions in Sind by Dr. H. R. Wadhwam.

127. Maternal and Child Health Services by Dr. J. M. Orkney,
Director, Maternity and Child Welfare Bureau, Indidn Red Cross
Society, New Delhi.

128. A scheme for an efficient maternity and child welfare organisa-
tion for a rural centre with a population of 50,000 by Dr. A. H. Butt
with Dr. A. C. Banerjea’s remarks on the scheme.

129. A scheme for an efficient maternity and child welfare organisa~
tion for an urban centre with a population of 50,000 by Dr. B. C. Das
Gupta, Executive Health Officer, Bombay Municipality, Bombay:

130. Legal position of local authorities with respect to spending
money on maternity and child welfare by Dr. K. T. Jungalwalla.

13]. Memorandum on maternity and child welfare by Dorothy
Satur, Lakshmi N. Menon, Gladys, Own John Baranbas and Zohra
Illahibaksh, Members, Social Responsibility Committee, National
Y. W. C. A., Lucknow.

Nutrition.

132. Note on Nutrition by Dr. W. R. Aykroyd.

133. Public Health and Nutrition by Dr. W. R. Aykroyd.

134. An outline of the problems of agriculture and nutrition in
India—A note submitted by Sir Pheroze Kharggat and Dr. W. R.
Aykroyd to the United Nations Conference on Food and Agriculture.

185. Report of the eleventh meeting of the Nutrition Advisory
Committee of the Indian Research Funs® Association held in New Delhy
en the 27th and 28th March,
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Physical Education.

136. Suggestions for the improvement of physical education in
schools by J. Buchanan, Physical Director, Bengal.

137. Physical Education and Recreation for National Health by
P, M. Josepi, Esq., Principal, Government Training Institute of-
Physical Education, Bombay.

138. A memorandum on physical education and national health by
D. B. Kothiwala, Senior Assistant, Training Institute for Physical Edu-
cation, Kandivili, Bombay.

139. Notes onthe Y. M. C. A. College of Physical Education,
Zaidapet, Madras, by Dr. K. T. Jungalwalla.

140. Notes on the Government Training Institute for Physical
Education, Kandivili, Bombay, by Dr. K. T. Jungalwalla.

‘Plague.

141. The present position of Plague in India by Lt.-Col. 8. 8.
Sokhey, I. M. S.

142. A mémorandum on the legislative aspects of enforcing rat
proofing of grain stores'by Dr. B. C. Das Gupta, Executive Health
Officer, Bombay.

143. A note on the plague prevention measures in the Punjab by
Lt.-Col. W. C. H. Forster, I.M.S.

Public Health.

144. A note on the state of the Public Health in British India by
Dr. XK. C K. E. Raja.

Public Health Engineering.

145. Memorandum on the need for providing special facilities for
training public health engineers in India a8 an essential part of the plans
for post-war reconstruction, by Mr. K. Subrahmanyan, Professor of
- ‘Banitary Engineering, All-India Institute of Hygiene and Public Health,
Caleutta.

146. Amplification of the memorandum on the training of Public
Health Engineers by Prof. K. Subrahmanyan, Calcutta.

147. Memorandum on the immediate and future numerical require-
ments of public health engineers, by Prof. K. Subrahmanyan, All-India
Institute of Hygiene & Public Health, Calcutta.

148. A note on the place of public health engineeringin administra-
tion, both urban and rural, by Prof. K. Subrahmanyan, All-India Insti~
tute of Hygiene & Public Health, Calcutta.

149. Proposals for including an elementary course in public health
for the degree courses in engineering and the diploma courses for en-
gineering subordinates in engineering colleges.

150. A short course of training in public healthengineering for
engineering supervisors in small municipalities.
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Public Health Teaching.

151, Undergraduate teaching in -preventive medicine and public
health by Dr. John B. Grant, M.D., Director, All-India Institute of
Hygiene and Public Health, Calcutta.

152. A notg on postgraduate teqdhipg in publi¢ health by Dr. J. B.
Grant,
Quaranting. \
" 153. A note on Quarantine by Dr. K. C. K. E. Raja.
Questionnarres—Replies to. ’

154. Replies by Dr. J. W. Mountin, U. 8. Public Health Service,
to the questions on Public Health sent through General Hancg.

1565. Answers to the questionnaire on public health by Dr. Winslow,
till lately Professor of Public Health, Yale University, U.S.A.

156. Replies to the questionnaire on public health by Dr. J. d.
Heagerty, Director of Public Health Services, Canada.

157. Replies to the questionnaire on public health by Charles
Segley, of the Birmingham Regional Officer of the Ministry of Health,
England.

158. Replies to the questionnaire on public health by Dr. H. 8.
Raper, Dean of the Medical School, Manchester.

+ 159. Answers to the questionnaire on public health by Dr. B. €.
William, Public Health Department, Oxford.- W

160. Impressions of Goeuneral Hance on his discussion with Dr.
Thomas Parran, Surgeon General, United States Public Health Service.

161. Note by General Hance on a discussion with Drs. Phair
Mecghie and Gray of the Ontario Provincial Department of Health, Toronto

., 162. Extract from the United States Public Health Service: Aoct,
Sanitary Inspectors

163. Memorandum on the training of sanitary inspectors in India
by Professor K. Subrahmanyan, Calcutta. .

164. Tacilities for the training of sanitary inspectors in the pro-
vinces and their scales of pay by Dr. K. C. K. E. Raja. < :

165. A note on the training of *“ Sanitary Inspectors ” by K. C. K. E. ’
Raja. .

" 165. A memorandum on the state of public health in India and of
the urgent need for the appointment of specialist sanitation engineers
in the Government of India in the ¢. P. W. D., Provincial Pubhq Wc}r.k's
Department, Railwgys, Military Engineering Service and Municipalities
and the Education and Training of Sanitation Bhgineer by Captain
Mantle.

School Health.

167, School Health (rectived from the All-India Idstitute™of
Hygiene). .



349

168. A note on the question of 'pla,cing school medical service vmder
the administrative control of the Ministry of Education, verses that
of the Ministry of Health by Dr. B. C. Das Gupta.

Smallpoz.

169. A note on smallpox by Dr. K. T. Jungalwalla.

170. A further note on smallpox and vaccination by Dr. K. T.
Jungalwalla.

T'uberculosus.

171. Memorandum on Tuberculosis by Dr. P. V. Benjariin, Medica)
Superintendent, Union Mission Tuberculosis Sanatoria, Arogyavram,
South India. .

172. ‘A note on Tuberculosis by Dr. A. C. Ukil.

Venereal Diseases

173. A note on venereal diseages by Dr. K.T. Jungalwalla.
+ 174, A Comparative Study of Provincial and Indian State Acts
Relating to Traffic in Women and Children issued by Association for
Moral and Social Hygiene in India. ’ '

Vital Statistics.
176. A note on Indian Vital Statistics by Dr. K. C. K. E. Raja.

Waier Supply.
~~1'176. Extracts from a memorandum on water supply by Mr. D. A.
Howell, C.I.E., 0.B.E., M.Inst., C.E. M.I. Mech. E.

177. Proposals for establishing Central and Provincial Water-Boards
for India by Mr. K. Subrghmanyan, Professor of Sanitary Engineering,
AIyl-II;dwia Institute of Hygiene and Public Health, Calcutta.

/478, A further note on Provincial Water Boards by Prof. K.
Subrahmanyan, All-India Institute of Hygiene and Public Health,
Lalcutta.

179. A hote on the additional functions to be discharged by the
proposed Central and Provincial Water Boards for promotion and con-
.trol "of, drainage projects by Prof. K. Subrahmanyan, All-India Insti-
tute of Hygiene and Public Health, Calcutta. -

180. Detailed note on the constitution and budget of a Central
Water and Drainage Board by Prof. K. Subrahmanyan, ete.

181. Note on the establishment of Central and Provincial Water
Boards by Mr. F. D. Tunnicliffe, M.C., Assoc. M. Inst. C.E., Superintend-
ing Engineer,. Public Health Engineering Department, Government of
the United Provinceg, Lucknow.

182, Note on the river Jumna, its pollution and the riparian rights
*6f " theginhabitants living on its banks by Mr. H. G. Trivedi, Superin-
tep,é@fhg Engineer, Public Health Department, United Provinces,
%ti‘c_lipxgwl

183: Water Pollution Research by Dr. Gilbert J. Fowler, D'Se.,

R LENA.
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Miscellaneous.
184. Trends—Public Health.

185. Extract from the P. E. P.‘report regarding ‘ Medical Research
and Genetics and Public Health ’ supplied by Lt.-Col. D. P, McDonald,
ILM.S.

186. A note on Karachi City by Mr.T. J. Bhojwani, M.A., J.P.,
Ohief Officer, Karachi Municipal Corporation.

187. Public Health Work in the U.S.8.R. by Prof. B. V. Oguev.

188. Rational Public Health and Medical Expenditure. (Received
from the All-India Institute of Hygiene & Public Health).

189. Post-war health planning for urban areas. (Reprinted from:
the journal of Indian Medical Association Vol. XII No. 12, September,
1943—Pp. 369—370 supplied by the Convener, Urban Medical a:nd
Public Health Sub-committee of the Bengal Branch of the Indian
Medical Associatioh.)

GENERAL PAPERS.
Population Problem. -

190. A note on population problem in India by Mr. M. W. M.
Yeatts, C.I.E., I.C.S.

191. A summary of Mr. M. W. M. Yeatts’s interview with the Health
Survey- and Development Committee on 8th April, 1944.

192. A note on population problem in India and elsewhere by -Mr.
J. P. Brander.

193. A note on birth control by Dr. K. C. K. E. Raja.

Miscellaneous.

194. Note submitted by Dr. A. L. Mudaliar.

195. A memorandum by Sir Abdur Rahim.

196. Memorandum by Mr. T. Austin, Adviser to H. E. the Governor,
of Madras.

197. A note by I. H. Taunton, Esq., C.LE., I.C.8., Adviser to,H. E.
the Governor of Bombay.

198. Repott of Dr. Sir Mangaldas V. Mehta, Kt., Principal Medical
Officer, Nowrosjee Wadia Maternity Hospital, Bombay.

199. Report of Dr. R. N. Cooper, Principal Medical Officer, B. J.
W. Hospital. )

200. A note by Mr. R. Manohar Lall, Y. M. C. A. Welfare Officer
at Messrs Begg. Sutherland & Co., Ltd., at Cawnpore.

201. A note by 8ir Even Jenkins, K.C.I.E., C.8.I., I.C.S., Private
Secretary to the Viceroy. ®

202. A note by the Hon’ble Mian Abdul Hayee, Minister for Educa-
tion, Punjab, Lahore. .

203. An appreciation of the Economic Problems after the war (frotp
a pamphlet supplied by Maj.-Genl. J. B. Hance).

204. Medical Cadres in the Soviet Union by Professor B.-Ognev.
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905. A note on an adequate Medical Library Service By Lt.Col.
D. P. McDonald, I. M. 8.

206. Note on the formation of a Standardisation Comm itec by
Lt.-Col. D. P. McDonaldp I. M. 8.

J.W. BHORE, Chairman.
R. A. AMESUR.

A.C. BANERJEA.

A.H. BUTT.

R.B. CHANDRACHUT
E. COTTER.

D. J.R. DADABHOY.
J.B. GRANT.

M. A. HAMEED.

J. B, HANCE.

HENRY HOLLAND.

F. JAMES.

N.M. JOSHI.

L. K. MAITRA.

(Miss) H. M. "LAZARUS.
A.L. MUDALIAR.

U. B. NARAYANRAO.
VISHWA NATH.

W. C. PATON.

B.C. ROY.

P.N. SAPRU.

B. SHIVA RAO.

B. Z. SHAH.

(MRS.) SHUFFI TYABJL
H.R. WADHWANL ﬁ,

K:C.K.E. RAJA, Seoretary. C 7/53 >
I 7 LIBRARY
New Delhi, 18th December, 1945. Tic Administradiesd
H1342H8D0-17,000— ¢ 2-40—@XPN Tapgladesh Publi
42HS .000 var, DRl

Fralakyy Cantem Sad



