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FOREWORD

In this foreword an attempt is made to present, in a nutshel], the
main principles ufiderlying the “Committee’s proposdls for futtre
health dévelopment-in the country. -These are:—

1. No individial should fail to secure adequate medical care
because of inability to pay for it.

2. In view of the complexity’ of modern medical ,practice, the
shealth services should provide, when fully developed, all jthe con-
.gultant, laboratory and institiitional facilities pecessary for proper
«diagnosis and treatment.

8. The health programme must, from ‘the beginning, lay special
iemphasis on preventive work. ‘The creation and maintenance of as
healthy an environment as possible in the homes of the .peaple as well
.ag in all places where they congregate for work, amusement orrecrea-
tion, are essential.” So long as environmental hygiene is mneglected,
50 long as the faulty modes of life of the individual and .of the com-
“uqunity remain uncorrected, so long as these and gther factors weak-
-ening man'’s jpower of resispance and increasing his sugeeptibilify to
iseage are allowed to .operafte unchecked, so long will-qur éowns.and
villages continue ,to-be fagtories for the supply of cages to our hospi-
alp pod dispengarias. .

4. The need is urgent for providing as much medical relief and

re¥entive health care gs ppssible to the yast,rural population of 'the
wcountry. The debt which India gwes to the tiller of the. soil,js im-
.mepge ,and, although he pays the hegviest toll when famine .and
fggssfg ence".syeep .through .the land, the medical attention ‘he reggives
is 6f the most meagre description. The time has therefore come to
redress the neglect which has hitherto been the lot of the rural arease

5. The health services should be placed as close to the people as
possible in order to ensure the maximum benefit to the communities
4o be served. The unit of health administration should therefore be
made as small as is compatible with pradtical considerations,

6. It is essential to secure the active co-operation of the people in
ithe development of the health programme. The idea must be incul-
«cated that, ultimately, the health of the individual is his own res-
jponsibility and, in attempting to do so, the most efféctive means
would seem to be to stimulate his health consciousness by providing
health education on the widest possible basis as well as opportunities
for his active participation in the local health programme,

7. We consider it essertial for the success of the scheme that its
development should be entrusted to Ministers of Health who enjoy
the confidence of the people and are able to secure their co-operation.
Both in respect of legislation and of administration if is likely “that
-some of the measures to be undertaken may offend existing social
:and religious practices, while others may involve control over the day
to day life of the citizen. We therefore feel that it is only a Minister _
enjoying the confidence -of the people who can carry such enactments
through the legislature and ensure their practical application in the
country.

. In putting forward its proposals for a national health organisation,
which incorporates these principles, the Committee has drawn up a
long-term programme which, if implemented on the lines suggested,

(v)



FOREWORD

should help to‘ provide the people with a reasonably well developed
service based on the newer and expanding, conceptions of modern
health practice: The attainment of this objective, which may " take
about 40 years, is to be achieved through successive stages of inten-
sive effort directed_ towards the production of the necessary trained
personnel and the creation and developmen’ of the organisations and
institutions which will form ¢ssentigl parts of the community’s health
service. The Committee has attempted to outline, in some detail,
the first and second five-yearly stages of such development and
hag also suggested certain objectives to be kept in view for the next

five years, leaving subsequent developments to be shaped in the light
of the circumstances existing at the time.

The doctor of the future should be a ‘‘social physician protecting
the people and guiding them to a healthier and happier life’’. He
should place prevention of disease in the forefront of his programme
and should so combine remedial and preventive measures ag to confer
the maximum benefit on the community. The Commitfee’s propésals
for the training of the ‘basic’ doctor, the term applied to the medical
graduate of the future, are designed to equip him for all such duties.

The active support of the people is sought to be secured throught
the establishment of Health Commit¥ees in every village and through
the stimulation of local effort for the improvement of environmenta}
sanitation,~control of infectious diseases and other purposes. A wide
programme of health education, covering all sections of the popula-
tion, is also proposed for promoting the growth of such public support.

(vi)



REPORT OF
THE HEALTH SURVEY AND DEVELOPMENT
COMMITTEE

VOLUME 1V

A SUMMARY OF THE REPORT

INTRODUGTION

1. Our survey of existing health conditions in India in volume 1
of the report extends to about 220 pages, while the recommenda~
tions for the creation of a better standard of national health through
the development of an organised health service on modern lines are
embodied in a second volume of over 500 pages. In these two
volumes we have dealt, at sorme length, with India’s health problems
in order to present an adequate picture of the existing state of affairs
and of the  proposals for it§ improvement. In addition to such
detailed consideration of matters relating to India’s present and future
health administration we feel that it may be of advantage fo give,
in & much smaller compass, the salient features of our report in the
present volume. In this summary we have not strictly adhered to the
chronological order of the chapters in the first two volumes of our
report It deals with different subjects such as personal health ser-
vices, environmental hygiene, professional education, medical re-
search and so on in separate sections and indicates’ brleﬂy, in each
section, the more important matters relating to the subject concerned

in respect of both the ex1st1ng conditions and of our proposals for their
improvement.

THE STATE OF THE PUBLIC HEALTH IN BRITISH INDIA

2. In presenting a picture of health conditions in India we have
confined ourselves to the period .ending with 1941 in order to exclude
the adverse effects of abnormal conditions arising out of the War,
particularly after Japan’s entry towards the end of that year. The
present state of the public health in British India is low as is evi-
denced by the wide prevaldnce of disease and the consequent high
rates of mortalify in the community as a whole and, in particular,
among such vulnerable groups as children- and women in the repro-
ductive age period. The death rate for the general population in
British India was, in 1937, 22.4 per 1,000 inhabitants and for infants
(children under one year of age) 162 per 1,000 live births. In 1941
the corresponding rates were 21.8 and 158 respectively. As a contras$
the following figures for New Zealand and Ausfralia are quoted :—

General death Infantile mortality
rate (1937) rate {1937)
New Zealand . . . 9-1 31

Australia . . . . 974 38



‘The high rates of mortality in the community at all age periods
are reflected in the very low expectation of life in India. We give
below the expectations of life for new-born infants in New Zealand,
Australia and Bri_tish India.

Expectation of life at birth

Males Females
New Zealand . 65-04 67-88 (1931)
Australia . . . . 6348 67-14(1932.34)

British India . . . 26-91 2656 (1921.30)

New Zealand and Australia are two of the most healthy countries
in the world and ,fhe_figures, quoted gbovye give an indication of whaf
has already been achieved in reducing mortality in the community
and in prolonging the life of the individual in those countries. India
has, to go a long way before the health of the peogi}ue‘ﬁ "faﬁgg “to “the
standatds ‘alresidy reathed 'by the othér countriel! Ir'sll €6imtties in
which health administration has made definite progress the’ exjecta-
tion of 'life for females is HigHer than for males. Trdid is"an*éxzcéption
the reason being, as will' be ‘shown later, the ‘h"igp*!rate”bf mbrtality
among Womén in this country due to causes assoiated yith pregrancy
and chil@hearing." ’

3. The “rabejs of ;mortality ,among infants and chj}gren and among
mothers are examined below in greater detail. " ’

Deaths among infants and children yunder 10 {ears -of :age.in British
India and in England g¢nd Walés are shown belowas percentages of
the total -deaths .at all ages in the two countties.

Deaths at specific age-periods shown as peqceﬁtages of the total de&t,hs

at all ages

Under 1—5 5—10 Total

— one years years uter

_ . year 10.years

{
}British India (average for 1985- 24-3 7] 187 55 485
397.
England and Wales (1938) . O 68 21 I'l—] 100
7

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

Maternal Mortality
‘4. About 200,000 women die every year in DBrilish India from
«cauges associated with pregnancy and -childbearing and, probably,
about four millions suffer from varying degrees of disability and dis-
comfort as a result of the same causes.
AY

“The Incidence of Diseases

5. At least 100 million persons suffer from malaria every year, and
the annual ‘mortality for which ‘the disease is responsible, ‘eitheér direct-

2



FON AT

ly or indirectly, is about 2 millions. About 2.5 million active cases
of tuberculosis exist in the country and 500,000 deaths fake place each
year from this cause alone. The ‘common infectious diseases, name-
ly, cholera, ‘smallpox and plague, are also responsible for a large
amount of morbidity and mortality, the extent of ‘which varies from
year to year. Among the different countries of the world for which
.gtatistics are available, India ranks high as one of the largest reser-
voirs of infection in respect of all the three. These gnd the other two
.are all preventible diseases and their incidence should have been
Jbrought ‘under effective -control long ago. In addition, endemic
diseases such as leprosy, . filariasis, .guinea-worm and hook-worm
«disedses are responsible for a considerable amount of morbidity in the
«country, although their contributich to miortality, is relativély ‘small.

Oausés of the Low Level of Health in India. ‘

6. 'The maintenance of the public health requires the fulfilment tof
«certain fundamental conditions, which include the proyision !of &n
em{jronment conducive to healthful liviqg, adequate nutrition, the
‘avalldbility of Health protéction to all members of the community,
Arre8pective of their ability to pay for it, and the active to-opergtipn
‘of ¥he people in the maintenance of their own health. The large
Hmount of preventible Suffering and mortélity in the eduntry is
‘mainly the result of an inadequacy of ‘provision in respect of these
#undamerital faétors. Environmental sanitétion is at & low level in
imost ‘Parts of the country, maldutrition and urdder-nutrition reduce
the wvitality and power of tesistance Of an appreciable section of the
population and the existing Lealth services are alfogether inadequats
o tmbét the needs of the people, while lack of general education and
health education add materially to the difficulty of overcoming the
indifference and "apathy with which the people tolerate the insanitary
«conditions around them and the large amount of sickness that
prevails.

7. Diet surveys carried ouf in different parts of the country have
shown, in typical urban and tural groups, that the food consumed is
insufficient to provide the necessary-enetgy requirements in the case
«of some 80 per cent. of the families, that the diet is almost invariably
ill-balanced and that there is, in terms of food factors, a deficiency of
fats, vitamins and proteins of high biological value. The statistics
for food production in India show a considerable margin of error, buf
such figures as are available suggest that, in regard to cereals which
form the staple article of diet, the deficiency may be of the order of
22 per cent. of the country’s requirements. For other articles such
.as ‘vegetables, fruits, milk, meat, fish and eggs, the quantitits now
produced will have to be increased several times before adequate
-amounts will become available for the proper nutrition of the people.

7’
8. While the extent of provision of hospitals and dispensaries in
-urban and rural areas varies considerably among the provinces, the
zural population has everywhere been less adequately provided for
than the urban. The inhabitants of the rural areas live more widely
dispersed than those of the urban and the medital aid given by an
institution becomes to that extent more restricted. In the United
Provinces, for instance, one institution serves in the rural areas an
average population of 105,626 distributed over an average- number of
227 villages.
€
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9. The quality of service.rendered by these institutions leaves-
much to be desired. For instance, the average time given to a patient
was noted, during our tours, to be 48 seconds in one dispensary and
about a minute in another. The medical service given to the people
under such conditions is bound to be of a perfunctory Hature. The
medical officers in charge of many dispensaries have, for long periods,
been out of touch with modern’ medical practice without an oppor--
tunity to work in a well conducted hospital. Other defects include-
unsatisfactory conditions in regard to the design of, and accommoda-

tion in, institutions, considerable overcrowding in the wards and great
insufficiency of the nursing staff.

10. The number of beds available in British India for the treat-
ment of general and special diseases is about 73,000 or about-0-24 bed
per thousand population, as against 7.14 in England and Wales and
10-48 in the United States,

Inadequacy of Health Personnel

11. Some idea of the magnitude of the task to be accomplished.
in increasing, within the next 25 years, trained personnel of various
type in order to provide a reasonably satisfactory health service to-
the people may be obtained from the following figures. We have-
given existing standards in the United Kingdom but have suggested
for India lower ratios as the targets to be aimed at during the next
quarter of a century. The reason is that the available numbers in-
the various categories of personnel are so small that even the attain-
ment of the suggested ratios by 1971 will involve concerted, intensive

and unremitting effort, on an unprecedented scale, by the authorities-
concerned. \

Ratio of P Suggtsted

Num-| numbers in ratio to be B

ber | column 2 to Existing attained in Number

Class of avail-| the present | ratio in the |1971 in British| required:

personnel able | population United India with in
now | of British Kingdom an estimated 1971
India spopulation of
(300 millions 370 millions
1 2 3 - 4 5 6
Doctors . . 147,600} 1 to 6,000 1 to 1,000 1 to 2,000 185,000
e
Nurses . . 17,000 | 1 to 43,000 | 1 to 300 1 to 300 740,000:
Health Visitors 750 { 1 to 400,000 { 1 to 4,770% . 1 to 5,000 74,000~
~
Midwives . . 15,000 1 to 60,000 | 1 to 618 1 per 100 100,000
births.
Qualified 78 |1 to 4,000,000 1 pharmacist | 1 pharmacist 62,000
Pharmacists. ' to 3 doctors.| to 3 dootors. |
Qualified 1,000 | 1 to 300,000 1 to 2,700 1 to 4,000 92,600
Dentista. )

*Based on 1935 figure.
{Based on 1943 figure.

4



LBNUUMNMMUNDUATIOND

RECOMMENDATIONS |

12. We have indicated above certain dark shadows in the health
picture of the country. If it were possible to evaluate, with any
degree of exactness, the loss India suffers annually through avoidable
waste of human material and the lowering of human efficiency
through malnutrition and preventible morbidity, the result would, be
so startling as to arouse the whole country and create and enlist an
awakened public opinion in support 'of the war against disease.
According to one authority the mitimum estimate of the loss to India
every year from malaria alone lies somewhere between 147 and 187
crores of rupees. A nation’s health is perhaps the nlost potent single
factor in determining the character and extent of its developmenf
and progress and any expemditure of money and effort on improving
the national health is a gilt-edged investment yielding immediate
and steady returns in increased productive capacity.

13. In drawing up a health plan certain primary condilions
essential for healthful living must in the first place be ensured. Suit-
able housing, sanitary surroundings and a safe drinking-water supply
are pre-requisities of a healthy life. The prowsion of adequate health
protection to all covering both ifs curative and preventive aspects,
irrespective of their ability to pay for it, the improvement of nupri-
tional standards qualitatively and quantitatively, the elimination. of
unemployment, the provision of a living ‘wage for all workers and
improvement in agricultural and industrial produetion and in mesns of
. communication, particularly in the rural areas, are all faets of a
single problem and call for urgent attention. Nor can man live by
bread alone. A vigorous and healthy community life jn its many
aspects musb be suitably catered for. Recreation, mental and physi-
cal, plays a large part in building up the conditions favourable to
sound individual and community health and must receive serious con-
sideration. Further, no lasting improvement of the public health can
be achieved without arousing the living interest and enlisting the
practical co-operation of the people themselves,

MODERN TRENDS IN THE ORGANISATION OF A NATIONAL.
HEALTH SERVICE -

. 14. A study of the tendencies apparent in some of the more pro-
gressive countries of the world in’ the development of organised health:
services for the community has been of great assistance to us.
Broadly speaking; the modern trend is towards the provision by the
State of as complete a health” service as possible and the inclusion,
within its scope, of the largest possible proportion of the community.
The need for ensuring the distribution of medical benefits to all,
irrespective of their ability to pay, has also been recognised. The
general tendency appears to be towards basing the national health
plan on a system of social insurance. Even in Soviet Russia, where
medical care is free to all, the cost of the services is partly met from.
insurance funds, contributions towards these funds being made not
by individual workers but by the factories and other institutions inr
which they work. We have come to the conclusion that, under the-
conditions existing in the country, medical service should be free
to all without distinction and that the contribution from those who:
can afford to pay-should be through the channel of general and local
taxation. It will be for the Governments of the future to decide-
ultimately whether medical service should remain free to; all classes

5



«of the people or whether an ip;u;lanqe scheme would be more in
accordance with the edonoinie,” social and political requirements of
the” country at the time. ' i

15. Takipg into consideration the need .for eunsuring adgquate

rh’eaj‘l’gh service for the vast rural population of the couniry aud ‘the
-difficulty experienced in the past in attracting medical practitioners
to ‘the countryside, we have come to the conclusion that the most
- isatisfdctory method of meeting the situation would be to provide
a whple:ﬁxn;e salaried service, which would enable Governments to
"ens_uz:e that Eioctors are made avgilable where their services are-most
.neéded. This ;conglusion is supported by the evidence of a nuinber
‘of represeptatives of medical associatidns, of private individuals and
~geveral medical administrators.

-

16. We have also come to the conclusion that the wholetime
salaried doctors employed by the State should be prohibited private
practice. In our scheme the same doctor will combine in himself,
at the periphery, curative and preventive health functions and it
seems almost certain that, without the prohibition of privaté practice,
‘his preventive duties evill not receive the atteintion they require. As
.regards medical relief, there was a general agreemént among those
whom we interviewed that prohibition of private practice was essential
in order to ensure.that the poor man in the firdl aréas 'received“equal
attention with his richer neighbour. We hhve therefore recom-
'mended the prohibition of private practice to the full-time salaried
-doctors -employed -by ‘the State and have, at ‘the sams tirhe, syggest-
‘ed scalés of pay which, we belie¥s, will provide reasonably adequate
remuneration for Ahe sefvices ‘they render.

17. The utilisation of the services of suitahle medical men outside
;the hea]’g service on a part‘time or ‘even on an -hénorary basis will
(also be -advantageous and even .necessary, particulariy in the esrlier
gtages of our health prpgramme. (n the cities and some of _the

arger towns in the gountry, -general . practitioners with high qualifica-
tions and specialists are available for such employment.

*The Health Programme

18. We have drawn up our health plan in two parts, one a compre-
shensive programme for the -somewhat distant future and the other
# short-term scheme covering two five-year periods. We ‘have
taken the countryside as the focal point of our main recommeéngda-
tions, for thé debt -which India owes to the tiller of the soil"'is
dimmense. When pestilence and famine sweep through the land,
it is he who pays the heaviest toll and yet receives only the
seantiest medical assistance. Further, nearly 90 per cent. of the
ipeople in India live in thé rural areas and the basic-problem before
'the country is the provision of adequate health protection to this
ipreponderatingly large section of the community. We have therefdre
tmade the villager the chief beneficiary under our proposals.

19. We shall first refer briefly to our proposals under the long-
‘term programme and then set out those which are recomimended
4or each of the two five-year periods, which constitute the short-
“tern programme In doing so we shall take up first the district
thealth organisation in respect of each ‘programme. The machinery
for the organisation and administtation of the healtlr services * at

6



THE LONG-TERM PROGRAMME

thé Centre and in the Provinges constitutes an integral part of both.
the long and short-term proposals and it will bg described later.

. THE LONG-TERM PROGRAMME

20. The large variations that exist in' the density of population in.
different parts of the country make it impossible to formulate a plan.
which can be applied without modification over all the provinces.
The desirability of associating tHe activities of the proposed health.
organisation with those of otlier Departments of Government such as
Agriculture, Education, Animal Husbandry and Co-operation has
been recognised and it is therefore considered advantageous that, as
far as possible, the administrative district should be chosen as the-
area for the development of the scheme. The populations-
of individual districts vary conslder,ab y from over five millions to &
few hundreds of thousands or even less in some cdases diid therefore,
in presentipg- the plan, an arbitrary figure of three niillions’ for- a.
district: hay begn cﬁlosan 11For fhe sake of cohﬁgmence it” will be
referred to'ag’ thé, tl ree m1 ion plan In imp me,ntmg the prcpesals:
the" de‘ﬁﬂlti? ﬁlpﬁ a'r “given will-have to be mo(]&eﬁlﬁea in the prosmces
£0. 88 to smb e sizb. ang population of their individual districts.

The Three Milliow Plan

21. The district health’ orgitiida¥ion’ Wil have as ﬁ;g smallbst’ unit.
of administration the primary mufr which, will normally serve an
ares with a population of “about 10,000 to 20,000, A number of
such primary_ units (about 15 to 25) will together constitute g
secondAI§ unit and a varying number of the Iattet (about‘ 3 to 5)
will"for¥n the dlsi;mc’o health unit, the desxgnatlon by which the
district health organisation will be known. At eath of the Head-
quarters of the district, secondary and primary units will be estab-
lished a Health Centre as a focal point from which the different-
typés of health activity will radiate into the territory covered by
each type of unit. The District Health Centre will possess general’
and special hospitals with a total bed strength of about 2,500 and -
all the consultant and laboratory services reqmred for the dlagnosm
and tréatment of disease on up- -to-date lines. The administrative
staff of the district health orgapisation will be located hers ands
will exercise supervision over the district as a whole. Similarly,
the Secondary Health Centre will' be provided with hospital accom-

odatlon of about 650 beds and with equipment and other facilities-
on’ a generoys scale, although not up to the standard of the District:
Health Centre. The administrative staff of the secondary unit will
*be attached to the Secondary Health Centre and will exercise super-
vision and control over the primary units included in it. The-
Prlmary Health Centre will have a 75-bed hospital and health:

adm){ms%ratlon over the area included in the primary unit will radiate-
this Centre..
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22, The district health organisation described above and its funec-
tions are shown below in diagrammatic form :—

LONG-TERM PROGRAMME
Provincial Minilster of Health
Director of Health Serviges
District Health Organisation

(Three million plan)
_ Digtrict Health Boatd — Officer in charge of — District Health Couneil
7 . District Heal.lth Services
District Health Centre
b T 1 . |
Administration Environmental Hospital Service, 2500.bed
Hygiene hospital, with out.patient
. (Public Health department
Engineer) (Medicine, Surgery, Obstetrics
and Gynaecolog;y eto.)
. ” Special provision for research
and laboratory service of a .
. high order
‘(Populatlon)GQ0,000 Secondary Units (5)
oach
Secondary Health Centre

[l

I |
Administration Environmental Hospital Servlice, 650-bed

Hygiono (Assistant hospital, with out-patient
Public Health department.
Engineer) (Medicine, Surgery, Obstetrics

and Gynaecology ete.)
Laboratory service for the
secondary unit as a whole,

(Population 20,000 Primary {J'nits (30)

each)
Primary Health Centre
| | : |

. .
Administration Environmental Hospital Service Domiciliary Service,

{Each unit divided Hygiene 75-bed Hospital, Proventive and

into four circles) (Public Health -~  with out-patient Curative.
Inspectors, Health department. (Home visiting by

Assistants and (Medicine, Surgery, doctors, public

field staff) Obstetrics and  health nurses, mid.

! .) wives for ma i
Gynaecology ete.) wa.nd cfhil &nwtgfrxtey
work, school health,
tuberoulodis work
eto.)

The medical officers in charge of the Departments of Medicine,
Burgery ete. in the hospital at the Secondary Health Centre will, in
addition to their hospital duties, supervise wprk in their respective
fields in the hospitals in the primary units and the corresponding staff
in the hospital at the district headquarters will similarly supervise the
work of the different departments in the secondary and primary
health centre hospitals. Close and continuous guidance through
advice and supervision, which should exteqd even to the remote
villages, i8 fundamental to the success of the scheme and the admi-
nistrative staff at the District and Secondary Health Cenfres will
carry oud this task in the different fields of health administestion.

8
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*The Primary Unit

23. Each primary unit will have six medical officers, six public
-health nurses and a 75-bed hospital with the requisite nursing staff,
.and all these should be utilised for organising a combined curative
-and preventive health service in the area. Over and above the
hospital nursing staff there are provided six public_health nurses,
who should be qualified nurses with training in midwifery and, in
addition, in rural health work in its preventive and remedial aspects.
«Of these, four may be put on to preventive work in the homes of. the
people. Each nurse so engaged should be able to deal with the
health of school children, ,the welfare of mothers and ~ children,
tuberculosis work and other activities in the houses within her area
-of jurisdiction. The remaining two public health nurses and two
medical officers will be available for organising and carrying out
curative treatment in the homes of the people.

“The Secondf.ry Unit

24. The staff employed in a secondary unit will be considerably
flarger than that of a primary uzit. The Admihistrative Officer at
‘the headquarters of the sécondary unit will ‘be responsible for the
ssupervision and co-ordination of all curative and preventive health
work in the whole area supervised by the secondary unit. There
will be whole-time heads of the different departments of medicine,
-syrgery, -maternity, tuberculosis and pathology at the secondary unit
‘hospital and-they will perform the dual function of attending to the
duties of their respective sections in the hospital and of inspecting
'periodically similar work carried on in the primary unit hospitals.

~

25. In addition to these, the secondary unit provides for two
senior public health nurses and two senior sanitary inspectors who
will be responsible for supervising the work of the corresponding
-officers in primary units. There is also an Assistant Public Health
Engineer for supervising all activities in connection with environ-
mental hygiene throughout the area controlled by the secondary
aunit. N - N

“The Disirict Headquarters Organisation

26. The provision for medical relief at the district headquarters
iz on a much larger scale than at a secondary unit. The number of
‘beds in the hospital is 2,500 and the numbers of medical officers and
other personnel employed are considerably greater thau in a second-
ary unit. The provision of 2,500 beds need not necessarily be made
in one large institution. These beds include provision for medical,
surgical, obstetrical and gynaecological cases as well as for patients
suffering from infectious diseases, mental diseases, tuberculosis and
.others. A number of institutions can be grouped together conven-
iently in the same area in order to provide the required facilities.

27. The secondary unit and distriet headquarters hospitals, with
their better equipment and superior type of medical personnel. will
be the institutions to which the more complicated cases admitted in
the primary unit hospitals will be removed. The provisien of ambu-
lances and telephone connection between all the three types of
hospitals are essential for ensuring that these institutions are utilised
to" the largest possible extent. - ‘

28. At all the three types of hospitals (primary unit, secondary
unit and district headguarters hospitals) social workers are to be

.n
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employed. Their functions include, among other things isiti

of the-home of the patient'in order to asce%tain the cagséstﬂend‘éﬁl;ﬁg
the disability- for which he or she has sought the aid of the hospitaf
ang servite ds a connecting link betwesén the hospital and the publie-
i the treatment of the individual patient and the genefal health
programme of ‘the aréa concerned. = Under our programme the-
treatment of disease has been approached not merely from the
standpoint of affording the patient immediate relief but also from
that of attempting to remové the causes which are responsible for
his’ condition. :

29. The health organisation briefly described above is expected.
to‘ produce a reasonably satisfactory service for rural and urban
communities alike. It is based mainly on a system of hospitals of:
varying size and of differing technical efficiency. These institutions
will play the dusal role of providing medical relief and of taking an
active part in the preventive campaign. Work' m connebtion with.
matetnity and child wélfaré, tuberculosis, leprosy, eté., will be
cartied’ into the Hothes of the people’ from the’ hospitals, the cutdoor
orafn{isg.tions in respecy; of each of them being closely related to these-
ingtitutions, The diagnostic’ facjlities thut, the large hospitals will.
providg will' also contribuite, their share to the preventive campaign..
Thé social workers aﬁi;,i‘xched tq thege institutions. will help to providé
thﬁt;,pl;evé?mtive biag_to the tredtment of individusl patidpds, in thHE!
ahsence of which the medical care bestowed on them may fail $o
produce lasting results.

30. By the time the long-term programme is completed the
hospital~accommodation available in the country will have risen from-
the present figure of about 0:24 bed per 1,000 of the population to
5.67 beds per 1,000. As regards health personnel, the numbers
that will be required under certain categories and those now avail-

able are shown below:—

Numbers required Numbers
—_— \ for the complete now

programme available

Doctors 233,630 47,600

Nutses (including public health nurses) . 670,060 7,600
(including existing-
. health visitors),

MidWwives 112,500 5,000

Pharmacists . . . . : 71,880 75

Is such s-large increase in the numbers of the health personnel
po'ssible? An example of an wunparalleled expansion of health
. personnel is furnished by Russia. In 1918 there were altogether
19,785 doctors in that country. By 1941 the number had risen to
141,600, an increase of seven times within-a period of 28 years. Im
Indis the increase required under these proposals is only about five
times the existing number of -doctors, to be achieved in a longer

period.
18



, THE SHORT-TERM PROGRAMME

31. Qur short-term proposals, which are intended to supplement
and not supplant- the existing health services, do no more than
present a general picture for the guidance of the Pravinces. They
«constitute, in our view, the irreducible minimum if tangible results
are to be produced. The plan includes proposals for the esiablish-
.ment of personal and impersonal ‘health services. Under the former
head we propose a province-wide organisation for combined prevent-
ive and curative health work. This will provide, for each district,
{1) & numbér of primary and secondary units, which are included in
the district health unit and (2) special health services for mothers
and children, school children and industrial workers as well as for
«dealing with the more important diseases prevalent in India, such as
malaria, tuberculosis, venereal diseases, leprosy, mental diseases,
;and some others. The three important subjects of nutrition, physical
-education and health education have been dealt with in separate
chapters in-volume II of our report. Our recommendations regard-
ing impersonal health services relate to town and village planning,
‘housing, water supply, drainage and other matters regarding general
‘sanitation. Specific proposals for the training of doctors, nurses and
«other categories of health personnel, for medical research and certain
other important matters have also been made.

“The Province-wide Health Organisation

82. While the outliries of the_general plan of the district health
organisation will follow those indicated for the long-term programme
the plan will be less elaborate. We suggest that, in view of the
insufficiency of funds and of trained personnel, each primary unit
should cover, diiring the first ten years, a population of 40,000, that
the primary health centre should have a dispensary with two beds
for maternity and two for emergency cases instead of a hospital and
‘that the secondary health centre should start with a 200-bed hospital
+to be raised, by the tenth year, to 500 beds. We also suggest that
the establishment of the district health centre may be poslponed
till after this period. The staffing and equipment of the hedlth
centres at the headquarters of the primary and secondary units will
bé on a reduced scale. In order to expand, the existing meagre
"hospital facilities in rural areas we also suggest that a 80-bed hospital
should be established, at the start to serve four primary units, and
“that, by the end of the first ten years, their number should be doubled
o that one such hospital will serve two primary units.

11
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33. The district health organisation suggested for the short-term programme and its functions are given below in diagramm-

atic form :—
SHORT-TERM PROGRAMME
|
Provincial Minister of Health
Director of Health Services
District HealtL Organisation
{Three million plan)
| L
District Health Board —— Officer in charge of District Health Services » District Health Council
Secondary Units (1 or 2) )
Secondary Health Centre
Administrative Medical Officer
- f I N\
Administration Environmental Hospital Service
Hygiene 200-bed or 500-bed hospital, with its out-patient departmen
(Assistant Public Health Engineer) (Medicine, Surgery, Obstetrics and Gynaecology ete.)
. Laboratory service for the secondary unit as a whole.
' (Population 40,000 each) Primary Units (up to 25) h
Primary Health Centre
I
\ 1\
Administration Environmental \ Hospital Service Domiciliary Service, Curative and
(Each unit divided into Hygiene 1. One dispensary with two emer- Preventive.
four circles) (Public Health Inspectors, gency beds and two materni- (Home vigiting by doctors, public
Health Assistants and field | ' ty beds. health nurses, midwives for
staff) 2. One 30-bed hospital to serve - maternjty and child welfare

4 primary units during lst , work, school health, tuberculosis
five years and 2 units during work ete.)
next five years.
In the short-term programme the .establishment of the organisation at the district headquarters is not contemplated. The
administrative and supervisory functions exercised by the staff at the Secondary Health Centre will be ¢n the lines indicated for
the long-term programme, * ‘ ’ ” L B '
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34. The district health organisation should, from the start, be
established in every district in a province. This organisation should
begin with five primary units and one secondary unit and these should
be gradually inereased o 25 primary and two secondary units at the
end of the first ten years. The following tabulay statement indicates
the expansion we suggest for the health organisation in a typical
district:—

Expansion of the scheme in o tipical district

, First year Fifth year Tenth year
Number of primary units . 5 10 25
Number of dispensaries . . 5 10 25
Number of 30-bed hospitals . 1 2 13
Number of secondary units . 1 1 2
Number of 200-bed hospitals . 1 1 1

‘ ]
Number of 500-bed hospitals” . . .. 1

Starting with'about a seventh of the average population of a
district in British India the proposed health organisation will, it is
expected, serve half the population of individual districts by the end
ol the first ten years,

The Primary Unit

385. The primary health centre at the headquarters of the primary
unit will be the focal point from which will radiate the various health
activities contemplated/fﬁ our programme. For each unit the gtaft
requiréd during the short-term programme will consist of 2 medical
officers, 4 public health nurses for outdoor duty, 1 nurse attached
to the dispensary, 4 midwives, 4 trained dais (as an interim measure
till a sufficient number of midwives becomes available), 2 sanitary
inspectors, 2 health assistants, 2 clerks, 1 mistry, 15 inferior servants
and 1 pharmacist. This staff, with-the exception of the public health
nurses, midwives and trained dais, should be stationed at the head-
quarters of the primary unit, although their duties will extend oveér
the whole area covered by the unit. The public health nurses, mid-
wives and trained dats will be located at different places so as to
make their service$ promptly available, wherever required.

’

r \ :

-36. We consider that the health programme in India should be
developed on .a foundation -of prevenfive health work apd progeed
in the closest association with, the administration of nledical relief.
A reduction in the demand for curative treatment can be secured
only through successtul preventive work. Both the doctors in the

13 -



grimary unit should therefore perforzm curative and preyeutive health
uties.

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

38. In the beginning the country will be faced with the necessity
of providing, in many directions, services manned by imperfectly
trained personnel with the ability to perform only limited functions.
For instance, in order to promote school health work, selected schocl
masters with limited training in the carrying out of certain duties
will have to be utilised in the place of doctors and nurses until the
-latter become available in sufficient numbers. These teachers will
work under the close supervision of the two doctors in charge of the
primary unit in E}‘der to ensure that they carry out their duties
satisfactorily. ' | -

89. No permanént improvement of the public health can be
achieved unless the active participation of the people in the local
health programme can be secured. We have therefore suggested the
establishment, in each village, of a Health Committee consisting of
five to seven individuals, depending on the size and population of
the village. The members of the committee, who will of course be
voluntary workers, can, after suitable training, help to promote
specific lines of health activity. Their, local knowledge and intimate
contact with the people should enable the members of the committee
to influence the former to accept and actively advance the health
measures which are designed to promote the public welfare. The
committee members should also be able to promote local effort, with-
out payment, towards the carrying out of many measures which
would otherwise prove prohibitive in cost. We consider that the
development of local effort and the promotion of a spirit of self-help
in the community are as important to the success of the health pro-
gramme as the specific services which the health officials will be
able to place at the disposal of the people.

The Secondary Unit

40. From the very start, a secondary unit should be established
in each district. The secondary health centre, which will be
established at its headquarters, will help to provide a higher type of
medical service than that available in primary units as well as super-
vision and guidance of the health activities in these units. When
fully developed, a secondary unit may be expected to cover an area
with an average population of about 600,000. In order to co-ordinate
health administration with the activities of other departments of

14



THE SHORT-TERM PROGRAMME

Government, it will be of advantage if the area of a secondary unit
can be made to correspond to that of a sub-division in the district.
Hospital Provision

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

No. of
dispensaries No. of No. of No. of
with four 30-bed 200-bed 500-bed
beds hospitals hospitals hospitals
in each
End of the first six years 2,293 639 216 - N
End of the ten year 3,905 1,990 216 139
period.

42. In addition there will be separate hospital provision for tuber-
culosis, mental diseases and leprosy. The existing number of hospital
beds in British India is about 73,000 and, with the proposed new
provision, the total accommodation expected at the end of the first
five and first ten year periods will be as follows:—

At the end of the first five years—Approximately 183,000,

At the end of the first ten years—Approximately 853,000.

This programme of hospital expansion will raise the existing ratio
of bed to population in the manner shown‘below:—

Beds per 1,000 population

At present End of five-year programme End of ten-year programme
0-24 0-55 . 1-03
+ - -

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

Dental Service

43. Tt will not be possible to develop even the beginnings of a
dental service during the first five years of the programme- because
of the total inadequacy of existing dental per_sonpel. If our scheme
of dental education should proceed satisfactorily it would be possible
to organise dental service on a modest scale during the next five
years. Our proposals include the establishment of dental sections
in the 500 and 200 bed hospitals at the secondary health centres as
well as the provision of travelling dental units for slt_arwce n ‘the
rural areas. If the programmé is completed on the lines enjlsg,ged
by us theré will be, at the end of the first ten years, 139 hospitals
with 500-bed accommodation gnd 216 hospitals with 200 beds 1n
- each. The number of mobile denta]l units will be 710.

15
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44, Reference should also be made to certain other matters which
we conSider to be of great importance from the point of view of
snsuring the success of the. health programme we have recommended.
* They are briefly dealt with below.

Housing Accommodation for the Health Staff

We consider the prevision of housing accommodation for the health
staff essential in the interests of efficiency. ZEvery health adminis-
trator is today faced with the problem of persuading doctors to settle
in the villages. The absence in the rural areas of the amenities
generally available in towns, including housing and water supply, is
onie of the factors retarding the flow of doctors from urban to rural
areas. The same tendency is noticeable, though to a smaller extent,
in respect of other types of health personnel. In the circumstances
we consider the provision of housing is fundamental to the success
of our scheme,

Co-operation of the Health Services with other Departments of
Government

The national programme of reconstruction shouid be develcped
on a broad front and, simultaneously with the inauguration of the
health scheme, the reconstruction plans of other Departments of
Government should be’brought into operation in the same area.

Village Communications

We must emphasise the vital importance of developing village
communications in order to enable the health organisation to offer
efficient service to the people. Without such development our whole
plan for the rural areas may either be paralysed or lese the greater
portion of its effectiveness. Further, the economic welfare of the
village population largely depends on the development of rural com-
munications and we stress the need for giving high priority to such
development.

Ambulance

The provision of ambulances’ for the transport of patients is an
important factor in the improvement of the efficiency of the health
services. For each 80-bed hospital two motor ambulances and ong
animal-drawn ambulance have been provided in our scheme.

Travelling Dispensaries

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

Utilisation of the Buildings, Equipment and Personnel made avail-
able from the Army after the War

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

16



ORGANISATION AND ADMINISTRATION

motor vehicles of various types, should all be made available, on
-easy terms, for the purpose of developing the health programme.

Dethi Province as a Demonstration Area

Some of us are of the opinion that Delhi Provinece is particularly
-suitable for being made a demonstration area by implementing here
-our proposals as well as those of other Committecs which have put
forward schemes for post-war reconstruction,

‘Objectives for the Third Five-year Term

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

wterm. ~
(1) Hospital accommodation to be raised to 2 beds for every one
‘thousand of the population, -

At the end of the first ten years our scheme provides for one bed
per 1,000 population.

(2) Expansion of the scheme so as to cover three-quarters of the
gpopulation of individual districts; wherever possible.

(8) The creation of 12 new colleges in addition to the 48 to be
-esbablished during the first 10 years,

(4) The establishment of a fourth set of 100 training centres for
murses. ‘

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

46. On the administrative side we propose:—
(1) a Ministry of Health at the Centre;

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

We consider it fundamental that the portfolio of health at the
'Centre and in the Provinces should be in charge of a separate Minister,
0 as to ensure his undivided attention being given to the develop-
ament of the future health programme. The need for developing the
“health services in the closest possible co-operation of the people has

* Drs. VisHwa Nath and Butt foresee that diarchical conflicts will arise out
+of the application of these proposals for medical relief in the districts. In their
view the existing machinery of medical relief, however inadequate and unsatis-
factory, is not ill-suited to furnish the foundations for evenly spread improve-
‘ments. They advocate as even a distribution of facilities accruing from increased
personnel, accommodation and equipment, as the requirements of special institu-
tions, geography and density of population may permit. On the other hand
the others consider that, if the suggestion of these two colleagues is accepted,
sthe result may be a congeries of unplanned accrefions to the existing organisa-
tions for medical relief and preventive health work and that one of the funda-
mental purposes underlying the health plan put forward in the report will not
be fulfilled. The scheme is intended to promote, from the beginning, the
development of remedial and preventive health work on a unified basis as well as
to provide an integrated institutional and domiciliary service to the people. The
-existing curative and preventive health services are, on the other hand, function-
ing independently of each other with unsatisfactory results. In all progressive
-countries the requirements indicated above are considered as essential features of
a modern health organisation. For these reasons the majority consider that the
:suggestion of Drs. Vishwa Nath and Butt would destroy the essential require-
wents of the Committee’s plan.
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already been strdssed. Both in respect of legislation and of adminis-
tration it is likely that some of the measures to be undertakén will
offend existing social and religious practices. A Minister, who enjoys-
the confidence of the people and can secure their co-operation, can
alone carry such enactments through the legislature and enforce their:
working in the country.

47. After giving careful consideration to the question of the exist-
ing distribution of health functions between the Centre and the Pro-
vinces and to the large measure of autonomy that the latter enjoy
under the Government of India Act of 1935, we have come to the
conclusion that certain principles should be taKen into consideration:
in formulating plans for future development. These principles are:—

(a) That the wide measure-of autonomy that has been granted to-
the Provinces should be respected to the utmost possible extent. Our
proposals for the future will make for considerable changes in existing
health administration and professional education and we therefore
feel that, in carrying out these recommendations, the closest possible
co-operation betwéen the Centre_and the Provinces will be essential.
In order to minimise friction and to promote mutual consultation
between the Centre and the Provinees in the formulation of health
policy and its implementation, there should be established a Central
Statutory Board of Health consisting of the Central and Provincial
Ministers of Health. The Centre, with its larger resources:in money
and technical personnel, should help the Provinceg with grants-in-
aid for the developimentrof their health programmes and with such
technical assistance as may be required. One of the important func-
tions of the Board will be that of making recommendations to the
Central Government regarding the distribution of grants-in-aid.

In our view the co-operation that may be expected to develop, as.
the result of these proposals, between the Central and Prdvincial
Ministers of Health on the one hand and between their administrative-
and technical staff on the other, should create a firmer foundation for
the harmonious development of the health programme over the
country as a whole than a reversal of the policy of decentralisation
and a resumption of powers by the Centre to regulate and control
development in the Provinces. We recognise that there will be cer-
tain exceptional circumstances in which the Central Government.
should have power to interfere in Provincial administration. Tt is,
however, to be expected that the machinery for consultation and co--
operation, which has been suggested above, should help to reduce
these occasions to the minimum. We believe that a Centre acting:
with sympathy .and imagination may well be able to hasten the pace-
of progress in the provinces by promoting a spirit of healthy competi-
tion among them in their task of providing progressively higher
standards of health administration in their respective areas.

(b) The Ministry of Health. Central or Provincial, should be the-
ultimate authority responsible for all the health services operating:
within its jurisdiction and should have power to lay down and enforce:
minimum wstandards of health administration for those scrvices which
.are within the immediate control of other departments (e.g-, railways,
prisons, labour, etc.).

(c¢) There should be the closest possible co-operation between the
Ministry of Health and other departments of Government in order
to promote the pooling of all the available facilities, curative and pre-
ventive, in the inferests, of efficiency and of economy.
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(d) The Ministries of Health, Ceptral and Provificial, should have
the advice and guidance of technical experts in the planning and-
maintenance of their health services- As has been pointed out in the-
White Paper recently issued by the Ministry of Health in England.
embodying proposals for a national health service, ‘‘the provisjon of-
a health service involves technical issues of the highest importance-
and in its administration, both centrally and locally, there is room for-
special devices to secure that the guidance of the expert is available
and does not go unheeded.”” We recognise the need for such techni-
cal guidance and have therefore incorporated in our proposals a recom-
mendation for the creation of standing eouncils of experts at the three-
levels of Central, Provincial and local area administrations. Thcse
councils will consist of rep}esentatives of the medical, dental, nursing:
and other professions. .

“Functions of the Central and Provincial Governments

48. The main functions which we have recommended for the Cen-
tral and Provincial Governments are broadly those for which they are-
responsible at present under the Government of India Act, 1935. In
addition we have suggested that the Centre should take a definite-
lead im planning and promoting the development of health services,
preventive and curative, in the country as a whole. Provincial agtivi--
ties in the field of health should be assisted and co-ordinated by the
Centre through a system of grants-in-aid of approved schemes in the
provinces and of technical assistance, where desired. Control of’
inter-provineial spread of communicable diseases, the sanitary control
of inter-provincial traffic and the enforcement of standards regfrding
fopd and drugs in inter-provincial commerce should also be important
functions of the Central Government.

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

49. We have recommended the establishment, in the provinces, of
Provincial Health Boards and of Provincial Health Councils with
composition and functions similar to those of the Central Board and”
Central Council.

Central and Provincial Health Services

50. The principal technical adviser to the Minister of Health will’
be the Director General of Health Services at the Centre and the-
Director of Health Services in a Province, who will function in each-
*case as the single' administrative officer for the curative and preventive
departments of health. These officers will be assisted by a suitable
number of Deputy and- Assistant Directors General or Directors as-
the case may be, who will be in charge of different functions.

Recruitment and Contro! of the Central and Provincial Health Services:

51. The following principlés should, we recommend, guide the-
authorities concerned with the recruitment and control of the future-
Central and Provingial Health Services in India:—

(1) There should be separate and independent Central and Pro-
vincial health services appointed and controlled by the Central.and
Provincial Governments respectively, the venue of recruitment for
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doth being India. Recruitment to these services will be restricted
to persons living in India except in the case of a small number of
Jposts in connection with teaching and research institutions, for which
it may be necessary to obtain suitable persons from outside the
«country. Such persons should be recruited from abroad on short-
term contracts, cvery effort being made within the périod of the
«contract to train a suitaple Indiun for the post.

(2) Appointments to posts in the teaching and research institu-
#ions should he made purely on merit. ‘One-third of the general
health service posts should also be filled on inerit. In filling up the
remaining posts consideration may be given to the need for communal
representation, every community being giyn its share of the 0662
per cent in accordance with the proportions laid down by the Gov-
ernments concerned. Of the weandidates from individual commu-
nities the bestf available should be choseu. After admission into
the health services promotion to higher posts should be regulated
solely by merit.

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

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

(5) The Central and Provineial Services should be maintained as
;purely civil organisations.

(6) All members of these services should have opportunities of
gaining experience of both urban and rural health work.

(7 There should be no reservation of posts under the Central or
Provincial Governments for the civil branch -of the Indian Medical
‘Service.*

Health Administration in Local Areas.

52 We envisage a comprehensive health service, the success of
‘which will mainly depend upon the fulfilment of the following condi-
tions: (a) recruitment of the staff and the conditions of service should
be on similar lines throughout the province so as to permit of the
-enforcement of fairly uniform standards of performance over the
whole area and (b) there should be continuous and effective super-
vision by the higher technical staff over the work of the health per-
-sonnel even in remote villages.

58. District Health Board.—These conditions can be fulfilled only
‘by a health service maintained by a single authority and not through
a number of separate services controlled by different local bodies. A
the same time it is essential to associate the public with the formula-
tion’of health policy and with its implementation. We therefore re-
comménd that, so far as health is concerned, in the place of the
-existing multiplicity of local health authorities with their separate
staffs there should be a single health authority over the whole area
.operating through a unified executive staff. This authority may be
designated the District Health Board and its jurisdiction will, in due
-course, extend over the district as a whole.

*In the place of a Central Ministry of Health Drs. Vishwa Nath and Batt
propose a Central Board of Health with a Technical “Secretariat discharging
-specific functions. Their views on the recruitment of the health services are also
different from those set forth above. Their views and our observations on them
are given in paras. 27—31 of Chapter XVII of Volume TI of the report.
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54. We consider, however, that the deprivation of the health funec-
tions exercised by local bodies should be limited only to such ag are
in our opinion unlikely tc be able fo reaintain the standard of service
we have recommended. We therefore suggest that certain large
muunicipalities such as Calcutta, Bombay, Madras and Karachi, which
-are governed by their own Acts, as well as other municipalities having
a population’ of at least 200,000, which may be considered by the Pro-
vincial Government as being in a position to maintain an independent
‘health ,service of the required technical efficiency, mav be excluded
from the jurisdiction of the District Health Board. All these large
‘municipalities should develop and maintain health organisations on
‘the lines suggested hv us.

55. In the early stages of the prograngme only limited areas in
.cach distriet will be brought within the operation of our scheme. In
‘these areas there will be, &s shown above, a unified health authority
with a provincialised health service covering all categories of per-
-sonnel. For the areas outside our scheme we recommend that, in
-order to secure an improvement of the health administration of exist-
ing local bodies, certain legal and administrative measures which have
heen taken in the province of Madras should be applied in other
provineces also.

56. We have suggested that representation of the people on the
‘Board should be partly secured by, direct election by the people and
-partly by election, from their own ranks, by the local bodies in the
areas covered by our scheme. We have also suggested, that, follow-
ing the lingslaid down in the Madras Public Health Act, 1939, every
‘municipality*included in the area under our scheme should be required
statutorily to contribute to the District Health Board not lesg than
"80 per cent. of its income from all sources other than Government
grants and that every District Board or panchayat should similarly
-contribute not less than 121 per cent. of its income from such sources.
‘Obviously the actual amount of the contribution in each case will
depend on the proportion of the population under the local body con-
cerned, which is brought within our scheme. Such contributions and

.any grants sanctioned by the Provincial Government will constitute
the funds to be administered by the Board. '

57. While the Board will enjoy a large measure of autonomy in
order to ensure.that local opinion in the district is permitted to in-
fluence health policy, it is essential that the Provincial Minister of
Health should have the power of ensuring compliance by the Board
with the general policy laid down hy him. We have also recommended
that certain legal provisions that exist in the Province of Madras en-
abling the Chief Administrative Officer of the Public Health Depart-
ment to recommend: specific action by local health authorities in parti-
-cular directions for the improvement of the public health and to en-
force the carrying cut of such recommendations, subject to the con-
currence of the Provincial Government, should be made applicable
to all the areas under our scheme.

‘Recruitment and Control of the District Health Service

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

59. The district health organisation will be in charge of an officer
to be designated the Officer in charge of the District Health Service.
Under our proposals he will be a Provincial Officer whose services are
lent to the Board. He should be responsible for carrying out the-
health policy laid down by the Board and we recommend that he:
should be its Secretary. This officer will be removed by the Provin--
cial Government if a recommendation to that effect is passed by the-
Board by a two-thirds majority, taking into consideration its full.
strength.

District Health Council

60. We have already recommended the creation of a Distriet
Health Council consisting of representatives of different professiqns-
(e.g., those of doctors, dentists, pharmacists, nurses etc.) from the
registered members of which the health service will be recruited. The-
functions of the Council will correspond to those of the Provincial and
Central Health Councils. We recornmend that the Officer in charge
of the District Health Service should be the Chairman of this Council.*
Salarles, . .

~ 61l. We have given considerable thought to the question of the-
scales of pay to be proposed for the health staff. Obviously the-
country cannot afford rates of remuneration which are oué of all rela~
tion to its national income and are higher than those which etougmic
conditions demand. TFurther, too generous a provision on salaries-
may well wreck or at least greatly handicap the implementation of
any large scale health programme. The question of salaties, more-
over, is not one which concerns medical and public health personneh
alone. The necessity for establishing some measure of parity be-
tween the various Provinces in the matter of the shlaries of their pub-
lic health staff has been strongly impressed on us by a Provincial
Minister of Public Health. Another important consideration, in de-
termining the scaies of pay, id that of the competitive attraction pro-
vided by non-State employers. In the.circumstances we feel that the-
subject is of such complexity and importance as to require compre--
hensive examination at the hands of an ad hoc all-India Committes
which should include medical men. The results of such examination
will be of the utmost value o the Central and Provineial Governments.
We have, therefore, recommended the astablishment of such a Com-
mittee. For the purpose of estimating the cost of our proposals we:
have either adopted existing rates or assumed scales of pay which.
appear to us prima facie_to be generally not unreasonable.

THE NUTRITION OF THE PEOPLE

62. The national health campaign is concerned not only with the
prevention of disease but also with the development of a healthy

* Mr. P. N. Sapru holds views which are different from those of the other
members regarding the constitutional aspects of certain of the proposals outlined
above as well as the suggestion for a modification of the existing form of local
health administration. His views are embodied in two minutes of dissent which
are appended to Chapter XVII of Volume II of the report. Our reply to his
remarks regarding local self-government will be found in paras. 58—61 of the
same chapter
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.and *vigorous population and improved nutrition plays a vital parf
in preventing sickness and in promoting positive health.

63. Under-nutrition and malnutrition exist widely in the country.
According to the Director, Nutrition Research  Laboratories,
.Coonoor, an insufficient and ill-balanced diet giving only about 175C
calories per day (as against the needed 2400 to 3000 calories) is
typical of diets consumed by millions in India. Apart from inade-
quate nutrition being responsible for a lowering of the general standard
.of health of the individual, continued insufficie®by of certain Yood
factors in the diet will produce specific forms of disease. Such
diseases are prevalent, to a varying extent, in different parts of the
coPntry. Yor instance, beri beri is not uncommon among adults
.and infants in the Northern Circars of the province of Madras, osteo-
malacia and rickets are prevalent in certain parts of Northern India,
keratomalacia is a common cause of blindness in ®outh India anhd
goitre is not infrequent among the communities living in some parts
.of the Himalayan and sub-Himalayan regions,

64. The main defects of the average Indian diet are an insuffi-
«ciency of proteins, mineral salts and vitamins. A general raising of
dietary standards throughout the country is basically an economic
problem, the solution of which depends on the scientific development
of agrieculture, animal husbandry and fisheries and the simultaneous
development of industrial-resources. We consider that food planning
should have, as its ultimate objective, ‘‘the provision of an optimum
diet for all, irrespective of income, and plans should be laid to reach

the objective by forced marches, stage by stage, within a specified
period of time."’ ’

65. As the average Indian diet is inadequate in respect of the
-quality and quantity of the protein consumed, one of the most urgent
needs is the raising of protein consumption to the required level.
Proteins of high biological value are of animal origin. A certain pro-
portion of the protein consumed each day should be proteins of this
type. We shall deal with three articles of food in this connection,
namely, milk, fish and food yeast. Urea as a cattle feed deserves
consideration in connection with increasing the availability of meat
-and its produection will also be referred to briefly.

Milk.—The Director of Nutrition Research Laboratories, Coonoor,
has suggested the inclusion of 8 ozs. of milk per day in the average
Indian diet in order to improve its quality. Expectant and nursing
mothers and children up to 14 years of age will need much more.
"We have suggested that, taking into consideration the existing
demand for milk products, the target for realisation in the near

future should be an incregse in milk production to the extent of =t
Teast; 110_per cent.

It has been brought to our notice that, very recently, the pro-
duction of synthetic milk which, it has been claimed, has the same
nutritive value as patural milk, has been developed on a laboratory
scale in Great Britain. In view of the importance of the milk
problem in India we desire to emphasise the need for immediate
investigation into the claims put forward on behalf of synthetic mill-
and for promoting its production in India on a large scale, if these
«claims are justified. :

Fish.—India’s long coast-line, her numerous rivers, lakes and
‘tanks afford great opportunities for developing the fish industry.
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-The total production of fish in India, both fresh water and marine
is estimated -at less than two croves of maunds per annum as against
9% crores of maunds, the estimated requirement of Bengal alone
where 90 per cent. of the people eat fish. These figures should help to
give. some idea of the extent to which the fish industry will have
to be developed in India. }

Food yeust.—Yeast is of value as a supplement to poor Indian
diegs because of itg richness in proteins and vitamins of the ‘B’ group.
Cer‘._ain strains of yeast, which can be grown on molasses, produce-
tpalatable products of high nutritive valuc. , We strongly recommend
the immediate investigation of the. -possibi\lity of producing food.
yeast on a large scale in India.

Urea.—I1t has been brought to our notice that, while the pro-
duction of animgpl proteins, such as meat and milk, through a.
process of feeding natural foods to certain aninals is a costly and
uneconomical process, a simple chemical, urea, which can be pro-.
duced in abundant quantities at a low cost, when fed to ruminants
is copverted largely into proteins of the animal body. The production
of urea may be linked with”the process of manufacturing synthetic-
nitrogenous fertilisers and it is thus possible to promote the manu-
‘facture of both cattle food and plant food at the same time. We
strongly urge that this suggestion should be *carefully investigated
without délay.

66. Our further suggestions for improving the wnutrition of the
people include the production, in India, of the different vitamins in
sufficient quantities to meet the requirements of the country as well:
as the provision of facilities for the storage, transport and distribution.
of food, particularly of perishable articles such as milk, fish and fruit.

67. Prevention of food adulteration.—The subject of food adultera-
tion was recently investigated in detail by a Committee of the-
Central Advisory Board of Health. We support all its recommenda-
tions and, in particular, desire to draw the attention of the Gov-
ernments in the country to three of these, naniely, the éstablishment,
on a permanent basis, of a standing Central Committee for Food
Standards, which we understand has now been <¢reated by the-
Government of India on a temporary basis, the formation o
provincial cadres of public analysts and the establishment of food
laboratories in .association with central and regional bacteriological
laboratories in the Provinces.

68. Lastly, in order to secure an improvement in the quality of°
the food made available to the public, we recommend that the
principles of the Agricultural Produce Grading and Marking Act,
which now applies only to agricultural products, should be made-
applicable -to articles of food other than agricultural and that early
action should be taken to give effect to this suggestion.

HEALTH EDUCATION -

69. According to modern. conceptions, health education includes
“‘not only instruction in purely health matters, but also those activi-
ties which are likely to influence favourably an individual's health
knowledge, health attitude and health habits. Health education
must promote health and health consciousness, and these are best-
iﬁph}'gved when health practices become part of an individual’s daily-
ife’. ’
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70. Health education is gradually taking its proper place in the.
life of the people in India, but progress has so far been slow. -The-
teaching of hygiene is compulsory in all ordinary.schools and it is.
also a subject of study in the curriculum of all normal schools and.
teachers’ training institutions, but the standards of teaching vary
from province to provinee. ‘‘The low standards of personal and.
environmental hygiene met with in many schools.................. lead.
to the conclusion that something is wromg with’the content of the
syllabuses and the methods of teaching hygiene both in training
institutions for teachers and in schools for children.’

71. As fegérds the general popylation, health education is.
mainly-carried out by the provineial public health departments. In.
most provinces a special health propaganda organisation exists in the
office of the Director of Public Health. 1n certain provinces a good.
deal of hygiene publicity work is also being done in the rural areas by
some other departments of Government. IFor instance in the Punjab,
the Rural Reconstruction Department and the Co-operative Depart-
ment have been actively cé-operating in the health edueation of the-
people. 1n no province, however, has health education come up to.
the standard reached in the more advanced countries.

our Recommendations

72. We support the recornmendation of the Central Advisory
Boards of Health and of Education that the instruction of school.
children in hygiene should begin at the earliest possible stage. Such
instruction in the early stages should be entirely practical and devoted
to the formation of health habits and the promotion of personal
hygiene. It is particularly important that the studenti should see, in»
actual operation, the sort of hygienic and sanitary arrangements he
is taught and encouraged to demand for himself. School clubs,
gocieties such as the Indian Red Cross Society and the 8t. John
Ambulance Association and organisations likg the Boy Scout, Girl.
Guide, Hindustan Scout and Bratachari movements cun actively
help in the development of the health education programme for-
school children.

Health -EBducation of the General Population

78. The main responsibility for assisting and guiding the health
education of the general population should rest on the health depart-
ments of Governments and the establishment is recommended of
propetly constituted Health Publicity Bureaux as part of the Central
and Provincial Health Departments. One of the functions of the
Central Health Publicity Burean should be participation in the active

romotion of health education among all sections” of the population
"and the giving of suitable advice and help to provincial health
departments in organising health propaganda in their own torriteries.
Another important duty of this Bureau should be the publication of’
an Indian Health Journal. :

74. The organisation of health propaganda is a highly specialised
task and it should therefore be entrusted to persons capable 'of
produeing results. "The methods of propagar}da; which commercial
organisations, such as the Indian Tea Association, have employ.ed"
with great success should be studied and adopted, as far as practic--
able, in the development of the hgﬂlth education campaign.
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~ 75. The establishment of permanent health museums in the larger
wtowns and cities is also recommended.

PHYSICAL EDUCATION

76. Till the beginning of the twentieth century no one looked upon
physical education as an integral and important part of general
~education. During the last 20 years revolutionary changes have taken
place in all civilised countries in the concept and content of physical
education and training.

77. Something has been done in India to give physical education
and training their proper place in the educationa) structure, but a
greab deal remains to be accomplished. There is a great dearth of
suitable teachers qualified to impart instruction iu this important
-subject. We require many suitably equipped and staffed physiéal
.education schools and colleges in the country. At present there wure
.only five physical education colleges in India. At a rough estimate
the total number of physical training teachers frained at the§e
.institutions during the last 20 years, does not exceed 3,000—far too
.small a number lor the needs of the country.

-

Qur Proposals
78. (a) The training of physical education instructors.—For the
.Froposed post-war schemes of education thousands of qualified
_physical training teachers will be-required. We therefore recommend
that there should be one or two physical training colleges in each
_province. Each institution should grant a recognised qualification.
In addition, physical education should be made a compulsory subject
in normal schools. A certain number of qualified physical training
.instructors should be sent abroad at State expense for higher training.
‘On return they should be employed in responsible administrative and
teaching posts, where their special training would be of value.

79. (b) A physical training programme for the community.~In
~the beginning it may be advantageous’to develop a single organisation
to serve the needs of school and college students as well as of the
general public. The school master, because of his general education
.and of the influence he is able to exert on successive groups of
pupils, is in a position to evoke a favourable response from the
_public in the matter of physical education and culture. He should
.therefore be utilised for developing a physical education programme
*for the adult popilation. It will be necessary to establish a suitable
«organisation ir- each province and this may, with advantage, be made
part of the Provincial Education Department. It is essential that
-this organisation should establish close liaison with the Health
Department. >

The national physical education programme should include in(}ige-
~nous games, sports and folk.dances. A blending of the old and the
new” in an attempt to evolve a sound scheme of physical culture ig
-advisable. In this programme separate provision should be made for
-students. the male adult population and for girls and women.

HEALTH SERVICES FOR MOTHERS AND CHILDREN

80. We have drawn attention to the high rates of morbidity and
wmortality prevailing among mothers apd children in this country.
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~HEALTH SERVICES FOR MOTHERS AND -CHILDREN

Measures directed towards a reduction of sickness and mortality
among these sections of the community must have the highest
priorify in our programme of health development.

The Primary Unit.—The staff available for health service for
mothers and children in a primary unit will consist of a woman doctor,
four public health nurses, four midwives and four trained dais. The
provision for institutional service will consist of a dispensary at the
headquarters of the unit and a hospital of 80 beds serving four such
units togetQer. At the dispensary there Will be provision for four
beds, of which two will be for maternity cases. In the 80-bed
hospital six beds will be set apart for maternity and gynaecologica
cases and there will be four cots for children. :

81. At the headquarters of each primary unit and in the places
in which 80-bed hospifals are located, the services of a medical officer
swill be available and there will also be provision for a small number
of maternity beds. With these facilities it should be possible to
organise a maternity and child welfare centre on a reasonably efficient
/basis. Its range of activity can be expanded as and when more trained.
personnel and funds become available and communications improve.
The functions of the centre will include the following:—

(a) to get in touch with as many pregnant women in the area as
Possible and to persuade them fo visit the clinic regularly, so that
periodical examinations may be ecarried out and a record of “their
medieal history kept; S -

(b) to-provide for the skilled assistance of a midwife or trained
dai at the timevof delivery and for domiciliary visits by her for two
weelks thereafter; d g

(¢) to keep the mother and infant’ under observation, if possible,
for a year;

(d) to teach mothercraft in all its branches and to inculcate sound
hygienic habits in the mother and child;

~ (e) to keep children under observation, if possible, till five .years
of age;

f) to organise periodical talks, by suitable persons, for husbands
and fathers in order to secure their co-operation in the development
of a healthy and happy home and

) to aim, in general, at becoming the focus of social activity in
the area as-far as mothers and children are concerned.

Whenever practicable, a playground .for children of two to five
years of age should be provided as close (i;o the centre as possible,
with toilet accommodation for mothers and children-and with bathing
facilities.

82. In the other three circles of each primary unit, to which we
have already referred in describing the short-term health organisation,
the resident staff will Be only a public- health nurse, a midwife and a
trained dai. The woman medical officer of the unit should visit-the
headquarters of each of these units once a fortnight., The public
health nurse should hold & weekly session_while the woman medical
officer should attend everv alternate session. The same lies of
activity should, as far as possible, be followed in the peripheral circle
as those described for the maternity and child welfare centre at the
headquarters of the primary unit.
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83. The Secondary Unit.—The 200-bed hospital at the head-
quarters of “the- secondary unit should have about 50 beds reserve®
for maternity and gynaecological cases. In the second five-year
period of the short-term programme the 200-bed hospitals construct-
ed during the first five years will, .it is hoped, be enlarged so as’to
provide 500 beds. In this case the provision for maternity and
gynaecological cases should be raised to about 125 beds. The better
facilities thus made available in these institutions will make a higher
type of service possible, while the telephone and ambulance organiza-
tion, which we have recommended, will help to extend these facilities

¢ fo the more serious cases occurring in the primary units,

84. The Provincial Heddquarters.—At the headquarters of each
province there should be, on the establishment of the Director of
Health Services, a competent woman doctor with wide experience
in the organisation of health seivices for women and children.

Social and Economic Factors

85. The two ‘most important among these factors are inadequate
nutrition, including malnutrition and under-nutrition, and the strain
resulting from over-work in the home or outside. ’

Nutrition.—The pregnant woman, nursing mother and the grow-
ing child require a more generous and nourishing diet than the general
population and the health services for these two sections of the
population, howsoever elaborate and“®efficient, will fail to produce
satisfactory results unless simultaneous measures are taken to
improve their nutrition. An annual provision has been suggested in
thre budget of eath primary unit in order to enable the woman medical
officer to make suitable additions to the diet of pregnant women,
nursing mothers and growing children. ’

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

Nurseries

86. The provision of nurseries or creches to relieve the mother,
especially the working woman, from her responsibility for the care
of the child during her hours of work, has been-a noticeable’ develop-
ment in all highly industrialised countries. In this connection we
wish to draw attention particularly to what has been accomplished
in the Soviet Union for the @evelopment of nurseries as an integral
part of the child welfare organisation (vide Appendix 18, Volume IIT).
The nursery in Soviet Russia serves a three-fold purpose, wviz., that
of relieving the mother; of caring for the child and of ‘educating the
mother and child. The aim is to make children healthy in body and
mind, to draw out their innate faculties and to make them self-reliant.

Maternity Homes
87. The establishment of private maternity homes, in response
to the growing demand of the public for institutional facilities for
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HBALLYH SKEKVICES FOR SCHOOL CHILDREN

=

confinement, is a noticeable feature in some of the larger wurban
centres, The strictest possible control should be exercised by local
health authorities over the establishment and maintenance of such
institutions. The provincial Ministry of Health should prescribe
suitable standards in respect of these homes and should see that
they are enforced.

HEALTH SERVICES FOR SCHOOL CHILDREN

88. In India, School health services are practically non-existent,
and where they exist, they are in an undeveloped state. -

The Functions of a School Healfh Service

89. The duties to be performed by a school health service fall into
two main groups: (i) health measures, preventive and curative,
which include (a) the detection and treatment of defects, physical
and mental - and (b) the creation and maintenance of a hygienic
environment in and around the school, and (ii) measures for prownot-
ing positive health. The last should include (a) improvemnent of the
nutritional state of the child, (b) physical culture and (¢) health
education by férmal instructiop and the practice of the hygienic mode
of life.

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

€some‘General Suggestions .

90. (i) In each primary unit the male medical officer should
normully be put in charge of the school health service,

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

(iii) At least two teachers from each school should receive training
in certain elementary health duties and should receive an additional
remuneration for attending to such duties.

Stages of Development

91. The proposed school health organisation should first be
developed in an area close to ‘the headquarters of a province, in asso-
ciation with the Department of Preventive Medicine in the medical
college located there: The second stage would mark the extension of
the school health programme to the districts in two. steps, namely,
to the headquarters’ of the secendary units and subsequently to the
headquarters -of individual primary units. Two more stages are en-
visaged, these being extensions of the scheme so as to include (1) the
whole area of individual primary units and (2) the students of
secondary and high schools and of colleges.

92. The school health work to be carried out in a primary unit
should include all the. main functions of a school health, ser¥ice to
which we have glready referred. We suggest that a school elinic
should be established at the headquarters of each primary ynit to
perform duties in connection with the school health programme in
the same manner in which the maternity and child welfare centre
we have recommended is intended to help in the promotion of health
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work among mothers and children. Besides providing treatment for
minor ailments to the pupils in all the schools ineluded in the
scheme, the clinic should undertake certain speéialised types of
service such as dental care and the treatment of conditions Telating

to the eye, ear, nose and throat, which are relatively common among,

children. Such provision will be supplemented by a certain amount
of routine treatment carried out in the school by the two specially
trained teachers referred to above, under the guidance and supervision
of the school medical officer. Follow-up work in the homes of the
children by the public health nurse in®order to discover and reetify,
as far as possible, such defects. in the home environment as are
responsible for the illhealth of the pupil is alsb an important part
of the preventive school health campaign

93. We desire to see the school clinic developed inte an organisa-
tion for bringing together the children, the parents and the teachers.
For this purpose periodical meetings ‘should be arranged at which
interesting and educative programmes should be developed. Educa-
tional films can be shown, short talks gn health matters arranged
and people with special talent for music and other forms of enter-
tainment, whether among the pupils, teachers or parents, encouraged
to play thelr part towards making such gatherings a success. The
atmosphere of goodwill that ean thus be developed will be .of
advantage to all.

Co-operation between the Health and Education Authorities

LY

94. The District.—If our suggestions for the future development
of local self-governing institutions are carried out, there will be a
District Health Board and a District Education Board functioning

~cver practically the whole area of individual districts. In each
distriet, a Joint Commitiee of the District Health and District
Education Boards should be established and this body should be

Tesponsible for ensuring that the necessary co-operation between the
health and education authorities is secured.

-

95. Provincial headquarters.—At the headquarters of the province
there should be a Co-ordinating- Committee with the Director of
Public Instruction and the Director of Health Services as members.
The managements of private schools and of approved associations of
teachers and of parents should also be represented on this Committee,
which will advise Government on all matters relating te school health
administration, including the distribution of grants-in-aid.

OCCUPATIONAL HEALTH INCLUDING INDUSTRIAL HEALTH

96. The conditions affecting the health 0f the worker may, broadly
speaking, be divided into two groups, namely, those which he shares
~with the other members of the general community among whom he
lives and those which are associated with the occupation he pursues.
In regard to the latter there may be specigl hazards to-health arising
out of particular occupations. The development of anthrax by thése
handling wool or skins -and hides or poisoning by lead, chrome and
other substances which are used in a variety. of trades or manufactur-
ing procesdes are examples of such special hagzards. There are also
other factors which have their influenée on the health of the worker
and these include the lighting, ventilation and general sanitation of
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.the workshop or factory, the dust and noise associated with the work-
ing environment, and the provision that exists for'rest pauses, meals
.and personal cleanliness. Over and above the general provision for
* health pro’oectlon which the worker can share with the other members
-of the population, he has ‘the right to claim that special measures
should be taken to counteract the adverse effects of those factors
which are associated with his occupation. The provision of such
special health measures is the function of an industrial or occupational
health service. To a greater or less extent, all those who are gain-
fully employed outside their own homes will require the services of
the occupational health organisation While recognising this as the
ultimate objective we realise that, in the immediate future, Govern-
ments will have to concern themselves with measures thainly for
industrial workers, including within that term those who are employed
in factories, docks, mines, plantations, transport services and certain
other occupations. -

The Functions of an Industrial Health Service

97. The functions of an industrial health service have been well
described in the following words. by the Social and Preventive Medi- '
cine Committee of the Royal College of Physicians, London, in their-
Second Interim Report which deals with industrial medicine:—

(a) to promote the general health of the worker by providing
a good working environment and fitting him to the
latter;
(b) to prevent occupational disease;"
(c) to assist in the prevention of injuries atfwork;
(d) to organise a service for emergency tredfment;
(e) to help in restoring the injured and disabled to full working
capacity;
(f) toreducate workers in the preservation of health and promo-
tion of wellbeing and
(g) to promote research and investigation.
These may be accepted as the objectives to be aimed at in organising
an industrial health service in India.

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

99. We understand that the creation of a Central Health Insur-
ance Fund, which will be raised by contributions from Government,
employers and workers and will be utilised for the benefit of the
workers, is under contemplation. If the proposed Central Fund
comes into existence, it should be possible, by grants from it to pro-
mote the development of an even higher level of general health
service for industrial workers than that envisaged under our short-
term ‘scheme for the community. Further grants from this fund, if
available, could be utilised for establishing an industrial health organi-
sation on the lines indicated above.
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100. While these proposals for an industrial health service will
Obviously take time to materialise, -we have put forward certain
Yecommendatigns for early consideration and appropriate action by
Governments. These recommendations cover a wide field and it is
only the more important ones among them that are referred to here.
For more detailed information reference should be made to Chapter
X of Volume IT of our report.

Maternity Benefit

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

Hours of Work

102. From the health point of view, we recommend that the maxi-
mum hours of work should be reduced to 45 hours a week, i.e., 8
hours a day for five days and 5 hours for afiother day in the week and
that the Factojies and other Acts should be amended accordingly.

In the case of seasonal factories, which may be obliged to work
under considerable pressure during only a part of the year, this maxi-
mum may be increased after taking into accoupt such relevant
factors as the extent of hazard to health which the occupation in-
volves and the distange that the workers will have to walk back to
their homes. e g -

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

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

Housing )
103. In our opinion the housing of the industrial population is
primarily the responsibility of the Governments concerned.  The

following minimum standards of housing are, we consider, required
for the health of the industrial worker and his family.

@) For a single man: a room 10 ft.x12 ft. x 10 ft. and a
verandah 8 ft. w 8 £t. x 10 ft. For a group of such quarters
there should be provided community kitchens, latrines
and bathing places in accordance with the standards to
be prescribed by the Provincial Government. Where
common kitchens are not provided, provision should be
made for choolas on the verandahs with suitable
chimneys for the outlet of sinoke. Where latrines and
bathing places for common use are erécted, they should
be at a reasonable distance from the quarbters and, if
possible, connected by a covered way for protection dur-

* ing bad weather. ]

(ii) For a family: for a& married couple, two rooms 10 fb.'x 12ft.
% 10 ft. with a verandah, kitchell, bath-room and latrine.
For a family including grown up children the accom-
modation should be increased by at least one extfra room
of similar size.
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(b)’ in regard to sanitary convegiences, we suggest that, as far as
possible, septic tank and soil distribution systems should be introdue-
ed so that the handling of nightsoil may be avoided.

The Nutrition of the Workers .

104. Our recommendations for improving the nutrition of the
‘workers inclyle making it obligatory for industrial establishments em-
ploying & minimum number of workers to maintain canteens providing
suitably balanced diets “at Teasonable cost, the encouragement of
‘workers by employers to observe regular meal hours, the strengthen-
ing ang stricter enforcement of the law relating to the sanitary control
«of the production, distribution and sale of food, ingluding measures
-against adulteration, the active pfjmotion of schemes designed to
improve milk production and its supply as an article of food to workers
and the establishment of nutrition sections in Provincial Health De-
partments, which should carry out nutritional surveys among indus-
trial workers and assist in improvigg the nutrition of workers through
educative work among employers and employees.

The Zoning and Location of Industry

105. (a) Town and Rural Planning Acts should be passed by Pro-
vincial Legislatures setting up in each Province a separate Ministry
for Housing and Town and Rural Planning with wide powers to
«deal with the housing of the industrial population and with the zoning
and location of indiistry.

(b) Before the establishment of any new industry or factory is
—agreed to by the Provincial Government, the Minister ¢hould satisfy
himself that, in the-lay-out, adequate provision is made for the hous-
ing of workers, for their transport to and from the factory and for ade-
quate environmental amenities.

(c) We wish strongly to reiterate the recommendation of the Royal
Commission on Labour that Provincial Governments should take steps
to prevent industries being established in places where there will not
be sufficient room for adequate housing or other necessities such as
water supply, electric power, ete. This should be the function of the
Ministry of Housing and Town and Rural Planning if established, and,
under the appropriate legislation, rules should be framed to regulate
the growth of industries from this point of view.

(d) Where possible, having regard of gourse to the relevant econo-
mic factors, new industries should be dispersed in rural areas so that
the local inhabitants may derive the fullest benefit frorr~industries
being brought within their immediate circle. The present system of
establishing factories near or in big towns, where the workers are forced
to live in crowded tenements and under artificial and insanitary condi-
tions, is harmful alike to the town dwellers and the workers them-
selves. The health problem of workers in such industries would be
greatly simplified if_ industrial establishments could be located in
rural surroundings.

Employment of Children

106. (a) The minimum age for employment in industrial establish-
ments, docks, ete., should be raised to 15 and persons between 15
and 17 should be eligible for employment as adolescents on the certi-
ficate of the certifying surgeon.

83

~



(¢) In course of time when the compulsory school leaving age is
raised and adequate educational. facilities become-available, the em-
ployment of children under 15 should be abolished for all types of

- industrial establishments and occupations. : ’

HEALTH SERVICES FOR THE MORE IMPORTANT DISEASES

107. We shall deal hére with the specific measures necessary for
*fé¢dntrolling the prévalence of the following diseases.
Malaria. ‘
. Tuberculosis.
Smallpox.
Cholera.
Plague.
Leprosy.
Veenereal diseases.
. gook-worm digease

ilariasis.
. Guinea-worm disease
. Cancer.
. Mental diseases ahd mental deficiency.

A
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MALARIA

108. We have already pointed out that malaria is by far the most.
important disease in India from thé point of view of morbidity and
mortality and that the economic loss it entails'is immense. A tragic

- feature of the situation is that much of the malaria in the country is
man-made. In many cases roads, railways and irrigation projects
have a sinister account to their credit, their embankments having
caused conditions of water-logging favourable to the breeding of the
malaria carrying types of mosquitoes. The failure of irrigation engi-
neers to provide for adequate drainage when water is brought into
previously dry areas has been another fruitful cause Jf the spread
of the disease, recent examples being certain areas in Sind, the pro-
vince of Madras and Mysore.

Our Recommendations

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

110. The general provincial plan we have recommended is ‘the
_creation of an organisation at the headquarters of each province and
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medical officer specially trained in antimalaria work, for operating in
the affected areas’in different parts of the province. The most essen-
tial requirements are (a) the provision of traided staff in adequate
numbers and (b) the supply of drugs, appliances and other equipment:
necessary for carrying out effectively the campaign against the
disease. We deprecate the idea of spending large sums of money om
ihe erection of elaborate buildings in the early stages of our progamme.

Drugs for Treatment .

111. Quinine and mepacrine are the two drugs which are widely
used for the treatment of malaria. There is already an indication’
that an even more effective synthetic product, paludrine, is likely to
come into the field at an early date. We recommend that the follow-
ing three general principles should guide the production of quinine
and other antimalaria drugs:—

1. the prices at which antimalaria drugs are made available to
the pedple should be sufﬁcwntly low to enable the
pootest classes to obtain them in adequate amounts -for
the effective treatment of the disease.

2. these drugs, in whatever provinces they may be produced,

- should be made available, on an equitable basis and
on reasonable terms, for the needs of all parts of the
country and

3. no delay should be allowed to occur in developing their pro-
duction. )

We as a Committee would - prefer to leave to the Governments in
the country the responsibility for deeciding whether private enterprise:
should or should not be associated with the -production of-quinine
and other antimalaria drugs.*

112. Quinine and mepacrine.—If the estimate of 100 million
individuals suffering from malaria every year is reasonably correct, it
seems safe to assume that at least 120 to 150 million cases of the
disease will have to be treated annually. The Malaria Commission of
the T.eague of Nations has recommended 75 grains of quinine as the
minimum quantity required for the treatment of a case. On these
estimates of malaria incidence in India the amount of the drug neces-
sary for the country as a whole will be in the neighbourhood of about:
1'5 million pounds per year, if quinine is alone used for treatment..
The average annual consumption of the drug in the pre-war period in-
India was 210,000 pounds and, of this amount, only about a third’
was produced in India. The quantity consumed every year in this.
cbuntry would provide adequate treatment for about 196 milliom
patients. As the objective to be kept in view for the immediate-
future, we recommend that gufficient quinine and mepacrine should.
be provided to mect jointly the requirements of at least 50 million
patients. As regards quinine our immediate objective ghould be the-
raising of its production to the pre-war level of consumptlon in India
from indigenous bark alone. As regards mepacripe, provision "should’
be made for its production in the country in sufficient amount to meet:
the requirements of 80 million patients.

* 8ir Frederick James desires to see that private agencies are given the
fullest opportunity to take part in quinine production with technical advice and
a price guarantee provided by the State. His views are set out in a note which
is appended to the, section on malaria in volume II of our report.
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Anti-malarial Insecticides

113. The cultivation of the pyrethrum plant has been suctessfully,
undertaken in various parts of India including Kashmir, the Punjab
Hill States, the United Provinces, the Central Provmces, Madras and .
Orissa. It has been estimated that,”in order to make the country
self-sufficient, pyrethrum cultivation will have to be .extended to
about 120, 000 acres so as to produce an annual output of ahput 15,000
short tons (2,000 lbs. for a ton) of pyrethrum flowers. In -D. D. T.
an even more powerful insecticide has come into use.

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

TUBERCULOSIS.

115. Annually about 500,000 deaths take place from tuberculosis
in India and about 2'5 million open cases of tuberculosis exist in the
‘country. These patients are continually disseminating infection
among those with whom they ‘come in contact. There is reason to
believe that the incidence of the disease is higher in urban and indus-
trialised areas than in rural regions. Owing to the migration of the
labour population between industrial and rural areas and the increased
facilities for rail and road transport, the tendency has been for tuber-
culosis to spread to the country-side. Certain factors such as malnu-
trition and under-nutrition and insanitary and overcrowded housing
&onditions glso contribute their share to the dissemination of infection.

116. An essential requirement for controlling the spread of tuber-
culosis is provision for the isolation and treatment of infective cases.
As against an estimate of 2'5-million infective patients in the country
the total number of beds available for isolation is in the neighbour-
hood of 6,000. The number of doctors with sufficient experience of
tuberculosis work to qualify them for posts in tuberculosis institutions
does not probably exceed 70 or 80, while those who have had a short
course of four weeks in the subject may number about 250 or 300.
Fully trained tuberculosis health visitors are, in all probability, only
about 100. .

117. This brief statement of the existing position should help to
show the rhagnitude of the health problem which tuberculosis presents
in this country and the total inadeqpacy of the existing facilities for
dealing with it.

‘Our Recommendations .

A18. In order to provide a comprehensive and integrated service
the tuberculosig¢ organisation should include, (1) a domiciliary service,
(2) clinics, (3) hospitals, (4) after-care colonies, (5) homes for The
incurable and, in addition (6) certain ancillary services.

119. A home isolation and treatment service.—A scheme for
organised home treatment has been working in Delhi during the past
few years under the guidance of the New Delhi Tuberculosis Clinic
maintained by the Tuberculosis Association of India. This scheme
has attained onply very limited success, the reasons being (1) certain
difficulties arising out of the war, (2) the extremely unsatisfactory

36



TUBERCULOSIS

Lousing of the poorer sections of the eommunity and (8) 'the inade-
quacy of the funds made available for its working.

120. The gquestion of housing seems to present the greatest diffi-
culty, particularly in respect of tuberculosis patients of the podrer
classes, who live in one-room tenements where isolation is impossible.
We recommend that; as a part of the antituberculosis-campaign, local
authorities should construct and maintain a number of suitable
dwellings into which the patient and members of his family can
be removed. Patients among the poorer sections of the community
will, on such removal, require to be provided with accommodation
free of charge.

191. The tuberculosis clinic.—The clinic forms the centré from
which curative and preventive work in tuberculosis will spread into
the homes of the people. The treatment facilities it offers will help
to cure & certain number of patients, while the more advanced cases
will be sent for treatment in hospital. Those patients whose condi-
tion is too advanced for attendance at the clinic, will receive domieci-
liary treatment from the medical and nursing staff of the clinic.
During visits to the home the patient will be advised, by the doctor,
and the nurse, to carry out effective isolation, contacts will be per-
suaded to attend the clinic for examination and early detection of the
disease and steps will be faken to promote the welfare of patients
and their families by establishing contact between them and” voluntary
organisations interested in weltare work.

122. Tuberculosis hospitals.—The provision of sufficient hospital
accommodation to meet the requirements of the country is bound to
take many years and therefore in the early stages, only such patients
as are likely to benefit should be admitted to hospitals.

123. Our proposals for the development of hospitals and clinics
during the short-term programme_are given below:—

Institutional service.

The first five-year period :

(1)_the establishment of a 200-bed tuberculosis hospital for
each unit of/lO million population;

(2) The establishment of a large clinic (to be designated *he
“Main Clinic”’), with facilities for the training of medi-
cal and non-medical tuberculosis personnel, at each of
the places where the 200-bed hospital will be created and

{8) The establishment of clinics of a smaller type at the head-
quarters of each district in British India. The total
number required, after deducting the 33 main clinies,
will be 183.

Second five-year period :

(1) 33 more 200-bed hospitals;

{2) 83 more main clinics at the same places where the new

. hospitals will be lodated and

(8) 183 more district clinies.

- The clinies and hospitals can serve only limited areas around the
plac?,s where they are located. Even so, in these limited areas, a-
domiciliary tuberculosis service should be organised in association with
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clinic to the nearest tubereulosis hospital for more satisfactory treat-
ment, than can be provided locally.

124. After-carg of ‘patients.—In a considerable proportion of casss
tuberculosis patients do not completely recover their previous health
and, in order ‘to prevent relapse, it is essential that less strenudous

working conditions and a more hygienic home environment should he
" provided for thefn on their return from hospital. To meet these re-
quirements after-care colonies should be established in close asso-
¢iation with every-tuberculosis hospital.

125. Homes for incyrables.~—The need here is for the provision of
such care as will make the final phase of sickness reasonably com-
fortable for the patient. We recommend that, while Governments
should undertake the building and equipment of such institutions,
their maintenance can be suitably entrusted to philanthropic or reli-
gious organisations interested in social welfare, Governments under-
taking to meet a substantial part of the expenditure through generous
grants.

126. Travelling tuberculosis units.—One way of extending the acti-
vities of the tuberculosis organisation outlined above is by providing
travelling tuberculosis clinics based on the district clinic and working
as far into the rural areas as possible. These units will have motor
vehicles so equipped with all the necessary drugs and appliances, in-
cluding provision for x-ray examination of patients, as to enable them
to carry diagnostic and treatment facilities of a reasonably high order
to the areas served by them.  These units should have a fixed
itinerary and should make about 8-4 visits per month to each of the
80-bed hospitals and dispensaries at the headquarters of individual
primary units in the areas under the scheme. -Apart from the diag-
nostic and treatment facilities which these units can offer, they should
also help the tuberculosis campaign by carrying out intensive educa-
tion propoganda in those areas.

SMALLPOX

127. .Smallpox is one of the three major epidemic diseases of India,
the other two being cholera and plague. During the period of 60
years, 1880-1940, the average annual rate of smallpox mortality per
hundred thousand of the population has varied from 10 to 80. Even
after making allowance for such variability, there is reason to believe
that the total incidence of the Jisease has decrehsed in the country
as a whole. For instance if the two ten-year periods, 1902-11 and
1982-41, are compared and due allowance is made for the increase in
the population of the country, the rates of mortality from smallpox.
per 100,000 of the population are seen to be 40 and 25 respectively.
Nevertheless, it is a matter for serious concern that The average num-
ber of deaths per year from smallpox for the period 1932-4T should
bave been as high as 70,000. The annual epidemiological reports
which are published by ‘the League of Nations show that the rate of
incidence of smallpox in - Indlﬁ, is the highest among all the countries
for which statistics are given.

128. Striking evidence of the fact that the vaccination campaiga
in the country has not so far been carried out effectively is that, of
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the total number of smallpox deaths at all ages, high proportions occur
among infants under one year of age and among children between
1 to 10 years. During the five-year period, 1987-41, deaths due to
smallpox among infants under one year, when expressed as per-
centages of the total mortality from this cause at all ages, ranged
from 12-1-t0.19-7 and, during the same period, the corresponding per-
centages for children between one and ten years.varied from 19-2 to
805. If effective primary vaccination is being enforced in the
country, it is children under ten who should have the highest measure
-of protection.

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

Qur Recommendations

180. Primary wvaccination and revaccination.—Primary vaccina-
tion was compulsory in 1941 in only about 81 per cent of the towns
and 62 per cent of the rural circles in British India. In the province
of Bombay primary vaccination was compulsory only in 4-9 per cen$
of the rural circles while in the North-West Frontier Province, the
United Provinces, Sind, Assam, Coorg and Ajmer-Merwara it was not
enforcible even in a single rural circle. Revaccination has been made
-compul§or'y as a routine measure only in the province of Madras.

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

182. The training of vaccinators, their recruitment and conditions
of service.—There is considerable variation in the provinces as regards
the training given to vaccinators, the methods of their recruitment
and their conditions of service. The duration of the training varies
trom 8 to 10 months and the salary paid to them ranges from a mini-
mum of Rs. 10/- per month in Bengal to a maximum of Rs. 50/- to &
first class vaccinator in Madras. In the provinces of Bihar and Orissa
‘the vaccinators employed in rural’areas are given no salary at all,
the fees they may realiss from the people for vaccinations carried out
in their homes being their sole remuneration. They are normally
-enghged for work only during the _vaccination season, October to
March. Such conditions of service cannot attract and keep the right
$ype of worker.

185. Thé lowest figure for the average number of vaccinations
performed in a year by a vaccinator was recorded in Bihar in 1989,
mnamely 1,520, as against an average of 2,951 for British India as a
whole” and the highest figure of 7,587 for the Punjab.

184. In the areas under our scheme vaccination against smallpox
should be one of the normal functions of the public health inspectors,
public health nurses and midwives employed in each primary unit
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and the employment of .a special class of vaccinators is not neces-
sary. Vaccination is only one of the many forms of specific protec-
tion against particular diseases-which the health department should
provide for the people, and the operation itself is so simple that there
is no"justification for the employment of a special staff for this pur-
pose. During the first year of the working of the programme the
total population of 40,000 in a primary unit should be vaccinated. For
this individual members of the staff mentioned above will be required

to devote only about 18 to 20 days of work. .

135. In the areas outside our scheme it is equally essential that
“an intensive vaccination campaign against smallpox should be orga-
nised without delay. An important step in this direction is an im-
provement in the training and conditions of service of vaceinators in
many provinces. The number of vaccinators employed will have to
be increased adequately and, baSings our recommendations on data
available from Madras, we have indicated how other provinces may
institute an effective campaign of primary vaccination and revaccina-

tion.

CHOLERA

136. Cholera is another preventible disease which takes a heavy
toll of life in the country and shows a wide range of variation in its
incidence from year to year. Some idea of this range of variation
may be obtained from the cholera mortality figures for the grovince
of Madras in 1939 and 1943. In the former the total deaths from the
disease numbered about 2,000, the lowest incidence recorded for 60
years. In 1943 it spread to every district in the provineg and the
registered mortality from this cause was 117,000. The incidence of
cholera varies from province to province, those in which its pre-
valence is high being Bengal, Madras, Bihar and the Central
Provinces and, to a smaller extent, Orissa and the United Provinces.

187. The measures required for the control of the disease fall
broadly into two groups, (a) those which are permanent and (2) those ,
which are of a temporary nature. The former inclyde the follow-

mng:—
(1) the provision of protected water supplies;
(2) the satisfactory disposal of nightsoil so as to prevent the
possibility of contamination, by infective material, of
food and water supplies and .

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

In regard to each of these the position in India today is far from
satisfactory. Protected water supplies are available only in the larger
towns and cities and they serve only small proportions of the popula-
tion in individual provinces. Provision for the proper collection and

.disposal of nightsoil is quite inadequate in rural areas and in the
majority of urban centres, includihg many towns and even certain
cities. The sanitary conftrol exercised over the production, distribu-
tion and sale of food léaves much to be desired in all parts of the

country. ’
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138. Anticholera measures of a temporary nature. are of special

value when an outbreak of the disease takes place. These include;—
(1) isolation and treatment of patients;

(2) disinfection of infective material and

(8) immunisation of the people by anticholera inoculation.

As regards (1) and (2) above little or no effective action,is being
taken in most parts of the country, particularly in the rural areas.
Isolation hospitals are few'in number afld even those that exist are
far from satisfactory as regards their staffing and equipment. A
regards anticholers inoculation, the popularity of this measure has
been a process of steady grqwth. The people have come to recognise
its value and are, broadly-speaking, willing to accept. inoculation when
an outbreak of the disease- takes place. .

7

Our 'Recommendations

139. Permanent measures.—We have suggested,‘in the chapters.
dealing with water supply and general sanitation, comprehensive pro-
grammes of development of urban and rural water supply and night-
sofl disposal systems. In providing these basic facilities for sanitary
improvement, Provincial Governments should direct that, in fixing
priority, consideration should be given to the incidence of cholera in
individual towns and villages. In this way, the main centres of
cholera prevalence can be brought under effective control and ihe
spread of the disease from such sources of infection prevented.
Simultaneously with these improvements the gradual extension, over
the country as a whole, of the health organisation.we have recom-
mended should help to introduce a’large measure of control over the
food of the people so ag to ensure freedom from contamination. There
will also be a rise in the general level of environmental hygiene. The
combined effect of all thgse measures is bound to be a marked reduec-
tion in the incidence of cholera and other bowel diseases.

140. Temporary measures.—The temporary measures we have in-
dicated above should be carried out by the primary unit staff as effec-
tively as possible.  The active assistance of the members of the.
Village Health Committees would prove invalnable in enforcing these
measures. - «

Pilgrim Centres

141. Pilgrim-centres have, in the past, played an important .part
in the spread of cholera. The adoption of special measures for safe-
guarding the health of pilgrim centres has now became an established
practice in the” country. Tn addition it has been found useful to
enforce the compulsory inoculation of persons against cholera before
they are permitted to attend such festivals. At the insbance of &
Cenjral Advisory Board of Health this measure has been carried out
by a certain number of Prgvincial Govemmenbs in selected festival
centres with encouraging results. The addption. of this measure on
a wide scale should prove to_be an additional precaution against fhe
possiblity of outbreaks of cholera starting in festival centres. -

PLAGUE

142. The hijstory of plague in recent times dafes from 1896 when
it was introduced into the seaport of Bombay from China and spread
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rapidly over very large parts of the country. In 1904 deaths from
this disease reached the very high figure of nearly 1,150,000. Since
then there has been a considerable reduction in the incidence of
plague, the average annual mortality from this cause during 1939-41
being only about 19,350.

143. Plague is primarily a disease of certain rodents and human
infection on an appreciable scale takes place only under conditions
favouring close association between man and such rodents. In India
the animal is the rat while, in other countries, the reservoirs of plague
infection are certain other rodents. Man becomes infected from such
.animals through the bite of the fleas which live and feed on these
-animals.

144. Plague appears in two forms, bubonic and pneumonic, the
latter being the more severe of the two. The rate of mortality in
ibubonic plague may be as high as 60 to 70 per cent among those
who are attacked, while that for pneumonic plague is practically cent
Per cent.

145. Although the incidence of the disease has become very much
weduced\ within recent years, the Director of the Haffkine Institute.
Bombay, has pointed out that certain endemic areas exist in different
‘parts of the country and that they constitute a constant threat in as
‘much as, under favourable conditions, plague may spread from these
-centres to other parts of India. These centres are situated in cool
and moderately damp areas from the Himalayas in the north 4hrough
«Central and Eastern India to the Deccan and the province of Madras.
*Our Recommendations

146. The measures against the disease should mainly be directed
.against the rat as the primary reservoir of infection from which the
«disease spreads-to man. The keeping down of the rat population in
inhabited areas, particularly in the endemic centres of plague, is
‘therefore an important preventive measure. Rat¢’ grow in numbers
in human dwellings only when they can secure food and adequate
'protection. The elimination of these conditions is therefore the pur-
‘pose to be kept in view. The systematic destruction of rats by various
‘methods is also another important measure which should be generally
-adopted.

147, The steps to be taken for rendering the conditions in resi-
dential areas unfavourable to the growth of the rat populdtion include
«(a) the construction of rat proof dwellings and rat proof grain stores
-and railway godowns, (b) control over the location of certain trades
-and industries which attract rats and (c) an improvement of the
general sanitary condition of the towns and yillages. as the throwing
-of garbage in .public places éncourages the breeding of rats by pro-
viding them with food. Our recommendations cover all these steps.

“Treatment of Plague 3

148. Till recently, there was no specific treatment for plague and
‘the efforts of the physician were mainly directed towards giving relief
e the patient and fo the keening up of his strength. A few years ago
the Director, Haffkine Institute. prepared a serum which, on field
trial, was established to be definitely more effective than the ordinary
form of treatment. Sulphapyridin and sulphathiazole have also heen
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found to be useful in the treatment of plague. Of the two, sulpha-
thiazole is considered the better drug because its effectiveness is pro-
bably a little higher and its toxicity less.

LEPROSY

149. The number of persons suffering from leprosy in the world
has been estimated as somewhere sbout five millions and, of these,
leprosy patients in India are believed to be at least a million. ‘‘There
is a belt of high incidence including the whole of the east-coast and
the south peninsula, including West Bengal, South Bihar, Orissa,
Madras, Travancore and Cochin. In the central parts of India the
incidence tends to be lower but there are some foci of higher inci-
dence. There is a belt of moderate incidence in the Himalayan fook
hills, running across the north of India, while in most of the north-
west of India there is very little leprosy.’’*

150. In the highly endemic areas its incidence may range frorr
two to five per cent of the population and, in restricted areas, it may
even be as high as 10 to 15 per cent. In the non-endemic regions of
North-Western India, on the other hand, large areas may show no
cases at all while the general level of incidence is stated to be as low
as 0'01 per cent or one per ten thousand of the population.

151. Cases of leprosy are broadly divided into two groups, the
“neural’”” and ‘‘lepromatous’ types. The former constitutes the
“benign’’ form of leprosy and the other the more severe and infectious
type. While for the country as a whole the proportion of lepromatous:
cases is estimated at about 20 per cent of leprosy patients, there are
areas where the proportion of this severer type is as low as 4 per cent
and others in which it rises even to 50 per cent. In estimating the
importance of leprosy as a public health problem the rate of incidence
and the relative proportion of the lepromatous type should both be
taken into consideration.

Our Recommendations
152. In order to promote antileprosy work on proper lines we put
forward the following proposals for the short-term programme:—
(a) the creation of provincial leprosy organisations;
{b) an inerease of the existing provision for institutional treat-
ment of out-patients and in-patients;
(c) development of group isolation colonies;
(d) substantial financial help to voluntary organisations engaged
in antileprosy work and
(e) the establishment of a Central Leprosy Institute.
The Provincial Leprosy Organisation
153. Ag a preliminary step towards organising antileprosy work on
sound lines a leprosy organisation should be created at the head-
quarters of each province, in which the disease is a definite public
health problem, thjs organisation being made an integral part of the
provincial health service. At its head will be the Provincial Leprosy

* Report on Leprosy and its control in India (1941) by the Special
Committee appointed by the Central Advisory Board of Health,
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Officer, who will be responsible for organising antileprosy work in all
its branches.

An Increase of the Existing Provision for Institutional Treatment

154, The leprosy clinic is an important link in the chain of mea-
sures for the control of the disease and it should perform the dual
role of providing remedial and preventive care to the people in the
same manner that the tuberculosis clinic does in the campaign againsg
that disease. A start should be made by providing a properly
equipped and staffed leprosy clinic in association with every secondary
health centre hospital. Existing leprosy clinics require to be staffed
and equipped properly in order to improve the quality of the work
that they are doing

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

Development of Group Isolation

156. An adequate expansion of institutional facilities so as to
provide for the isolation of all the infective patients in the country
can hardly be expected to materialise for a very long time to come.
The possibiliby of developing group isolation therefore requires serious
investigation. Certain points to remember in this connection are
that the period of isolation will be long, perhaps years, that provision
should be made for medical care although it may not be of a very
high standard, that the scheme, if it is to be widely adopted, should
be sufficiently cheap to suit the economic level of the country and
that provision shculd be made to promote corporate life in the
isolated community and to enable the more able-bodied members of
it to work and contribute towards the maintenance of the colony.

157. Certain experiments for developing isolation colonies have
already been carried out in this country and are being projected in
the near future. Tocal conditions vary considerably in different parts
of the country and we consider that group isolation colonies should
be developed in all the more important areas where leprosy is a health
problem. We have suggested an annual expenditure of Rs. 8 lakhs.
on the development of such colonies during the first ten years.

TFinancial Help to Voluntary Organisations

158. Missionary bodies have so far confributed much more to the
development of antileprosy work in India than public suthorities. For
instance, it is understood that a little over 10,000 beds out of a total
of 14,000 in the country are maintained in missionary institutions.
In addition to a wide expansion of measures against the disease
under the auspices of the Governments and of local health authorities,
it will be necessary for voluntary effort to continue unabated in this
field and we have therefore recommended provision to the extent of
RBs. 1875 lakhs during the first ten years to sibsidise such effort.

‘The Central Leprosy Institute

159. We consider it necessary that a Central Leprosy Institute
should be established, its main functions being (1) the training of
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leprosy workers, (2) the active promotion of research in the subject
and (3) the development of an information service providing the latest
information regarding the freatment of the disease and antileprosy

work in general for the benefit of Governments and organisations
interested in leprosy in India.

VENEREAL DISEASES

160. The incidence of venereal diseases in India is unknown. A
survey (the results of which were ‘published in 1988) by Sir J phn
Megaw, a former Director General of the Indian Medical Service,
regarding the incidence of syphilis and gonorrhoes in this country
showed that the rate of their total incidence was somewhere near,
87 per 1,000 of the population.” This is a sufficiently high figure to
point to the urgent need for fuller investigation as well ‘as for the
starting of a campaign against them on as extensive a scale as
circumstances would permit. Their importance from the point of
view of producing sickness and incapacitation cannot be over-em-
phasised. Both syphilis and gonorrhoea are responsible for much
blindness. Of the two, syphilis is the more important. If not treated
in time and adequately, it produces degenerative changes of a varied
«character in the internal organs of the body and, in a certain number
of cases, it also causes the condition known as the general paralysis
of the insane. The disease is transmissible from parent to offspring
and is responsible for a considerable proportion of the abortions and
rremature births that take place. Syphilis aceounts also for a large
amount of mental deficiency. Gonorrhoea, in its turn, contributes,
to ill-health through joint troubles and various conditions affecting
the genito-urinary organs in both sexes. In women it may produce
sterility.

'Our Recommendations

_ 161. The measures which are necessary for the control of these
diseases may be divided into two broad groups, namely, (1) Shose
which provide the best available forms of medical care, preventive

and curative, and (2) those which are designed to discourage pro-
miscuity.and to_control prostitution.

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

163. Measures designed to discourage promiscuity in the com-
munity and to control prostitution are obviously more difficult to
devise and enforce than the medical measures recommended above.
Education in a wide sense of the term, so as to promote the growth
of the individual’s moral sense and of his responsibility towards him-
self and the community, and sex education intended to create a
correct appreciation of the problems of sex relationship and to impart
knowledge regarding the spread of venereal diseases and the dangers
that arise from them, must together provide the conditions essential
o secure the success of any attempt to control indiseriminate sexual
intercourse, whether it be in the restricted field of prostitution or
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outside it. We have proposed the gradual provision of sex education
to all sections of the community, such provision starting first with
teachers in training schools and colleges and, through them, extend-
ing to school children and college students. Steps for controlling
prostitution are also suggested. These include the enforcement of
severe penalties on those who keep brothels and on landlords who
promote the use of their premises for this purpose. As regards the
prostitute, our recommendations are intended to provide her with
adequate medical treatment for venereal diseases as well as to help
her, through educative work, to return to the normal mode of life.

HOOK-WORM DISEASE

164. The hook-worm produces its harmful effect on the human
host by the loss of blood it causes through feeding on him, Ly
irritation of the bowels which it produces and the resulting distur-
bance of the digestive function and by the secretion of a poisonous
substance which prevents the clotting of blood and thus promotes
bleeding. The disease is widely prevalent in India. The labour
ropulations in Assam and certain parts of South India and of the
plantations in Coorg are heavily affected as well as the general popu-
lation of certain parts of Travancore, Malabar and South Kanara.
Varying intensities of infestation are found in the provinces of Bengal,
Bihar, Orissa, the eastern portion of the Central Provinces, some
parts of the United Provinces and the Punjab and on the east coasf
of Madras. The North-West Frontier Province, Rajputana, Sind,
Kathiawar, Central India States, Hyderabad, Deccan and Mysore
State are practigally free.

165. Our recommendations regarding the provision of adequate
arrangements for nightsoil conservancy in rural and urban areas will,
if implemented, constitute an important step towards the control
of hook-worm disease. Soil pollution through human excrefa and
the habit of walking barefoot constitute the two main factors respon-
sible for its spread. What is therefore needed is that the people
should be taught how to render these factors inoperative. The health
education campaign, which we hope will be conducted in the schools
and colleges and among the general population as an essential part
of our programme, should help materially towards this end. In the
meantime mass treatment, by the administration of the appropriate
drugs, should be carried out among the heavily infested groups of the
population. The simultaneous development of a system of nightsoil
conservancy for such communities, on lines suited to local conditions,
is also necessary.

FILARIASIS

166. The disease leads to the permanent swelling of the legs and
cerbain other parts of the body, besides causing recurring attacks of
fever and inflammation of the lymphatic system. It ig responsible
for a considerable amount of preventible suffering and disability,
although it does not cause death.

167. Bengal is the most heavily affected province in India. The
incidence of filariasis is high in the western disfricts of this province
and its intensity gradualiy decreases eastwards and northwards. The
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GUINEA-WORM DISEA SE—CANCER

Chittagong Hill Tracts and the northern districts of J alpaiguri and
Darjeeling are free. In Assam the disease is present in many
districts, although its intensity is lower than in Bengal. In Bihar its
incidence is relatively high in the Gangetic plain and in Orissa in the
coastal districts. In Madras areas of moderate prevalence exist in
the districts of Tanjore, Kistna, Godavari and Vizagapatam and in
Saidapet near Madras City, while the coastal tracts of Malabar and
South Kanara districts and of the Indian States of Travancore and
Cochin show areas of high incidence.

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

GUINEA-WORM DISEASE

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

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

CANCER

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

172. Our proposals for the short-term programme are:—

(1) Provision for radium and for deep x-ray treatments should
be made, in addition to existing centres for such treat-
ments, at all the hospitals associated with the present
medical colleges and with those which will be established
during the short-term programme. The centres &b
which such facilities are now available are shown in
Appendix 20 of Volume IIT of the report.

(2) In addition to the Tata Memorial Cancer Research Hospital
at Bombay, three more institutions for promoting
advanced research and teaching in the subject are
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needed to serve North-Western, Eastern and Southern
India respectively.

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

MENTAL DISEASES AND MENTAL DEFICIENCY

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

174. Mental deficiency is ascribed, on the other hand, to a
hereditary or congenital taint or to some accident or illness oceurring,
just before or soon after birth. Although the condition is generally
regarded as incurable, by proper care and supervision the majority
of defectives can be made to lead useful but segregated lives, and:
they can also be prevented from becoming ecriminals and, in the
case of girls, social menaces.

175. In England and Wales there were, at the beginning of 1987,
about 129,750 patients under treatment in menbal hospital, &
proportion of 3.2 mental patients per thousand of the population.
In America, the annual admission rate bhas varied from 5 to S per
thousand in different years and in different States. In India there
is no reason to believe that the rate of incidence of mental -diseases-
is in any way less than those for Fingland and the United States.
While certain factors which are operative in those countries may
not affect India to the same extent, other factors such as chronic
starvation or under-nutrition, tropical fevers, anaemias and frequen§
childbirth in women, who are unfit for motherhood, are responsible
for large numbers of mental breakdown in this country. In view of
these considerations, even if the proportion of mental patients be
taken as 2 per thousand of the population in India, hospital accom-
modation should be available for at least 800,000 mental patients as-
against the existing provision of a little over 10,000 beds for the
country as a whole. In India the existing number of mental hospital
beds is in the ratio of one bed to about 40,000 of the population
(taking the present population of the country as 400 millions) while,
in England, the corresponding ratio is approximately one bed to 800
of the population.

176. As regards the possible numbers of persons suffering from
varying degrees of mental disorder, who may not require hospitalisa-
tion and vet should receive treatment, and of those suffering from
mental deficiency, it seems almost certain that the numbers are:
likely to run into several millions in this country, if the rate of inei-
dence in England or America can be taken as even an approximabe-
guide for making estimates for India.

Our Pidposals

177. As against this background of mental ill-health the existing
provision for the medical eare of such patients is altogether inadequate-
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MENTAL DISEASES AND MENTAL DEFICIENCY

and unsatisfactory. We therefore make the following recommenda-
tions for the short term programme:—

(a) the creation of mental health organisations as part of the

establishments under the Director Genera]l of Health.

Services at the Centre and of the Provincial Directors-

of Health Services;

(b) the improvement of the existing 17 inental hospitals in:
British India and the establishment of two new insti-
tutions during the first five years and of five more
during the next five years;

{c) the provision of facilities for training in mental health for
medical men in India and abroad and for ancillary

personnel in India and

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

178. (a) The creation of mental health organisations as part of;
the establishments under the Director General of Health Services:
at the Centre and of the Provincial Directors of Health Services.-—
The creation of mental health organisations as part of the establish-
ments of the Director General of Health Services at the Centre and
of the Provinecial Directors of Health Services is, in our view, of
such great importance that we have placed it first among our recom-
mendations. So little information is available regarding the inci-
dence of mental ill-health in the country and the developments im
this field of health administration, even in the more progressive
countries, are so recent that we feel we shall not be justified in
attempting to make detailed recommendations regarding the mental
health organisation which the country requires. We must leave
thig task to the health departments with the guidance of the speciul~

ists, whose appointment we have suggested.

179. (b) The improvement of the existing 17 mental hospitals
and the establishment of two new institutions during the first five
years and of five more during the next five years.—Radical improve-
ments should be made in the existing mental hospitals in order to
make them conform to modern standards. Provision should also
be made for all the newer methods of diagnosis and treatment. Apart
from such remodelling of existing mental hLospitals we recommend
the creation of 7 new institutions during the short-terin programme,
of which at least two should be established as early as possible
during the first five-year period.

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

We have also made proposals for developing training facilities for
mon-medical mental personnel, including such workers as occupa-
tional therapists, psychiatric social workers, psychologists, nursing
staff and male and female ward attendants.

181. (d) The establishment of a Department of Mental Health
in the proposed All--India Medical Institute.—This Department is
«calculated to promote (1) the development of facilities for the under-
graduate and postgraduate training of doctors in all branches of
psychological medicine and the demonstration to the provincial autho-
rities of the standards to be aimed at when similar facilities are
created by these authorities in their own territories, (2) the promotion
of research in the field of mental health and (8) participation in the

organisation of a mental health programme for the ares in which the
Institute is located.

ENVIRONMENTAL HYGIENE

182. Under this head we deal with the subjects of (a) town and
village planning, (b) housing, rural and urban, (¢) water supply, (d)
general sanitation, including conservancy and drainage, (e) river and
beach pollution, (f) control of insects, rodents and other vectors of
disease ard (g) control of trades dangerous and offensive to the com-
munity.

TOWN AND VILLAGE PLANNING

183. Most of the populated rural and urban centres in the country
have ,grown up in the past without due regard to the principles of
planning. In the postwar period new large scale industrial develop-
ments, the execution of large public works and other activities will,
in all probability, help to create new townships and settlements and
thus further the process of urbanisation. It is, therefore, essential
to regulate the growth of towns in accordance with the principles of
sound town planning, to make a determined effort to eradicate exist-
ing slums and to prevent conditions in which they can again grow
and thrive.

Our Recommendations

184. (1) A Ministry of Housing and Town and Village Planning
should be established in each province as only in this way can the
subject receive the attention which it demands. At the centre we
are not suggesting the creation of such a Ministry because the direct
responsibility for planning and execution will rest with Provincial
Governments. But there should be at the Centre an expert in town
planning who, for the purpose of administration, may be attached
to the establishment of the Director General of Health Services
under the Ministry of Health. This officer should be the consultant
to other departments of Government such as the Railways and Posts
and Telegraphs. All requests from the provinces for financial supporb
from the Centre in respect of their town and country planning
schemes should be scrutinised by him from ‘the technical poiut of
view. The Central Directorate of Town and Village Planning should
2lso function as an information bureau for town planners throughout
the country.

50



TOWN AND VILLAGE PLANNING

185. The Provincial Ministry of Housing and Town and Village
Planning should have a technical expert as its adviser, who may be
called the Director of Town and Village Planning, with suitable
subordinate staff under him. All loeal authorities, improvement
trusts, building societies, industrial organisations, private estate
development concerns and government departments should submit
their schemes for such development or slum eclearance, if they come
within certain prescribed standards, to the Provincial Ministry of
Housing and Town and Village Planning for previous sanction. The
Director of Town and Village Planning will be responsible for the
technical scrutiny of all these schemes,

Town and Village Planning Legislation

186. Legislation to regulate planning in respect of towns exists
in the provineces of Madras, Bombay, the Punjab and the United
Provinces. But, as far as we are aware, no such provision exists in
respect of rural areas. We consider that legislation should be enact-
ed in all the provinces on a fairly uniform basis and that it should
jnclude, within its scope, both urban and rural areas. We therefore
suggest that the Central Government should, in consultation with
town planning experts, draw up model legislation and recommend
its adoption by the provinces or, with their approval, secure the
enactment of an all-India measure. In either case, the proposed
legislation should include all the requirements that modern concep-
tions regarding town and village planning would suggest for
incorporation.

Planning in Urban and Rural Areas

187. Large cities.—In some of the larger and more congested
cities in India improvement trusts have been engaged, for some time,
in slum clearance and the improvement of housing. The results
have not, however, been satisfactory in a number of cases, because
cleared areas resulting from costly demolition operations have been
sllowed to be built over without adequate control. The existing legal
and administrative procedure should, where necessary, be so modi-
fied as to ensure that such undesirable developmenis are not
permitted to continue. "We recommend that improvement ftrusts
should be established in all the larger cities of the country for dealing
-with slum clearance and rehousing problems. One of the handicaps
from which existing improvement trusts suffer is lack of technical
assistance. Every trust should be required to employ a town planner
-on its staff as soon as trained personnel of this class becomes avail-
able in sufficient numbers.

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

town planner.
189. Rural areas.—In the early stages of our programme it will

be difficult to extend planning operations into the rural areas as a
whole. During this period, attention may be confined to the lay-oub
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of new villages which may be established as the result of devciop-
ments in industry, mining, agriculture or the settlement of demobi-~
lised personnel. In the case of all new villages, the Provincial
Director of Town and Village Planning should be consulted before-
hand by the department concerned and he should design the lay-out.

Location of Industry

190. The haphazard location of industries in inhabited areas must
be controlled by proper legislation. Legal provision exists in certain.
provincial Local Self-government Acts for enabling the local authority
to regulate their location within their areas. We desire to see ade-
quate provision for controlling the location of industry included in
the proposed model legislation for town and village planning. Our
suggestion that the lay-out of any new industry should be submitted
to the Ministry of Housing and Town and Village DPlanning for
previous approval should also apply to residential accommodation
provided for industrial workers. A colony for such workers should.
not be permitted on a temporary basis for a longer period than three:
years and, even during this period, adequate provision should be:
made for such amenities as roads, water, drainage, sanitation and.
lighting.

Training Facilities for Town Planners

191. We make two recommendations. One is that a certain
number of selected individuals should be sen$ to Europe and America.
for training in the subject. The other ig that town planning experts-
from abroad should, if necessary, be recruited on short-term con-
tracts and that training centres should be set up at least in a few
universities in the eountry.

HOUSING, RURAL AND URBAN

192. Housing conditions in India present a deplorable picture.
The impressions that we gained during our tours indicate exiremely
unsatistactory conditions of housing in some rural and urban areas
and, in particular, appalling conditions of overcrowding in industrial
centres. The single room tenement is a common feature of even.
many of the more recently constructed housing accommodation in.
industrial areas. Such tenements often house more than one family
and, in any case, have to serve as living room, kitchen and bed.
room. The sanitation of these dwellings is usually inadequate and-
of a very rudimentary nature. Thousands of workers have been.
drawn to these industrial centres by new war industries or by the
expansion of old ones, but little attempt has been made to provide-
the additional accommodation required. The result is that conditions-
in Calcutta, Bombay, Madras and Cawnpore, to mention only a few
cases, are indescribable and intolerable. Thousands are without any
home or shelter and have to live and sleep on pavements, verandahs,.
open spaces, under trees, in cow sheds or in any temporary shelter..

Recent Housing Developments in Western Countries

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

Our Recommendations

194. In India a long-term policy, comprehensive in scope and!
modern in outlook, is essential for a satisfactory solution of the
housing problem. The objective to be attained is the creation of
hygieniec houses in adequate numbers and of adequate size, in
‘‘sanitated’’ areas equipped with all the facilities necessary for com-
munity life. In the execution of the housing programme Govern-
ments and public authorities should perform the foliowing
functions: —

(i) the planning, execution and regulation of housing pro-
grammes, including participation by local authorities-
and improvement frusts in house construction and
maintenance;

(ii) the grant of financial assistance by long-term loans at low
rates of interest, or grants-in-aid;
(iii) the prescription and enforcement of standards and

(iv) the promotion of housing research.

195. Functions of the Provincial Governments.—Upon Provincial
Governments must rest the primary responsibility for dealing with
housing and town and village planning. The housing of the people is
essentialiy a State responsibility. It may, of course, be delegated
under suitable conditions and in defined areas, to local bodies or-
public authorities such as improvement frusts. Elsewhere it will be
necessary to utilise every available agency if a comprehensive pro-
gramme is to be planned and executed within a reasonable time.
Provinecial Governments should consider the establishment of a statu--
tory body, under the direction and control of the Ministry of Housing;
and Town and Village Planning, with financial resources and power
to plan and execute a province-wide house construction and town and
village development programme on a 20—30 year plan, in five yearly
stages. The Provincial Ministry of Health is deeply coucerned in
the proper execution of any housing schemes and should be respons-
ible for the control and enforcement of minimum standards in the
design and construetion, not only of houses but also of environmental’
amenities, such as water supply, sanitation and recreation. The
two Ministries must work in close co-operation with one another and
the staff of the Ministry of Health must, at all stages, be in contact
with those who are responsible for the execution of housing schemes-
and town and village planning.

196. Functions of the Local Authority.—Our recommendations-
for provincial and district health administration will, if implemented,
establish certain new local authorities in the place of existing ones.
We visualise the creation of separate distriet organisations to deal’
with health, education, public works and communications, in order-
to provide more favourable conditions for efficient administration. In

53



SUMMARY

carrying out a province-wide housing and planning policy in urban and
rural areas, the work of enforcement of standards, from the health
point of view, will fall upon the district health organisation and its
officers. On the other hand, the actual construction and maintenance
of housing colonies will be carried out by the district agency which
-deals with public works and which, in this connection, will be -inder
the control of the Ministry of Housing and Town and Village
Planning or the authority to which the Ministry has delegated its
powers.

197. 'Housing standards.—We have set oub certain general recom-
mendations regarding the minimum standards to be prescribed for all
houses built under public or private auspices. For details regarding
these standards reference may be made to paragraphs 25 to 33 of
-chapter XIIT of Volume II of our report.

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

Housing for the Lower Income Groups’

199. We believe that an India-wide housing programme should
give first priority to the needs of the lower income groups of the
population. It is not easy to fix an upper limit of income suitable
for all provinces. In the South it might be Rs. 100 tc 150 a month
and in the North Rs. 150 to 250- The limit would have to be fixed
by each Provincial Government.

200. Urban areas.—In many towns and cities industrial workers
live interspersed with the general population and the housing prob-
lem must therefore be considered for the community as s whole and
not for industrial workers only, bearing in mind the income levels
we have suggested for defining the working class population. We
believe that future developments in the housing sphere will be regu-
lated on proper lines if such developments are undertaken wunder
public auspices, particularly in the larger urban centres. We have
already said that the responsibility for providing houses for the
people rests on the Governments of the country. TLocal authorities
and industries should, no doubt, bear their share of the cost, but the
Btate cannot escape the fundamental responsibility.

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

new houses and any increase in the existing rents in the case of
housing improvement,

WATER SUPPLY

202. According to the 1939 report of the Public Health Commis-
sioner with the Government of India only 258 towns out of a total
of 1,471 towns of all sizes in British India possessed protected water
supplies. The population served by these was about 12.7 millions
or 48.7 per cent. of the aggregate population of all the towns, but

only 4'5 per cent. of the total estimated population of British India
in that year.

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

Our Proposals

203. A vigorous policy should be adopted immediately by Govern--
ments for the development of a water supply programme, whick
should aim at providing the entire population under their charge with
safe water for drinking and domestic purposes within a period of
about 85 years. The initiation of the scheme should not be left to
local authorities and sufficient funds should be made available to
complete the programme within this period. Technical bodies, whick
may be designated Central and Provincial Water and Drainage
Boards, should be established in order to assist Governments in the
planning and execution of water and drainage schemes on a compre-
hensive scale.

204. Functions of Water and Drainage Boards, Central and Pro-
vincial.—The Central Board will perform the dual task of carrying
out, in the Central Administered Areas, the same duties which the
Provincial Board will perform in its own territory as well as of deal-
ing with various matters of interest and importance to more than .
one province, such as the conservation of water on an all-India
basis and inter-provincial problems of drainage and river pollution.
In addition, the Central Board will assist the Central Government in
carrying out its general policy of promoting co-ordinated effort-in the
provinces and of giving financial aid and technical advice in the fur-
therance of their water and drainage schemes.

205. The more important among the functions to be performed
by the Central and Provincial Boards in their respective areas include
(1) the conservation of the available sources of water in their respec-
tive territories and its allocation to the different needs of the com-
munity, (2) the general planning of water supply and drainage
schemes and the preparation of a priority list in respect of such
schemes, (8) various technical matters such as the standards to be
prescribed for the purification of water and sewage, the training and
vegistration of water operators and the investigation of special local
problems such as the purification of trade wastes, removal of fluorides,

ete., and (4) the recommending of grants to the Governments concern-
ed for water and drainage schemes.

Water Conservation on an Inter-provincial Basis

206. The importance of this question was forcibly brought to our
notice by the Superintending Engineer, Public Health Engineering
Department, the United Provinces. He said ‘“the depletion of the

main rivers in this province, particularly the Jumna and the Ganges,
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by the wholesale extraction of large quantities of water by the Irri-
gation Departments of the Punjab and the United Provinces, has
had very serious repercussions on the water supply of several large
towns in this province, particularly Agra and Cawnpore.’”’ He also
pointed out that it has aggravated another problem, namely, large
scale river pollution from trade wastes.

207. The question of conserving all the available sources of water
throughout the country and of so allocating the supply, from a com-
‘mon source, to meet the reasonable demands of individual provinces
«oncerned, is of paramount importance from the standpoint of the
health and general welfare of the people and we have come to the
conclusion that this matter calls for special consideration. Where
an urgent decision on such a matter is required, the Central Govern-
ment should be empowered to give a temporary decision which should
be binding on the provinces concerned, until a final settlement is
reached through the award of an Arbitration Board or any other
suitable body to which reference should be made with the least prac-
ticable delay. We consider that the same procedure should apply to
‘inter-provincial problems of river pollution by trade wastes and sewage,
Even when an urgent decision has to be taken by the Central Govern-
ment we consider it necessary that such decision should be taken
only after consulting the Central Water and Drainage Board and the
Central Board -of Health in regard to the technical and administra-
tive aspects of the question.* -

208. As regards the other subjects included wunder the heading
“*Environmental hygiene’’ such as general sanitation, river and beach
pollution, control of insects, rodents and other vectors of disease etc.,
‘we have set out detailed proposals in the relevant portions of chap-
ter XIV of Volume II. These, if implemented, will, it is anticipated,
‘make for a considerable improvement of the existing unsatisfactory

© state of affairs.
QUARANTINE

‘International Quarantine

209. As regards international quarantine two aspects require con-
sideration. Omne is prevention of the export of infection in respect
«of the diseases recognised under the International Sanitary Conven-
tions and the other is that of protecting India from the possible in-
4roduction of diseases such as yellow fever, sleeping sickness and
.others from which the country is at present free. In regard to both
-the measures now enforced in India are considered reasonably com-

-plete and satisfactory.

210. The ratification of international treaties should be one among
-a small group of subjects in respect of which the Centre should be
given the power to compel a province to fall in line with the other
provinces. The fact that international air lines pass through different
-provinces in the country necessitates action on common lines in
respect of the health requirements of airports and their surrounding

*Mr- P, N. Sapru does not agree with the above recommendations for deal
ing with thege difficult problems. He has dealt with his view in a note which
is appended to chapter XIV of Volums IT of our report. The views of the rest
.of tﬁe Committee on Mr. Sapru’s note will be found in paragraph 22 of the same

«hapter.
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.areas and it is therefore essential that the Central Government should
be able to carry out a common policy throughout India.

Internal Quarantine

211. Internal quarantine is concerned with the enforcement of
measures designed to control the spread of infectious diseases be-
tween neighbouring units of administration, namely, the provinces
and Indian States. We make the following recommendations: —

212. (1) The Central Government should be responsible for the
enforcement of all measures necessary to prevent the inter-provinecial
spread of infectious disease. In this connection India may well
follow the practice which is in existence in the United States of
America. In that country ‘“the Federal Health Service has control
of sanitation in interstate traffic’’ including supervision of the sani-
tary facilities on all interstate vehicles. The Federal Government
also assists the States in the control of communicable diseases within
their own territories, if desired to do so.” The Central Government
in this country should be similarly empowered to control the inter-
provincial spread of epidemic diseases.

218. (2) The Central Board of Health should draw up, in consul-
‘tation with the health advisers at the Centre and in the Provinces,
a memorandum of instructions to be followed by the Central and
Provincial health departments in order to promote the effective con-
trol of the spread of infectious diseases. The whole field of possible
.co-operation should be examined on a wide basis and a common
‘programme of action drawn up under the auspices of the Board.

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

215. (4) The measures described above for the enforcement of
internal quarantine ean hardly be effective without the active parti-
cipation of Indian States. Such participation can be of value only
if those States possess a reasonably good health organisation. The
more important of the States probably satisfy this condition. If, in
the beginning, even these can be brought into the scheme by mutual
arrangements between British India and the States, the range of
activity of the internal quarantine organisation and its effectiveness
will have been greatly increased.

VITAL STATISTICS

216. Errors in existing vital statistics in India fall under three
heads, (1) incompleteness in the recording of the events, (2) inaccu-
racy of the registered cause of death and (8) faulty compilation.
Registration of vital statistics in all municipalities is, generally
speaking, a function of the municipal public health department. In
the rural areas, in most provinces the Registrar is the police officer
in charge of the thana (police station) and the person responsible for
reporting births, deaths and cases.of notifiable diseases from indivi-
dual villages is the chowkidar, who is perhaps the lowest grade of
public servant and is generally illiterate. In the province of Madras
the Registrar is the headman of each village.
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217. The recorded vital statistics are passed on, through a series
of officers, to the Director of Public Health in each province. Com-
pilation of the data is carried out at the different stages of fTransmis-
sion. Madras forms an exception to this general statement. Here
the number of intermediary stages has been reduced, the village head-
man passing on his report to the Tahsildar of the taluk in which the
village is situated and the latter sending it directly to the Director
of Public Health. Compilation of the data for the whole province.
has been centralised in the office of the latter officer. This system
has been found to be satisfactory and has been recommended to other
provinces by the Central Advisory Board of Health.

RECOMMENDATIONS
The Areas served by our short-term Programme

218. The creation of four negistration offices in each primary
unit.—The placing of the registering authority as close as possible to
the people is desirable in order to improve vital statistics. We there-
fore recommend the establishment of four registration offices in each
primary unit, one of these being at the headquarters of the unit.
The public health nurses and midwives should be made Registrars
of Births and Deaths and should be responsible for ensuring that
these offices are kept open on the required dates and during the
stated hours.

219. All the members of the public health staff employed in the
primary unit should systematically check the birth and death regis-
ters by house to house enquiry, when they visit villages on their
routine duties. In addition, we anticipate that the village commit-
tees we have suggested will help to bring on record events which
might escape the notice of the ghowkidar as well as to awaken, in
the villagers, a sense of personal responsibility in regard to regis-
tration.

The Areas outside our Short-term Programme

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

Certain Other Proposals

221. (a) House lists in villages and sample surveys.—We recom-
mend the preparation and maintenance of house lists for individual
villages. The list should contain information regarding the name,
date of birth and sex of the head of the family and of every normal
resident of the house. 1t should be made obligatory on the house-
holder to give the information required for the filling of the house
list, should he be asked by the appropriate authority to do so.

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

222. (b) The provision of adequate incentive to the people for the
registration of births and deaths.—An effective method of stimulating
interest in the people for the registration of vital statistics will be
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by creating conditions requiring, in an increasing degree, the pro-
duction of proof of age, community, parentage ete. If courts, schools
ete. could be induced to insist on the production of birth and death
certificates the public will begin to feel the necessity for registering
births and deaths in their own interest.

228. (c) Compulsory registration of wvital statistics.——fn the areas
in which our scheme will be infroduced registration of vital statis-
tics should be made compulsory along with the introduction of the
scheme, wherever such provision does mot already exist. In other
areas compulsion should be introduced gradually. The enforcement
of the law through the prosecution of offenders is essential if definite
improvement is to be secured.

Admmistrative Organisation

324. The central organisation.—We recommend the appointment
of an officer with the title of Registrar General of Vital and Popula-~
$ion Statistics. He will be attached to the Central Ministry of Health
.and will be responsible for the collection, compilation, study and
publication of vital statistics from all parts of the country, for the
wcarrying out of the census ab periodical intervals and for continuous
population studies. He will work-independently of the Central Health
Department but in close co-operation with it. He should publish.an
.annual report on the population of India incorporating such informa-
fion as is available regarding existing conditions and possible tenden-
.«cies for the future.

A “medical section’’ should be created in’ the Registrar General’s
.office for the purpose 'of providing statistical help to the Central
Health Department in its day to day administration and in the
carrying out of special investigations,

, 235. The provincial organisation.—The provincial statistical orga-
nisation should correspond to that proposed for the Centre and the
functions of the provincial officer in charge should be similar to those
.of the Registrar General. The designation of the provincial officer
may be the Provincial Registrar of Vital and Population Statistics.
He should be attached to the Provincial Ministry of Health for
administrative control and should work independently of, but in close
.co-operation with, the Director of Health Services.

The provision of ‘‘a medical section’’ in the-office of the Provincial
Registrar for the same functions as those suggested in connection
with the Central Health Department is also necessary.

We have also made suitable recommendations for a district vital
.gtatistics organisation, which will work under the control of the Pro-
-vincial Registrar.

226. The employment of statisticians in increasing nurhbers will
‘become necessary in the vital statistics, health and other depart
ments of Government. Industry is also likely to employ a growing
-pumber of persons trained in modern statistical methods. In the
circumstances we recommend the development of facilities for stabis~
tical training of a high order in the universities and in certain other

.cenfres.
PIQ?.OFE SSTONAL EDUCATION

227. Our main object during the short-term programme should
‘be the provision of adequate numbers of trained staff in all categories,
in order to facilitate the development of our health programme with
-the least possible delay. Before indicafing briefly our proposals for
‘the expansion of existing provision for professional education in the

59

G\o,R41,



field of health, we may consider certain general questions which are
relevant to the subject.

The Target in regard to the Production of Doctors

228. We have placed the target, at the end of the first ten years.
of the programme, in regard to the production of doctors at an annual
output of 4,000 to 4,500 as compared with less than half that number
of graduates and licentiates combined now being produced each year..
To man the new medical colleges with suitable teaching personnel
we anticipate that the All-India Medical Institute, the establish-
ment of which we are recommending, will provide 2 steady, if
limited, stream of te€achers of the highest quality. In addition we
have suggested that at least 200 carefully selected persons should.
be sent for overseas training in order to equip themselves for filling,
teaching posts in the country.

The Type of Doetor for the Future

229. Having given serious consideration to the suggestion that;
in the conditions now prevailing irr the country, it might be desirable
to provide both fully trained doctors and a less-elaborate type of
medical man, the conclusion which the majority of us arrived at is.
that, having regard to the limited resources available for the training,
of doctors, it would be to the greater ultimate benefit of the country-
if these resources were concentrated on the production of only one-
and that the highly trained type of physician whom we have termed:
the ‘‘basic’’ doctor.*

Admission to Medical Colleges

230° We feel that, as far as possible, the applicants best qualified’
to malke use of the opportunities provided should be admitted into

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

The majority view, while recognising the need for as rapid an expansion of
medical,personnel as possible, has taken note of the fact that the ‘‘basic’’ doctor-
will receive adequate training in the community and preventive aspects of*
medicine and that he will, therefore, be much better equipped for falfilling
the  functions which have Tbeen proposed for a medical officer
in our programme than a licentiate with his more limited background of general
education and of professional training. Moreover, the ‘‘basic’’ doctor, supportedi
by adequate and efficient technicians and other ancillary personnel, is capable of -
extending his sphere of public utility to an extent which would be beyond®
the capacity of a less efficiently trained person. It seems therefore likely that
the anticipated advantage from a larger out-turn of doctors by the continuance-
of the licentiate course will be largely counterbalanced by the more efficient and
extended service which the ‘basic’ doctor will be able to provide. It is also
considered that the production of two types of doctors is to be deprecated on
general grounds, because the person with a lower status naturally tends to
develop, an inferiority complex and a chronic discontent which ‘cannot but be
innimical to good work. .

A geparate note favonring the continvance of licentiate teaching by Drs.
Vishwa Nath and A. H. Butt is given in Chapter XVIII of Volume II of the
report. On' the other hand, three other meinbers (Drs.. Amesur, Narayanrao and’
Wadbwani) consider that admissions to medical schools must bBe stopped forth-
with. and that such medical schools as can be up-graded should be converted”
into colleges even before improvements to existing collevps ara carried out. Their
note will also be found at the same place in chapter XVIIL.
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PROFESSIONAL EDUCATION

the medical colleges. 'We realise that there are factors which militate
against the application of this principle in its entirety and that com-
munal considerations cannot perhaps be ignored in the present state
of the country. We suggest that one-third of the admissions to every
medical training institution should be by pure merit and that the
remaining seats may be divided among all the communities, provided
the best candidates from each community are selected.

231. In view of the importance of increasing to a large extent the
number. of women doctors in the country “we recommend that about
a quarter to a third of the admissions in the medical colleges should
be rggerved for suitable women candidates, if they are available.

Stipends t6 Medical and Nursing Students

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

The need for nurses is even greater than that for doctors, there
being probably no more than 7,000 registered nurses at present in the
country as a whole. On the other hand the implementation of our
short-term programme will require approximately 80,000 nurses. We
have suggested the provision of a stipend of Rs. 60 per month for
pupil nurses, a part of the amount thus advanced being eventually
recovered from them in easy instalments.

MEDICAL EDUCATION

Undergraduate Education

288. Considerable thought has been given by us to the type of
training necessary for the evolution of the ‘“‘basic” doctor and advice
was sought from a strong and representative panel of experts in the
field of medical education from different parts of the country.* The
main ideas underlying the changes recommended in the undergraduate
curriculum_include a reorganisation of the teaching both in the pre-
clinical and clinical fields; a reduction in the hours of didactic
instruction in certain subjects and an emphasis on the inclusion of
principles and methods which will enable the student to learn for
himself, think, observe and draw conclusions; the establishment, in
every medical college, of a Department of Preventive and Social
Medicine so as to give the student an insight into social hedlth
problems by contacts with home and community life and the inclusion
of a year of ‘‘internship’’ after the qualifying examination, of which
three months will be devoted to work in a public health unit and the
remaining period in a hospital of approved standard. Throughout the
whole course, the importance of research should be stressed and
whole-time teachers should, themselves engage in research and

*For detailed information regarding our proposals reference should be made
to the relevant sections in Chapter XVIII of Volume II of the report
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encourage any student showing an aptitude or leaning towards this
important aspect of his work fo participate in research.

284. Our programme of expansion of educational facilities includes
the improvement of existing colleges, the conversion of suitable
medical schools into colleges and the establishment of new colleges
in different parts of the country.

Postgraduate Education

285. Postgraduate education should be devised to meet two
different needs. They are, (a) the training of consultants and speclal-
ists and (b) the training of practitioners desirous of practisin
speciality without the definite status of a specialist. In the caé of
{a) such training will naturally involve several years of work in
special departments and hospitals and lead to a higher qualification
such as the M.D. or M.S. In the case of (b), the training in the
speciality concerned may range from 12 to 18 month® under suitable
guidance. We recommend that coursés should be available in (i)
Oto-Rhino-Laryngology, (ii) Dermatology, (iii) Radiology, diagnostic
and therapeutic, (iv) Ophthalmology, (v) Obstetrics and Gynaecology,
(vi) Venereology, (vii) Anaesthesia, (viil) Psychiatry, (ix) Pediatrics,
(x) Tuberculosis, (xi) Malariology, (xii) Blood transfusion and resusci-
tation and (xiil) Orthopaedics.

336. We have suggested the, establishment of\ a special organisa-
tion, the Central Committee for Postgraduate Medicad Education, to
be responsible for laying down standards in respect of postgraduate
training in parficular subjects and for promoting the flevelopment of
fdcilities for such education in different parts of the country on a
co-ordinated basis. We have also made suggestions for the appor-
tionment of cost of such institutions between the Central and Provin-
cial Governments.

Refresher Courses for General Practitioners

, 287. One of the most serious handicaps in raising the general
standard of medical practice in India is the absence of any provision
for refresher courses. There are several lines along which refresher
courses may be arranged. .

(i) 'Whole-time refresher courses which may extend from two
weeks to two'months. I is desirable to encourage shorb-term courses
of two to four weeks, as many medical men may not find it practi-
cable to be away from their duties .for longer periods.

(ii) Part:time courses which may be—

(b) whole-day courses months organised on a
(¢) half-day courses systematic basis.

~(iii) One educational session once a week or fortnight conducted
throughout the year.

(iv) Shprt-term posts m a recognised hospifal for periods ranging
from one month to threé months. .

“We recommend that facilities for refresher courses should be

developed in all hospitals attached to the secondary health centres,
district health centres, medlcal colleges and the headquarters of-esch

province.

(a) week-end courses }spread over weeks or
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e 238. We have also made recopnmendations regarding the provision
of training facilities in tuberculosis, mental hygiene and dietetics.

Special Provision for Licentiates

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

240. (1) Courses ‘leading to degree qualification.—The All-India
Medical Council has suggested certain changes which some univer-
sities have accepted, the result of which will be that tlie licentiate
can within 18 to 24 months obtain the degree of M.B.B.S. Special
concessions to those who were serving in the armed forces so that
they may, after demobilisation, proceed to a degree huve also beer
recommended. We suggest that it should be the endeavour of every
university and every “medical college to reserve a sufficient number
of places for licentiates so as 1§ enlarge substantially their opportu-
nities to obtain a medical degree.

241. (2) Advanced training for licentiates.—There are at present
only a few centres where such training can be obtained by licentiates,
the School of Tropical Medicine, Calcutta, and the All-India Institute
of Hygiene—and Public Health being two institutions which afford
opportunities for them to acquire their diplomas. It is also under-
stood that the Government of Madras have introduced special courses
in Ophthalmology, Obstetrics and Gynaecology, Tuberculosis and
Clinica] Laboratory Sciences for licentiates. ~Such diplomas should
be made more freely available to them by other authorities in different
parts of the country.

,

DENTAL EDUCATION

242. We suggest that provision should be made for the training
of three types of dental personnel, (1) the dental surgeon, (2) the
dental hygienist and (8) the dental mechanic. The responsibility
for the training of the dental surgeon will have to be shared between
medical and dental colleges, while the training of the other two classes
can be undertaken entirely hy the dental colleges. In view of the
difficulty in obtaining well trained dental teachers during our short-
term programme, the number of dental colleges that we propose
should be opened in the courdtry is limited.. We recommend that
dental colleges should be established at Calcutta, Bombay, Madras,
Lucknow and Patna and that the dental college at Lahore should be
expanded. Hach dental college for postgraduate students should be
associated with a medical college so that the teachers of the latter
can assume responsibility for the instruction of dental students in
those subjects which form part of the normal studies of the under-
graduate in medicine.

Postgraduate Dental Education

243. Appointments as ‘‘house surgeons’’ should be instituted in
all dental hospitals run in conjunction with the medical colleges so
that dental training on a salaried basis may be available for graduates.
In view of the present shortage of teachers, graduates in dentistry
should be encouraged to proceed to a higher degree and provision for
this should be made in all universities by the establishment of the
degree of Master of Dental Surgery. As a temporary measure dental
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graduates should be encouraged to proceed overseas to obtain highere
qualifications as well as pursue training in special subjects.

Dental Legislation

3
4

244. Dentistry as a science can make little progress in the country
antil it is upheld by suitable legislation directed to’ compulsory regis-
tration and prohibition of practice by unregistered persons. Instead
of each province having its own Dental Act, it is suggested that com-
prehensive all-India dental legislation should be enacted.*

PHARMACEUTICAL EDUCATION

245. We consider it necessary to provide educational facilities for
dhree classes of personnel, (1) litentiate pharmacists, (2) graduate
pharmacists and (8) pharmaceutical technologists. The first class is
intended to provide for the large number engaged in dispensing work
in chemists’ shops, dispensaries and hospitals. The course for the
graduate pharmacist will be designed to train the smaller number
who will be engaged in manufacturing concerns, analytical laboratories
and educational medical institutions. The third type of course iy for
those desiring to take up the manufacture of pharmaceuticals and
drugs on a commercial scale. For them there should be, in addition
to the graduate course in pharmacy, an additional course of one year
in chemical technology, design, eqtipment, etc.

As soon as pharmaceutical licentiates become available in suffi-
.cient numbers the training of compounders should be dispensed with.

~EDUCATION OF PUBLIC ﬁEALTE PERSONNE]L,
Medical Men

246. We have already reférred to the setting up in medical colleges
of adequately staffed and equipped Departments of Preventive and
Social Medicine #nd the inclusion of a reasonably high standard of
training in this important branch of medicine in the curriculum of
the undergraduate medical student. The postgraduate training now
provided through the Diploma in Public Health will, we believe,
largely be incorporated in the future in the course of training for the
undergraduate. Postgraduate training in preventive and social
medicine will then have, as its objective, the provision of facilities
for advanced training in such branches of the subject as malariology,
maternity and child welfare, industrial hygiene, public health admi-
nistration, epidemiology, public health laboratory practice and
statistics. Such specialised training may be of two types. The
first will be of a limited character and will have as its purpose the
equipment of health workers with a reasonable measure of proficiency ~
in the subject concerned, the course of instruction ranging ordinarily
from 8 months to one year. The second will be for those who desire
to attain the status of specialists in preveptive-health work. For
them the period of training will be from 3 to 5 years, the candidates
being attached to the Preventive and Social Medicine Department of
a medical college and being associated more and more with the

*Mr, N. M. Joshi is, however, of the view that such legislation is premature
and that, if it be passed, it should not be made applicable to those areas where
the ‘services of a registered dentist are not available within a reasonable distance.
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feaching, research and administrative activities of that department,”
including participation in the field training given to students.

JPublic Health Engineers and others

247, Our proposals for postwar health development require a
large number of qualified public health engineers for the tackling of
the problems of environmental hygiene. A beginning in fraining can
be made at the All-India Institute of Hygiene and Public Health,
Caleutta, in collaboration -with the Bengal Engineering College and
the Calecutta University. At a later stage it is proposed that this
-subject should occupy a definite place in the course of studies provided
at the different engineering colleges so that instruction in public
health engineering should form a part of the qualification of all
«engineers. We hd@e also set out proposals.for the training of public
health inspectors and public health laboratory workers.

THE TRAINING OF NURSES, MIDWIVES AND DAIS

248. The conditions under which nurses have been required fo
«carry on their profession in the country are deplorable. These include
lack of professional status, insufficient pay for senior positions, gross
under-staffing in hospitals and consequent overwork, deplorable
living conditions accompanied by overcrowding and lack of recrea-
tional and cultural facilities as well as absence of provision for general
.superannuation or pension schemes.

249. The number ofr nurses available in the cour\ltry iz probably
about 7,000, while our short-term programme wil itself require about
80,000 nurses. Without a considerable iricrease in their number it is
impossible to proceed with the development of hospital and other
institutional facilities and with the organisation of the public health
nursing service for curative and preyentive work in the homes of the
people. In Chapter I of Volume I of our report we have suggested
that, by 1971, the number of trained nurses available in the country
should be raised to 740,000. An essential step towards the achieve-
ment of this objective is the removal of the existing unsatisfactory
conditions of training and service and we have made proposals
designed to remove these conditions. -

250. The very large majority of nurses who pass ouf of nursing
:schools will be absorbed in the public heglth services. Even so, there
would remain a certain number outside this service. We have in
mind such nursing services as’ are maintained by privdte bodies
including Missibns. For those who are in public service. provision
for old age and insurance against illness, illhealth and disability will
form part of the conditions of their service. We would suggest that,
for those who are employed by privaté bodies, provisien should be
made through a scheme corresponding to the ‘‘Contributory Federat-
ed Superannuation Scheme for nurses and Hospital Officers’ which
was introduced in Great Britain in 1928 and has been, it is under-
gtood, functioning satisfactorily.

. .251. As regards training facilities bur proposals include the estab-
lishment of preliminary training schools whi¢h will give elementary
instruetion to students who wish to beco/me nurses, midwives, public
health nurses and hospital secial workers as well as the establishment
of successive groups of training centres for nurses. In view of the
extreme .shortage of nursing personnel we have recommended that
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"the first group of 100 training centres, each taking 50 pupils, should
be started two years before the health organisation begins to be
established, that another set of 100 centres should be created during
the first two years of the scheme and that a third group of the same
number of centres should be established before the third year of the
second guinquennjum,

2§f (a) We have suggested that there should be two grades in the
nursing profession with correspondirng types of training, & junior grade
and a senior grade. The entrance qualification for the former should
be, we have suggested, a completed course for the middle school
standard and for the latter a completed course for the matriculation.

252. We have also recommended the establishment of nursing
colleges in order to provide s five-year degree &urse in nursing as
well as advanced courses in hospital nursing administration, in ¢he
teaching of .nurses and the training of public health supervisors.

‘Male Nurses A

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

Public Health Nurses

254. We have a8 made specific proposals in regard to the train-
ing of public health nurses. They are fully }ualiﬁed nurses with
training in midwifery also. In addition their €ducational programme
should stress, throughout, the preventive point of view. The curri-
culum should integrate class room instruction in the science and
art of nursing and in socjal studies with well-planned experierce
hospitals, community health services and in the home.

Midwives

255. The number of midwives actually available for midwifery
duties in the country is probably 5,000. In order to provide one-
midwife for every 100 births, approximately 20 times that number or
100,000 .midwives will be required for British India.

»

256. Existing training schools for midwives require considerable
improvement.” The most serious drawbacks are (1) lack of properly
trained and well equipped supervisory staff, (2) lack of facilities for
antenatal and postnatal work, (38) lack of domiciliary practice. and
(4) lack of opportunities for witnessing complicated cases .of labour.
‘We have laid down certain fundamental requirements which should
be met before an institution is recognised as a trainifig centrs for
midwives and have also made detailed recommendations for their
training courses.

Dais

257. The continued employment of these women will, for a period,
be inevitable. While recognising that attempts to train the dai and
make her reasonably satisfactory in the practice of midwifery have
in many cases failed, the discrepancy between the existing number

of midwives and that required to meet the needs of the country
is so great that, as an interim measure, the possibility of elaborating
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a system of training whereby the most effective use might be secured
out of this type of personnel cannot be ignored. We have described
in some detail the experience that one of us,(General Hance) has had
in developing a midwifery service through trained dais in the North-
West Frontier Province, where the scheme achieved a reasonsble
measure of success. We also understand from another member of
our Committee (Dr. Butt) that attempts to improve the normal
practice of midwifery by dais through suitable training have been
equally successful in the Punjab. We have, in the circumstances,
advocated the training of dais as an interim measure until an adequate-
number of midwives will become available and have made certain
suggestions for their training for urban and rural practice.

MEDICAL RESEARCH

Existing Medical Research Activities

258. Organised medical research at the present time depends
mainly on two organisations (1) the Central and Provineial Govern-
ment Laboratories and the Medical Research Department and (2) the:
Indian Research Fund Association. The more important institutes.
and laboratories existing in the country for the promotion of medical
research are shown below:—

(1) The Central Research Institute, Kasauli, (2) The Haffkine
Institute, Borobay, (8) The King Institute, Guindy, Madras, (4) The
Pasteur Institute of South India, Coonocor, (5) The Pasteur and:
Medical Research Insgitute, Shillong, (6) The School of Tropical
Medicine, Calcutta, (7) The All-India Institute of Hygiene and
Public Health, Calcutta, (8) The Malaria Institute of India, Delhi,
and (9) The Nutrition Research Laboratories, Coemoor. *

259. Of these, the Central Research Institute, the All-India Insti-
tute of Hygiene and Public Health and the Malaria Institute of
India are maintained by the Central Government, the Nutrition

. Research Laboratories by the Indian Research Fund Association and.
the other institutions, with fhe exception of the Pasteur Institute of
South India, by the Provincial Governments concerned. The last is
the property of the Pasteur Institute Association, a body registered:
under the Societies Registration Act of 1860, and its management is-
vested in a Central Committee of which the Surgeon General with
the Government of Madras is the Chairman and the Director of the
Institute is the Secretary. For information regarding the develop-
ment of these research laboratories and the work that has been accom-
plished by them, reference should be made to Chapter XIV of Volume
I of our report.

The Medical Research Department

260. The medical research department was established by the
Government of India for the provision of a permanent cadre of
specially selected and trained officers for the furtherence of research.
With the creation of Central and Provincial Government laboratories-
the officers of this department were appointed as Directors and Assist-
ant Directors of the various Government laboratories. More recently,
however, the extended activities of the provincial laboratories haver
necessitated the employment of ‘workers for special duties and they
have been appointed, as required, without drawing upon the medical¥
research department. Officers of the latter department have beer
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a

Placed on foreign service, from time to time, with other organisations
such as the Indian Research Fund Association and the Pasteur Insti- -
tute Association,

“The Indian Research ¥und Association

261. The Indian Research Fund Association is a registered asso-
.clation in close touch with the Government of India, from which its
funds have been mainly derived. The chief objects of the Association
are (1) to initiate, aid,~develop and co-ordinate medical scientific

. research in India, to promote special enquiries and to assist institutions
for the study of diseases, their prevention, causation and remedy;
{(2) to publish papers or periodicals in furtherence of the objects of
the Association ahd (3) to propagate knowledge regarding the causa-
#i6n, mode -of spread and prevention of diseases. The entire control
and management of the affairs of the Association are vested in a
Governing ‘Body, its President being the Hon’ble Member in charge
of Health in the Governor General’s Executive Council and its Secre-
tary the Public Health Commissioner with the Government of India.
"The Governing Body appoints a Scieutific Adwisory Board to advisc™
on technical matters and on allocation of funds, the Chairman of
whigh is the Director General, Indian Medical Service, and the
Secretary the Public Health Commissioner. The Associafion
approves an annual programme of research, sanctions grants-in-aid
of research and, in certain cases, may constitute special enquiries.
An annual conference of medical research workers is normally held,
at which the work of the past year is reviewed and proposal§ for
the coming year are put forward. hd

RECOMMENDATIONS

262. We recommend the constitution of a statutory organisation
<consisting 6f:— -

(1) a Scientific Board, which will be the exeecutive machiuery of
the organisation and

(2) an Administrative Body which would form the link between
the Board and the Government of India and exercise general super-
vision over the working of the organisation.

“The Scientific Board

263. The composition of the Board should include medical
research workers of standing and experience, representatives of
universities and medical colleges, representatives of the principal
scientific bodies in India, prominent workers in the field of public
health and clinical medicine, non-medical representatives of ailied
-and fundamental sciences and persohs with experience of health
Adminjstration. The work of the Board should be aided by the

formation of an adequate number of expert advisory bodies for special
subjeects. ‘

Administrative Body

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

(a) the Minister of Health in the Central Government; (b) repre-
sentatives of the Government Departments of Agriculture, Industry,
Liabour and Finance; (c) one representafive of the Council of State
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snd (d) two representatives of the Leg{slative Assembly. The
Director General of Health Services with the Government of India
should be in attendance at all meetings of this body.

The Board would make recommendations regarding the allocation
of funds for the furtherance of research to the Administrative Body,
in which-would be vested the power of giving sanction to such
allocations. ‘

265. The main functions of the central medical research organi-
sation proposed above should be (1) the formulatior of policy in
regard to the future development of medical research in India,
(2) stimulation of resesrch activities in the provineces, universitics
and medical colleges and (8) co-ordination of such research activities
throughout the country.

266. Our recommendations deal also with future developments in
zrespect of Government research instibutes and teaching institutions.
In addition we have suggested the provision of imiproved laboratory
gervices in the different provinces through the “creation of regional
laboratories, to be linked locally with other organisations in connec-
‘tion with the health programme and, for -technical direction, with
-the central laboratory at the headquarters of the province. We have
also made suggestions regarding the development of research in
-special subjects such as malaria and nutrifion. Investigation into
the social and envirgnmental factors affecting health and disease has
also been suggested. For information regarding these matters
reference should be made to Chapter XIX of Volume II of our report.

"The Recrnitment and Training of Medical Research Workers ~

267. The number of suitable’medical research workers and facilities
for training them are inadequate at present in India anfl, before any
expansion of medical research on a reasonable scale can be under-
taken, the primary requirement will be a great increase in the number

«of ‘properly trained workers. Responsibility for recruiting medical
research workers and for the creation of training centres for them
must be the primary function of the central organisation for medical
research referred to above and we have made certain specifié recom-
mendations in this behalf also.

“The Manufacture of Biological Products

268. One of the activities of Government laboratories is the
manufacture of biological products such as vaccines and sera, mainly
for the use of Public Health Departments. While recognising that
‘the preparation of these products by commerecial firms in India is ap
industry which is now well established and has been making rapid
progress, the majority of us consider that the large scale production
-of basic prophylactics guch as cholera, plague, TAB vaccines, vaccine
lymph and anti-rabic vaccine is of paramount importance to the
public health authorities in India in protecting. the people against
epidemics and that their production should therefore remain a Govern-
-ment responsibility.*

—

*Drs. Vishwa Nath and Butt are of the opinion that the time has now
-arrived when the manufacture of such products should be a responsibility of
«commercial firms under sufficiently strict Government inspection to ensure public
safety. Their views are expressed in a note on medical research, which has been
appended to Chapter XIX of Volume II of the report.
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ALL-INDIA MEDICAL INSTITUTE

269. Our recommendations in the section dealing with pFofessional
education are intended to promote the production of health personnel
under the different categories, in as large numbers and as rapidly as
possible. Side by side with these developments, however, we.
consider it of the first importance that at least a few imstitutions,
which will concentrate on quality, should also be established in suit-
able centres in different parts of the country. Ih the first. place We
recommend the establishment of one such training centre for which
we would suggest the designation, All-India Medical Institute. The:
cbjects of the Institute should be (1) to bring together in-one place
educational facilities of the very highest order for the training of all
the more important types of health personnel and to emphasise the.
close interrelation which exists between the different branches of
professional education in the field of health; (2) to promote reseaxch
of the highest type in all the branches of study for which. the:
Institute will be responsible; (8) to co-ordinate training and research;
(4) to provide postgraduate training of an advanced character in an:
atmosphere which will foster the true scientific outlook and a spirit
of initiative; (5) to inspire all persons who undergo training, under-
graduate or postgraduate, with the high ideals of the profession to-
which they belong and (6) to promote in them a community outlook
.and a high degree of culture, in order that they may become uctive
apostles of the progressive spirit in whatever field they may be called
upon to serve, whether it be teaching, research, general health work:
or administration. Though the alumni of such an Institute may not
be numerous, we feel confident that the influence which they will
exert in their respective spheres will be out of all proportion to their-
numbers. -

We reconihend that the Central Government should be responsi-
ble for its establishment and maintenance.

The Range of the Institute’s Activity

270. We suggest that, in the beginning, the Institute should aim-
at providing only medical fraining in all its branches and also the
training of nurses. The Institute must therefore have, as an integral
part of it, a medical college with ity teaching hospitals and laboratories-
as well as a college to provide the highest type of nursing education.
Later on provisiod should be made for the training of all the higher:
types of health workers. -

The Selection of Students

271. The students to be admitted to the medical and nursing:
colleges attached to the Institute should be selected very carefully,
merit being the sole criterion for admission. As the needs of the
country as a whole are to be served, applicants from all parts of India
should be eligible for admission. ‘

Organisation and Control
272. The organisation and control of the Institute should cover (1).
the administrative field and (2) the technical and scientific field.
The administrative field.—An institution of the type we envisage.
should have freedom to develop its own activities independently and:

without the delaying and hampering effect that strict governmental
gontrol may entail. We therefore propose that its administration:
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should be ;'ested, from the time of its inauguration, in a Governing
Body of suitable composition.

The technical and scientific field.—Although it may appear some-
what novel in this country, we suggest that the technical work of
the Institute should be developed and directed not by an wvutside
body, hqwever eminent its members may be, which will impose its
ideas on the Director and Professors of the Institute but the latter
themselves acting as a medical faculty. In making this recommend-
ation we are not putting forward a procedure without precedent.
We understand that, in the Johns Hopking Medical School, a similar
arrangement has worked successfully for many years and that it has
contributed materially to the attainmént, by that instibution, of
the pre-eminent position it holds in the world of medical education.

We also understand that this system generally prevails in the United
States.

Recruitment of the Staft

273. Our recommendations in connection with the recruitment
of the health services, which have been set out earlier, apply generally
to the recruitment of the staff of the Institute also. As regards.
procedure, however, a departure seems desirable from our suggestion
that recruitment to the different héalth services should be made
through the various Public Service Commissions. We feel that the
adoption of the procedure, which has been practised in the Johns
Hopkins University and which we understand s generally followed
in other universities in the United States, may with advantage be
tried here. In the Johns Hopkins Medi¢al Sthool recommendations
for the appointment of professors are made by the medical faculty
of that institutioh, which consists of its own professors. While the
authority for making the appointment is vested in the university, it
is understood that the recommendation of the medical faculty is
invariably accepted. We desire to see this principle adopted for the
recruitment of the staff of the Institute, the Governing Body being
the appointing authority and the Medical Faculty the recommending
bOdy
‘Finance

274. We consider that the Central QGovernment should {fulfil
adequately the responsibility of financing the Institute on a sufficiently
;generous scale to promote its development into, hnd maintenance as,
an all-India training centré on the lines indicated by wus.
An appeal should, however, be made to the public for con-
tributions. The Institute is of such paramount importance for
the full development of the proposed -national health programme that
its financial stability should be ensured by the Government of Indis
endowing it with an amount sufficient to-secure, through the accruing
interest, at least half the estimated annual expenditure of the insti-
tution in its fully developed form and by a statutory provision for
-any -balance that private benefactions may fail to provide.*

HEALTH ORGANISATION FOR DELHI PROVINCE

275. The Cenfral Government should attempt to demonstrate in
Delhi Province the effects of implementing not only our proposals

*Mr. P. N. Sapru and Dr. Hameed do not agree with the rest of the

‘Committee on a few points. Their note is appended to chapter XX of volume
JIT of the report.
ﬂ /
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but also those put forward by other committees, which have made
recommendations for postwar development in different fields of
community life. The purpose in view is tQ demonstrate to the
country as a whole what can be achieved, through co-ordinated effort,
to improve the health and general prosperity of the community.

Our Proposals

276. 'While our proposals for the health organisation in Delht
Province follow the main outlines of the general plan suggested for
the country as a whole, there are modifications in certain directions.
These are designed to secure a higher level of efficiency in the pro-
posed health service, in view of Delhi being a demonstration centre
for the country as a whole. For instance, a rural primary unit in
this province will have only a population of 20,000 ag against double
that number which has been suggested for the rest of the country.
The proposed provision for medical relief will be-higher in Delhi#
Province than that suggested by us in other provinces. The dispen-
sary ab the headquarters of the primary unit will have five emergency
beds as against two_ elsewhere, while the 80-bed hospital will serve
in Delhi a population of 60,000 as against 160,000 in the rest of the
country. In view of the limited number of women doctorg available
in India, our proposals for the appointment of a woman doctor to
each primary unit may not be possible of being carried out in the
country as % whole in the early stages of the programme. It should,
however, be possible for Delhi Province to secure women doctors for
the relatively smaller number of such units which will be developed
here. In proportion to the population Delhi will have double the
number of midwives and trained dais in each primary unit as com-
pared with the rest of the country. Thus health work among
women and children should be capable of development here on a more
effective basis than in the other provinces.

DRUGS AND MEDICAL REQUISITES

Supplies

277. Second in importance only to the provision of trained healthr
personnel must come the supply of the therapeutic substances and
medical appliances without which doctors and public health workers:
generally may be reduced to a stage of virtual impotency in the
practical exercise of their profession. We have had evidence te show
how grave has been the lack in this country of these essentials, Hver
when they are available, the cost in respect of some is so high as to
prohibit or at least gravely restrict their use. Quinine may be cited
as an example. We are told that, in the year 1935-36, the actual
cost of producing quinine in Bengal from home grown bark was sbout
Rs. 6/8/- a pound, while the Government selling price of this article
was Rs. 18 and the market rate Rs. 22 a pound. This market rate
was largely decided by an international organisation, Kina Bureau,
which controlled about 95 per cent. of world’s supply of quinine, Nor
can the indigenous profiteer be absolved from the charge of criminal
exploitation. We feel that such a state of affairs should nol be
permitted to continue and that it calls for immediate attention and
remedy.

278. We recommend that a small committee, mainly but not
entirely technical in composition, should be appointed to examine the
question of the requirernents of the country in respect of drugz and

70



other medical requisites. The following are some of the more:
important matters which it should investigate:—

(a) What are the drugs and other medical requisites essentinl for-
general use in the country?

(b) What practical steps should be taken to ensure their manu--
facture in the country in sufficient quaritities and their sale at a price-
which will make them available to all who need them?

(¢) What are the circumstances which would justify the conclu-
sion that the manufacture of any of these in the country is-
inadvisable? N

(d) What should be the respective fields of Government and of
private enterprise in the manufacture of these requirements?

(e) What aid and assistance should be given to private agencies.
in such cases and under what conditions?

(f) What machinery should be established to develop research.
regarding drugs and other medical requisites and their production
in India and to ensure the continuity and co-ordination of such.
research?

(g) What machinery should be set up to ensure a steady flow of”
trained technical personnel? .

279. We believe that it should be possible adequately to provide-
for these essential needs through a combination of private enterprise
suitably assisted, where necessary, and production by the State where
this is found to be in the public interest. 'The final responsibility
should rest with the Government for seeing that the essential needs
of the country in respect of all important medical requisites are met
and this responsibility should be interpreted as covering the necessity~
for ensuring that these requirements are met satisfactorily in regard
to quantity, quality and price.

Control .

280. The Drugs Act of 1940, which was passed by the Central!
Legislature, now provides for the regulation of the import into and
-the manufacture, distribution and sale in British India of drugs. We
understangd that certain statutory rules under the Act will be brought.
into force at an early date by the Government of India. The provi-
sions of this Act and the rules made under it should be brought into
operation throughout the country and rigidly enforced with the least
practicable delay.

INDIGENOUS SYSTEMS OF MEDICINE

281. We are unfortunately not in a position to asseds the real.
value of ‘these systems of medical treatment as practised today as-
we have been unable, with the time and opportunities at our disposal,
to conduct such an investigation into this problem as would justify
clear-cut recommendations. We do, however, say quite definitely-
that there are certain aspects of health protection which, in our~
opinion, can be secured wHolly or at any~rate largely, only through
the scientific system of medicine. Thus public health or preventive
medicine, which must play an essential part in the future of medical’
organisation, is not within the purview of the indigencus systems of”
medical treatment as.they obtain.at present. -The indigenous systems.
of medical treatment do not also at present deal with such vital'
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aspects of medicine as obstetrics, gynaecology, advanced surgery and
some of the specialities. Further, no system of medical treatment,
which is static in conception and-practice and does nut keep pace with
the discoveries and researches of scientific workers the world over,
can hope to give the best available ministration to those who seek its
aid.

282. We feel that we need no justification in confining our pro-
posals to the country-wide extension of a’system of medicine which,
in our view, must be regarded neither as Eastern nor Western but
as a corpus of scientific knowledge and practice belonging to the
whole world arid to~ which every country has made its contribution.

283. We have been informed that, in China and Japan, a 1norato-
rium extending to a definite period of years was declared after which
the practice of the indigenous systems in those countries would noé
be recognised. We were further told by Dr. Ognev, the Soviet
Representative, that indigenous systems of medical treatment were
powhere recognised in the Soviet Union,

284. We consider that it should be left to the Provincial Govern-
ments to decide what part, if any, should be played by tHe indigenous
systems in the organisation of Public Health.and Medical Relief. It
is for them to consider, after such investigation as may be found
necessary, under what conditions the practice of these systems should
be permitted and whether it is necessary, either during some interim
period or as & permanent measure, to utilise them in their schemes
of medical relief.

What we have said in regard to the indigenous systems applies
generally to Homeopathy also.*  ~

REGULATION OF THE MEDICAL, DENTAL, NURSING AND
PHARMACEUTICAL PROFESSIONS

Regulation of the Medical Profession

285. Practitioners of the scientific systemn of medicine are, the
world over, subject to more or less rigid regulation, the degree of
such regulation and the authority from which it is derived varying
with different countries. In the United Kingdom -this furetion is
vested in the General Medical Council of Medical Education and
Registration of the United Kingdofn, which was established by the
Medical Act of 1858 and which has been vested with the duty of
securing the- maintenance of the requisite standards of proficiency
from candidates at the qualifying examinations for entry into the
Medical Register. In India the Indian Medical Council, which was
established” by the Medical Counecil Act of 1933, has not been autho-
rised to maintain an all-India Medical Register. The basic qualifi-
cations for medical registration are those of medical licentiates, a
body” of practitioners who are the concern. of the Provincial Mediecal
‘Councils. The maintenance of Medical Registers, and the supervision
of the basic qualifications required for entry into them are, at present,
responsibilities entrusted to Provinecial Medical Councils and
Faculties. The supervision of the Indian Medical Council is, as yet,
restricted to certain medical qualifications which are- granted by

*Drs. Butt, Vishwa Nath and Narayanrao do not accept this view. They desire
to see that the services of persqns trained in the indigenous systéms of medicine
are freely utilised for developing medical relief and public health work in the
country.
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Indian universities and which are incorporated in the First Schedule
-of the Indian Medical Council Act.

286. We consider this position unsatisfactory. We are recom-
mending that, for the future, there should be only one basic medical
-qualification for entry into the profession throughout India and that
the portal of entry should be a university degree. The production of
the licentiate type of doctor will cease after some time if these recom-
mendations of ours are accepted. In the ecircumstancds we recom-
‘mend that the Medical Council of India should be empowered to
maintain an All-India Register when the training of licentiates
-ceases throughout the country.* .

287. The need for restricting the right to prescribe drugs in the
British Pharmacopoea and to practise scientific medicine by un-
-qualified and unregistered personnel was emphasised in our dis-
scussions. In this connection we considered the desirability of
enacting legislation providing (1) that no medical practitioner should
‘be entitled to affix the designation ‘“‘doctor’’ before his name unless
he is a registered medical practitioner in moderp scientific medicine,
(2) that no person should be entitled to prescribe drugs in the
British Pharmacopoea, especially injections and poisonous prepara-
tions, unless he 1s a registered practitioner and (8) that those who
practise Unani or Ayurvedic systems of medicine should style them-
-selves as ‘‘Hakims’’ or ‘“Vaids” as the case may be.

288. We consider that the public is entitled to know the exact
credentials of persons on whom they call for advice and treatment
and to protection against fraudulent imposition. We suggest that
legislation should be made so as to provide that no person shall be
-entitled to use the style or appellation of ‘‘doctor’” other than those
who (a) hold the Doctor’s degree of a Faculty of a University recog-
-nised by the State or (b) are practitioners qualified to practise modern
scientific medicine.

289. Rule 65 (9) of the Drugs Rules, 1945, under the Drugs Act,
1940, provides that a number of poisons, which are included in
*Schedule H of these Rules, shall not be sold in retail except on and in
accordance with a prescription of a registered medical practitioner.
/But Schedule H does not contain all the poisons enumerated in
‘Schedule E of the same rules. We consider that, if Schedule E can
also be included within the opefation of Rule 65 (9), our colleague's
recommendation would be met adequately and that any further
restrictive legislation is of doubtful advisability and practicability.

290. The terms ‘‘Hgkim’’ and “Vaid’’ are-honourable titles of
.considerable antiquity and it is by no means clear to us why persons
entitled to use these honourable appellations should desire to assume
.any other. We do not feel competent to make any recommendations
.regarding the organisation and regulation of indigenous systems of
medicine. We therefore confine ourselves to the recommendation
that Provincial Governments, if they desire to recognise these sys-
tems, might with profit follow the example of the Government of
Bombay and enact legislation by which all persons peactising any
form of the healing art are compelled to secure registration in a

*Drs, Vishwa Nath and Butt are not in agreement with this recommendation
and their note will be found appended to Chapter XXIV of Volume II of the
report. They suggest the maintenance of the existing position in respect of all
4hese Councils, -
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schedule or schedules appropriate to the system in vogue and their
qualifications in such system.

The Dental Profession

291. The profession of dentistry is, as yet, totally unorganised in
India- and no legal provision exists for its regulation. We recommend
that legislation should be undertaken in order to create Central and
Provincial Dental Councils. The latter should be charged with the
duty of recognising training institutions and of creating and maintain-
ing Dental Registers as well as with the disciplinary regulation of the
profession, subject to appeal. The Central Dental Council should be:
concerned with the direction and co-ordination of the activities of the
Provincial Councils, the definition and maintenance of mirimum
educational standards, which implies the right of inspection and
recognition of training institutions, the maintenance of an All-India
Dental Register, the disposal of appeals against diseiplinary decisions
by the Provincial Councils subject, as may be necessary, to the:
directions of the Federal Court and the regulation of reciprocity
within and without India.

Regulation of the Nursing Profession, including those™f Midwives and’
Health Visitors -

202. At present the regulation of the nursing profession, which”
includes those of midwives and health Visitors, is ‘vested ih Provincial
Nursing Councils which maintain registers of persons who have_ com-
pleted approved courses of training in institutions recognised by them:
for the purpose and have —passed the prescribed examinations.
Persons so registered are entitled fo practise the profession in their
own province. Arrangements for reciprocity with other provinces
exist to a degree which varies with the Nursing Counecil corcerned.

293. We recommend the création of an All-India Nursing Couneil
to co-ordinate the activities of the Provincial Councils, to lay down
minimum educational standards and to safeguard their maintenance.
Questions of reciprocity within and outside India should be the
concern of this Central Nursing Council. We recommend the mainte-
nange of an All-India Register by this Council. with separate
schedulés for the entry of approved qualifications in geheral nursing,.
higher nursing, public health nursing, midwifery and health visiting.*

204. The power to take disciplinary action should continue, in the:
first instance, to be vested, as at present, in the Provincial Councﬂs
but there should be a right of appeal to the All-India Nursing Couneil’
over their decisions, with additional provision for further appeal o
the Federal Court in circumstances similar to those in which in the
United Kingdom, an appeal lies to the High Court against the decision
of the General Nursing Couneil.

Regulation of the Pharmaceutical Profession

‘295. For the regulation of the pharmaceutlcal profession we:
réecommeénd the creation, as in the case of the nursing and other pro-
fedsions refetted to above of Central and Provineial Pharmaceutical
Councils with functions ‘which are similar to those indicated in
respect of the corresponding Councils for those professions.

*Qur suggestions for the composition of the Central Nursing' Council are-
given in Appendix 50 nf Volume III of the report.
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EMPLOYMENT OF DEMOEBILISED PERSONNEL OF THE
MILITARY HEALTH SERVICES

296. During the present war the Indian Army has expanded more
than ten times its peace strength and, as a corollary, the military
health and nursing services have uhdergone /a considerable expan-
sion. In addition to this. phenomenal enlargement, the military
medical services have undergone a radical reorganization and deve-
lopment dictated by the intensive application of modern science to
military medical problems, which have greatly increased the profes-
sional and technical value of the personnel concetned. As a resulf,
there exists in the medical and ancillary services of the Indian Army
a great reservoir of personnel, whose training and experience render
them particularly suited to employment in the civil health services.
This personnel comprises Medical ‘Officers™ (male and female), Dental
Officers, Nurses and Techniciahs. We have given in Chapter XXV
of Volume II a short description of each category and the civil
employment for which individuals in that category would appear to
be suitable.*

297. We would emphasise the supreme importance of. tkis reser-
voir of trained talent being made available to the fullest possible
.extent to the health services of the country.- If this opportunity of
providing trained personnel for the carrying out of our proposals is.
allowed to pass without full advantage being taken of it, it may
materially delay the initiation of the nation-wide health programme
for the country which we contemplate. We therefore consider it
essential that the services of all such personnel should be utilised,
except in cases of proved_ unsuitability.t

THE ESTABLISHMENT OF A COMMITTEE OF STANDARDS
FOR MEDICAL INSTITUTIONS AND EQUIPMENT

% 298. In view of the heavy constructional programme which wilk
have to be formulated to supply the new accommodation required
under our proposals, to carry out the structural alterations neces-
sary in respect of existing buildings and to provide the vast number
of fittings of all kinds required by laboratories, health centres, hospi-
tals ete., it seems desirable that some system of standardization
should be evolved which will introduce order into what may other-
wise well tend to become chaos. With the achievement of order,
there will be obtained the further advantage of reduced cost that
automatically accompanies effective standardization. We urge the
setting up of a Committee of standards for Medical Institutions and
Equipment and suggest that it should be closely linked with the
appropriate section in the Central Ministry of Health. Its composi-
tion should include :—

‘(1) architects with experience of designing and construction of
mediceal institutions under tropical conditions;

(2) engineers with similar experience;

*Weo have also given in a tabular stitement {Appendix 53 of Volume III of
our report) for which we are indebted to the Resettlement Section of the Qffice of
the Director ‘General, Indian Medical Service, detailed information regarding
demobilised personnel.

+Drs. Vishwa Nath and Buft, Sir Frederick James and Lieut.-General
J. B. Hance desire to lay further emphasis on the remobilisation, for civil pur-
poses, of demobilised medical and ancillary personnel and their separate -note
will be found at the end of Chapter XXV of Volume II of the reggrt.
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- . )
.. (3) medical practitioners, not merely as doctors, but as having an
interest in, and experience of, design, constmuction ahd administra-
tion of medical insfitutions;

_(4) laboratory scientists with an intetest in the elaboration of
laboratory fittings on a transferfble unit system and

(5) members of the nursing profession with a special knowledge
of the problems of internal hospital design.

299. We recommend that ‘the Committee should, among other
things, give serious consideration to the feasibility of adapting some
+.of the many existing buildings of a temporary nature, which have
been set up for war purposes by the military and civil departments
©of the Central and Provincial Governments, to purposes in connec-
tion with our health development programme. :

RE-EMPLOYMENT OF PERSONS WHO HAVE REACHED THE
AGE OF SUPERANNUATION

800. Among the major difficulties which have to be overcome in
the successful implementation of our recommendations probably the
greatest is the general inadequacy of existing health personnel and,
in some cases, the entire absence of certain classes of professional
and technical workers. The need for trained personnel is so clamant
as to make the rigid maintenance of the normal rule that Govern-
‘ment servants should be superannuated at the age of 55 inconsis-
tent with the requirements of the situation, at any rate throughout
‘the short-term period and probably in the' earlier years of the suc-
ceeding period. Subject to physical and mental fitness persons who
‘have reached the age of superannuation should be permitted to con-
tinue to work on a year to year basis, on the condition that they are
found fit by the medical board on each occasion. In order to ensure
that the continuation in service of such persons does nof stand in
‘the way of normal promotions in the health services, they should

‘be made to retide before they are re-employed. .
These recommendations of ours should apply to all members of
‘the health services. N

THE POPULATION PROBLEM

801. The steady growth of population, which has taken place
«during the past few decades, has had its repercussion on all such
‘matters as the housing, clothing and feeding of the additional num-
bers brought into existence from year to year, their education and
the provision of adequate measures for the protection of their health.
No programme of social reconstruction can, therefore, afford to
ignore the implications of the population problem.

302. The three main factors which influence the growth of popu-
lation are (1) migration, (2) mortality and (8) fertility.

"‘Migration .

308. Owing to the restrictions which the Governments of _ot‘her

countries have placed on the entry of Indians into their territories,

the effect of migration on India’s population has been negligible for
.some time past and is likely to be so, at least for some time longer.

“Mortality
-804. During the past two decades there has been a steady fall
in the m®rtality rate of the country. A further fall is bound to
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THE POPULATION PROBLEM

occur if the large scale programmes for improving the health of the
community advocated by the different postwar planning commiftees
are effectively put into operation. There is every reason to believe
that there will be a saving of at least three million lives every year
in British India, which will bring its rate of mortality down to the
level of what has already been accomplished in a number of other
countries. In the decennium between 1931 and 1941 the average
yearly addition to the population of India as a whole was 5 millions.
An annual saving of 8 millions in British India as the result of im-
proved health conditions will raise India’s rate of growth o 8 millions.
a year, without taking into consideration any fall in martality that
may be brought about in the Indian States through similar health.
measures. Under such conditions the very large increase of 83 mil-
lions, which took place in the 20-year period between 1921 gnd 1941,
is likely to be reached within half that time. A purposeiul control
of mortality, without a. corresponding fall in the Tertility rate of the
community, can thus have far-reaching consequences.
Fertility

805. All available information seems to suggest that the fall im
the fertility rate in India during the past 60 years has been negligible
compared with the fall in mortality. In this connection certain esti-
mates of the rates of fertility and mortality for the country are quoted
from an interesting study of India’s population problem by Kingsley
Davis, under the fitle of ‘“Demographic Fact and Policy in India,”
published in the Milbank Memorial Quarterly (July 1944).

L 4

.

. Year ! Estimated
\ A Fortility Death
rate rate
‘1881—1891 . ‘. . . . .. 49 41
1891—1901 . . . . ., . 46 r 44
1901—1911 . . . . . . ¢ 49 43
1911—1921 . . CL . . . . © 48 47
1921—1931 . . . . . . 46 36
1931—r941 . . . . . . .| 45 31

306. It seems fairly clear that, at least in the immediate future,
there is little reason to believe that there would be a marked fall in
the fertility rate of the country.

Our Recommendations

_ 807. In the absence of certajn natural checks such as famine and
disease whose operation will, speaking generally, become more and
more limited as our various programmes of social security and im-
provement in living conditions develop, the growth of population in
India will become ap increasingly serious problem. Growth of popu-
lation may be prevented from becoming a menace to the standard
of life of the community“(a) by migration, (b) by increasing the pro-
duction of natural resources and (c) by a reduction in the rate of
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additions to the population. We have already pointed out that the
prospects of emigration helping to lessen the pressure of population
on the means of subsistence in the country appear to be remote.

Increased Production

808. The advance of science, careful planning and concentrated
effort on the part of the community to develop the country’s resour-
ces may make possible the support of a largely increased population
on even a better standard of living than that which exists at present.
Such measures, however, can constitute only a temporary expedient,
because a limit to economic productivity will be reached, sooner or
later, and uncontrolled growth of population must, as far as we can
see, outsfrip the productive capacity of the country.

Reduction in the rate of Additions to Population

809. Our social instincts militate against a reduction in the rate
of growth of population being brought about by permitting the death
rate in the community to rise. We have therefore to turn to three
other means for decreasing the rate of growth, namely, (1) a raising
-of the age of marriage for girls, (2) an improvement in the standard
of life and (3) intentional limitation of families.

810. Raising of the age of marriage for girls.—Carefully collec-
ted statistics from several countries support the view that the ferti-
lity of women is at its highest during the age period 15 to 19. The
raising of the age of marriage for girls by a few years from the pre-
sens minimum of 14 would probably effect a reduction in the birth
rate. There are also strong physiological reasons for raising the
minimum age for the marriage of girls to 16, 17 or even 18. We
refrain, however, from making a specific recommendation, partly be-
cause we are not unanimous on the point and partly because the ques:
tion is so infjmately baund up with social custom and tradition, that
the Governments concerned should consider the state of public
opinion: before taking any decision.

811. Improvement in the standard of living.—An improvement
in the standard of living generally tends to promote a lowering of
the birth rate by helping to create an incentive in individuals to
limit the size of their families in the interests of maintaining for
themselves and their children a reasonable level of comfort and of
enabling the latter, through proper education and through the oppor-
tunities for earning their living which such education offers, to keep
up the standard of life to which they had been accustomed. -Such
rise must however be a slow process and, while this development
goes on, it seems likely that the active measures ifitroduced by the
proposed health services will result_in an appreciable reduction of
the death 'rate and thus, produce a temporary acceleration of the
rate of growth of population.

* 812. Intentional Umitation of familiés.—If we believe that limi-
tation of families is advisable, we should first ask ourselves the ques-
tion whether it is possible that this could~be secured through self-
control. Our answer must be, we fear, not to any material extent.
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While a limited number of individuals may be under-sexed or may,
by nature, be so constituted that they can sublimate most of their
sexual urge into intellectual, artistic or other creative channels, the
large majority of mankind, althoGgh able to convert a part of their
sexual impulse into_activities useful to the community, may still
have to find satisfaction in the sexual act itself. In the gircums-
tances we seem to be left with birth control through positive means
-as the only method which is likely to be ‘effective.

“Phe Extent to which the State should help to promote the Birth

Control Movement

318. All of us are agreed that, when childbearing is likely to re-
sult in injury to mother or infant, there is every justification for the
practice of contraception. In such cases it should be the responsi-
Dility of Governments to provide instruction regarding contraception
in maternity and child-welfare centres, dispensaries, hospitals and
:any other public institutions which administer medical aid to women-
We also consider that the supply of contraceptive requisites should
be made, free of cost, by the State to necessitous women whén the
-practice is advocated for reasons of health. There is also unanimity
‘among us_in respect of State action in two other directions, namely,
‘(1) control over the manufacture and sale of contraceptives as in the
-case of food and drugs and (2) assistance from public funds towards
‘research for the production of a. safe and effective contraceptive.

814. Some of us are of the opinion that, on economic grounds
,-also, contraception is justified in the interests of the individual and
of the community and that the State should provide facilities for
imparting knowledge regarding birth control when desired for such
sreasons. The others, while they fully appreciate the importance of
relating population to the economic resources of the country, feel
that the active promotion by the State of contruceptive practices for
seconomic reasons will be justified, in view of objections to it on reli-
gious grounds in certain quarters, only if there is subgtantial sufport
“from publie opin&m.

‘The Extent to which the proposed Measures are likely to Restrict the
Growth of Population

815. For various reasons, which include the inadeqyacy of medi-
«cal women and of health visitors to impart birth control knowledge
“to the women of the country, the enormous cost of making a safe
.and effective contraceptive available to the people, the inability of
the majority of women to learn and practice contraception satisfac-
torily and the disfavour with which certain communities look on
birth control for religious reasons, we believe that a rapid extension
«of the practice of contraception among the people is unlikely in the
immediate future. It also appears to us that there is little imme-
-diate prospect of raising the age of marriage for girls by legal enforce-
ament. On the other hand, as has already been pointed out, the
immediate prospect is that, with the introduction of the proposed
'he_alth services and of the measures designed to ladvance the welfare
-of the community, the rate of growth of population may show an
acceleration as compared with the past. While recognising fully the
1mp’li(_3ations of this increase in population; we feel that the only
practical steps that can be taken are (1) a relentless pursuit of the
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measures that are now being proposed for the reconstruction of na-
tional life in order to raise the standard of living and (2) the spread-
ing of the knowledge of birth control as far as the limitations imposed:
by the peculiar circumstances of tlre country will permit.

Genetics and Population Policy

816, The application of knowledge regarding heredity for the deve-
lopment of a healthy and vigorous stock of different species of ani-
mals and plants has been made by man with remarkable success in
respect of many forms of life. As regards man, however, the extent:
of our knowledge regarding the hereditary Aransmission of disease
and défect is at present very limited and, with the existing know-
ledge, it would be difficult to formulate and execute an effective
population policy directed to promote the creation of a healthy and
well-endowed community. We therefore consider it desirable that.
as a part of the study of the population problem in India, the part
which heredity and environment play in the transmission of valuable
human traits and of defects should be investigated.

Study of the Population Problem

_ 817. It is highly desirable that the population problem should be
the subject of continuous study. Apart from the probable trend of
population growth, such matters as differential fertility and morta-
lity rates and surveys of morbidity among the various sections of the-
community are of interest and importance from the point of view of
sound administration. The problems of heredity and environment in
relation to population policy should also receive consideration. We-
desire to see such studies organised and conducted on as broad a
basis of collaboration as possible and suggest that the Registrar Gene-
ral and the Provineial Registrars, with their respective staffs of-
trained statisticians, the Health Departments, Central and Provin-
cial, and the Departments of Feconomics, Sociology, Statistics and
(ienetics in the Universities, wherever they exist, should partici-
pate in such studies.

ALCOHOL IN RELATION TO HEALTH
818. Drinking has, as pointed out by Professor Sigerist in his
book ‘‘Civilisation and” Disease’’, two main causes. ‘‘One is social
and economic. Misery, poor living conditions, lack of education and
of recreational facilities drive a man into drinking. In Russia in

1913, the annual consumption of vodka amounted to 8-1 litres or
more than 2 gallons per person, and the average worker spent over
a quarter of his wages on liquor- When conditions of the working
population changed after the Revolution the per capita consumtion
of liquor dropped steadily. It was 4-5 litres in 1981, 87 in 19385......
......... Another cause of harmful drinking is to be sought in folk cus-
toms and group habits. ~ Since alcohol removes inhibitions “and
makes people talk more freely, it became the custom to drink alco-
bolic liquors whenever people gathered for social intercourse. This
alcoholisme™ mondain, as the French call it, affects the most highly
educated classes. It is not.so- spectacular, but has nevertheless
very deleterious results.”” A campaign for reducing alecoholism im
the community must therefore take into” account both these factors.
A rise in the standard of living accompanied by the provision of edu-
cational and recreational facilities on as wide a' scale as- possible
seems to be essential to ensure the success of the campaign. The
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harmful effects of convivial drinking can be brought home to the
people and their co-operation secured for its effective control only
through education.

Education regarding the Fundamental Facts in relation to Alcohol

319. In the United States, all but two States (Arizona and
Wyoming) have laws requiring that all schools supported partly or
wholly from public funds should include, in their curricula for children,
courses of instruction dealing with the effects of alcohol and other
narcotics on the human system. We desire to see such provision
made in this country also. Proper text-books on the subject should
be prepared by some eentral agency and they should be trans-
lated into all the languages of individual provintes by the respective
Provincial Governments. In doing so it should be possible to include
material, diagrammatic and narrative, which will give a local colour
to the different subjects that are discussed.

Certain Other Suggestions for Combating Alcoholism and for Restrict-
ing Alcohol Consumption to the Minimum . y

820. We recommend the strict control of existing liquor shops.
-and the severe rBstriction or even prohibition of opening new shops,
Jparticularly in the areas occupied by the poorer sections of the com-
munity, including industrial workers. There should be a reduction
in the hours of sale of alcohol. The alcoholic content of the beverage
sold in such places for public consumption should be within certain
limits to be preseribed by the Provincial Government. The aim
should be to make the places, where alcoholic beverages are permit-
ted to be sold, decent establishments where a high standard of cleanli-
ness is maintained and suitable alternative refreshments are provided,
-so that a man can take his family and order food along with drinks..
The pxperience in the West is that, under such conditions, the exces-
sive consumption of alcohol is generally checked. There should also:
be provision for the supply of non-alcoholic beverages. Milk bars, tea
and coffee shops, if run on cheap lines, can help to divert the crav-
ing for intoxicating drinks into less harmful channels. The desire
for aleohol at the close o{ the day is perhaps partly stimulated by the
lack of opportunities for‘other forms of useful activity, including re-
creation and social intercourse. -

~ 3821. Provincial Governments obtain today. a substantial part:
of their revenues from alcohol: ‘‘Little economic merit can be
élaimed for a system of taxation which raises any considerable part:
of the public revenue from the sale of alecohol, unless, as a part of
the plan of government, this tax money is used to reduce the extent.
of facilities for the sale of alcoholic beverages; to promote observance-
of restrictive laws; to meet the cost of prevention, care and treat-
ment, of alcoholism among the considerable number of persons whose
health’ will pe injured and whose earning capacity will be reduced
by the wse of aleohol”’. It seems important to us that a substantial
part of the money so derived should be devoted by Govérhments in
this country to measures designed to prevent the spread of alcoholisnm
and to rehabilitate those whose health and working capacity have
been injured by the excessive use of alcohol.

Treatment and Rehabilitation of Alcoholics

822. The treatment of acute and chronic alcoholism is essentially:
a medical problem and _adequate provision should be made for it as
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.a part of the- general health programme. The..rehabilitation of the
<chronic aleoholic is, however, a much wider problem. Here, apart
from any medical measures that may be adopted, there is the ques-
tion of re-educating him to a saner outlook on life and his responsi-
bility towards those who are dependent on him. The rescuing of
the growing children in the home of such an individual from the deg-
rading effects of brutish behavioutr resulting from drunkenness is an
€qually important matter. The establishment of houses of deten-
tion for those alcoholics who require segregation and treatmens,
medical and social, should receive serious consideration. ILegal
sanction for such detention will, no doubt,. be required and the ques-
tion of acquiring the necessary powers should also be considered. In
this sphere of activity voluntary effort can render valuable help. The
rescuing of the individual back to mnormality can be helped enor-
mously by properly directed efforts in which social workers and reli-
gious leaders should take an active part.

823. The consumptlon of aleohol, during working hours, by pef-
sons engaged in certain occupatlons % dangerous to themselves and”
to others. For instance, pilots in charge of aeroplanes and motor-
drivers should be forbidden alcohol during working hours. 1t should
be an offence punishable under the law for such persons to be found,
in a drunken state when engaged in their respective occupations. ,
We have given these only as typical instances and there are many
others in which the use of aleohol should be equally forbidden in -
the interests of the community. There is abundant evidence to show
that the efficiency and output of the industrial worker are lowered
by alcohol and, that the accident rate is raised. The enforcement’
of total abstinence during working hours appears therefore fo be
of advantage from the point of industry and of workers alike.

THE INSTITUTION OF A MEDICAL LIBRARY SERVICE

824. One of the prime needs of an intellectual community is an
effective library service and this is more especially the case where a
highly technical subject such as medicine is concerned. India is at
a great distance from other centres of scientific thought and she must
inevitably draw her knowledge of advances and discoveries from
books and journals published in other countries. She must be largely
self-contained and the need for a full and well-selected Central
Library is even greater than that of Europe and America, where
facilities for the dissemination of knowledge are more highly
«developed.

825. India has not the funds to enable her at present to institute
4 library comparable with the more important libraries of the world,
such as Washington with its 420,000 volumes, Leningrad sy with
600,000, Paris with 500,000 or even with that of the Royal Soé?et. .
-of Medlcme in London w1th 160,000 volumes. It seems to. us, hbs
ever, to be not unreasonable that we should recommend the estab-
hshment in India of a Central Library, providing, in the Afirst
instance, for the housing of 60,000 to 100,000 volumes.

826. In order to put the proposed library service on 4 sure founda-
tion, an exploratory survey of the facilities existing in the United
Kingdom, the United States and elsewhere should be underbaken
by one, or two officers (of whom at least one should be an Indiany
deputed for the purpose.
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LEGISLATION——FINANCIAL IMPLICATIONS OF THE PROGRAMME

827.here should be, in London, a correspondent to the library
who will watch its interests in the West and act as the channel both
ef information and of supply in-matters concerned with the library
service.

8928. The Central Library we envisage is one chiefly devoted to
research and should be established in association with the All-India
Medical Institute. When similar medical institutes are established
elsewhere they will have to be provided with their own libraries. A
case can be made out for an entirely separate library in the director-
ate of the future civil health service. We prefer, however, to leave
that question, together with the proposals for the establishment of
regional libraries, to the consideration of the Governments concerned
after the survey, which we have suggested has been completed, when
fuller and more exact information will be available.

LEGISLATION
829. Our proposals for legislation fall mainly under four heads:—

(1) those which are intended to assist in the formulation and exe-
«cution of a national health policy based on the largest possible agree-
ment between the Central and Provincial Governments and to
_promote the co-ordination of central and provincial health activities;

i (2) those which are designed to improve health administration in
“the provinces, particularly the standard of such administration in
docal areas;

(8) those which are required for conferring special powers on
health authorities to enable them to carry out their duties more
effectively than they are able to do at present and

(4) those which are intended to give statutory sanction to certain
proposals of ours, e.g. the establishment of the All-India Medical
Institute, the Central Committee for Postgraduate Medical Education
and Central and Provincial Water and Drainage Boards.
Consolidated Public Health Acts, Central and Provincial

3830. In addition we recommend the enactment or consolidated
public health Acts by the Central and Provincial Legislatures. Such
Acts can serve at least three purposes, namely, (1) to bring together
existing legal provisions relating to health, which are scattered over
various enactments, (2) to modify those sections of the law which
require change in the interests of promoting efiicient administration
and (3) to incorporate the new provisions which will be necessary ior
the development of the health ‘programme we have recommended.
At the Centre provisions relating to health are found in about 40
different Acts while, in the provinces also, a varying number of
legal enactments contain such provisions,

$51. Such iegislation at the Centre and in the Provinces may
taﬁe gome time to materialise. In the.meantime it is recomurnended
:bhat the Central Government should undertake to bring together, in u
“single publication, all the existing laws relating to health, both Central
and Provincial.

_THE FINANCIAL IMPLICATIONS. OF THE PROGRAMME
832. In drawing ups our proposals for the short-term programme
‘we have given careful consideration to the instructions of the Govern-
+sment of India on the financial aspect of planning, which were
“embodiéd in the terms of reference defining the scope and nature of
{he -enquiry entrusted to us. The Government of India said that it
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was desirable ‘‘to plan boldly, avoiding on the one hand extfavagant
programmes which are obviously incapable of fulfilinent and on the
other halting and inadequate schemes which could have no effect on
general health standards and which would bring little return for the
expenditure involved’’. We decided that our guiding principle should
be that the short-term plan must produce an appreciable improve-
ment in the health of the people within the period of completion of
the plan. This is a matter of even greater importance than questions
of cost. We were strengthened in this view by two considerations.
One is that planning would defeat its purpose if no satisfactory resulits.
could be, demonstrated. The consequences of such failure might
even be a set-back, for many years to come, in the development. of
health administration in the country. ~ N ~

" 883. The other consideration is that, if the rates of cxpenditure.
incurred by Provincial Governments on their medical and public
health departments were to be taken even as an approximate guide
to determine the ‘financial limits of our proposals, any attempt to
build a satisfactory scheme of health services for the people would be
foredoomed. In 1939-40 the per capita expenditure on these wwo
departments together. was Re. 0-1-7 in Bihar, Re. 0-1-9 in the United
Provinces, Re. 0-2-7 in Bengal. The highest figure for such expen-
diture was Re. 0-5-9 in the province of Bombay. In order to ascertain
what an improved health service is likely to cost it may mot be out.
of place to examine the corresponding expenditure for certain other
countries, where the provision for affording health piptection tc the
people exists on a much larger scale than in India. In Great Britain,
the per capita expenditure on medical and public health activities
was, in 1984-35, about Rs. 54-8-11 and in the United States the
corresponding figure for 1938 was Rs. 51-6-0. The expenditure
incurred by a country on its health services must necessarily depend
on its national income and India compares, in this respect, very
unfavourably with the two countries mentioned above. Certain esti-
mates of national income for these three countries from sources to
which we may reasonably attach value are quoted below:—

P

Country Income per Source of information
. capita
) Rs. a. P.

British India . . 62 3 3 |The National income of British India,
. 1931-32, by Dr. V. K. R. V. Rao.

Great Britain . . 1,049 6 5 | Journal of the Royal Statistical
A Society, Vol. 103, 1940, page fl7.

United States . . 1,371 7 3 | Monthly Labour Review, Vol. 53,

1941, page 114. FS

834. The per capita income of the United States is about 22 ‘tiipes
that of India and that of Great Britain about 17 times. Even after’
making due allowance for the much higher national incomes in thosé:*
countries, India should spend annually about Rs. 3-8-0 per head of

, the population if her expenditure on health services were to bear the
same relation to national income as the amount spent in Great
Britain in 1934-35 on health measures bpore to her own national in-
come. On the basis of a similar comparison with the United States
-India’s per capita expenditure on health should be Rs. 2-5-0. From -
our survey of modern trends in the organisation of health services itv
Cligpter IT of Volume IT of our report it will be seen that the authori--
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ties in those countries are dissatisfied with the provision for the
health protection of their people and that expenditure on a generous
scale to augment the existing services is under active consideration.
In these circumstances, if India desired to develop” & modern- health
.organisation, a scale of expenditure much in advance of what the
-provinces have been incurring, was inevitable. We therefore decided
“bo plan our short-term programme undeterred by the cramping limi-
tations of existing provinecial expenditure and with our main con-
sideration directed to the development of a plan which would ensure,
through its execution, a demonstrable improvement of the public

health.
"The Estimates of Cost

835. We give below, in tabular form, the main

-

items

of our

estimates of cost separately for the first five years and the second
five years of the short-term programme.

Approximate estimates of cost in respect of the proposals of the
Health Survey and Development Committee for British India.

NON-RECURRING EXPENDITURE

— First five years | Second five | First ten years
: years
=3 " N Rs. Rs. Rs.
1. Personal health services in- 80,88,00,000 | 118,64,00,000 | 199,52,00,000
cluding the  directional
organisations associated with
the Ministries of Health at \ S
the Centre and in the .
Provinces.
2. Professional education 22,45,00,000 19,86,00,000 42,31,00,000
-8. Expenditure on other items . 50,42,00,000 60,20,00,000 | 100,42,00,000
® 153,75,00,000 | 188,70,00,000 | 342,45,00,000
-4. Centre 9,22,00,000 | 11,32,00,000 | 20,54,00,000
\

‘5. British India as a whole

162,97,00,000

200,02,00,000

362,99,00,000

RECURRING EXPENDITURE

‘1. Personal health services
cluding the

the Centre
Provinces.
2. Professional education’

and

8. Expenditure on other items .

* .4.-Lgave reserve

L
:5. Centre

-6. British-Indis as a whole

Payment towards amortisation

+~5of non-recurring expenditure.
’ -Total recurring expenditure

Average annual expenditure

Average estimated population of

British India.

JAnhual per capita expenditure

in-
directional |
organisations associated with
the Ministries of Health at
in the

116,10,00,000 | 250,02,00,000 | 366,12,00,000-
32,00,00,000 35,24,00,000 67,24,00,000
4,54,00,000 12,32,00,000 16,86,00,000
7,83,00,000 15,08,00,000 22,91,00,000
160,47,00,000 | 312,66,00,000 { 473,13,00,000
9,63,00,000 18,76,00,000 28,39,00,000
170,10,00,000 | 331,42,00,000 | 501,52,00,000
25,76,00,000 74,64,00,000 | 100,30,00,000
195,86,00,000 | 405,96,00,000 | 601,82,00,000
39,17,00,000 81,19,00,000 60,18,00,000°
315 millions 3375 millions | 326 - 25 millions
Rs. A. P, Rs. A. P. Rs. A. P,

1 40 2 7 0 114 ¢
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336. After making allowance for the low national income of our
country as compared with those of Great Britain and the TUnited
States, the rate of expenditure on medical and publiec services in
India should be about Rs. 8-8-0 per head of the population in order
to reach the level of similar expenditure in Great Britain in 1984-85,
and about Rs. 2-5-0 to reach that of the United States in 1938.
Our proposals involve, during the first ten years of their execution,
» an anticipated expenditure of Rs. 1-14-0 per head of the population.
We therefore claim that the programme of health development we
have put forward cannot be considered extravagant from the financial
‘point of view. When it is remembered that, in Great Britain and
the United States, a further rise in public expenditure on healtlr
services has been considered essential in the interests of the people,
we hold that there is still greater justification for considering thak
the demands which our scheme will make on the public purse arée in
no way unreasonable.

The Financing of the Health Programme

837. We realise, at the same time, that even the proposed fe
capite annual expenditure of about Bs. 1-4-0 during the first five year
of the programme will require that Provincial Governments shoul
make provision, for spending on health measures, amounts many
times in excess of what they are budgeting now. The latest availabl
figures for the combined expenditure on provinecial medical and publi
health departments relate to 1944-45 and they are givefi below?! . -

Combined expenditure on medical relief and public health activitie
7 “in the provinces during 1944-45.

]

r

Expenditure on medical relief and’
Expenditure public health expressed as a _
Province per capita percentage of total provincial ™
in annaes expenditure
Madras . . . 6-2 47
Bombay 10-9 / 45
Bengal . 7-1 57
U. P 39 49
Punjeb — 61 51
Bihar 3:2 73
C. P. and Berar 28 31
Assam_ - 54 6:2
N.-W. F. P. 77 5-0
Orissa 34 59
Sind 8-2 I ' 26

338, While a small number of items of existing expendituresin
_the provinces on health administration will fall within the co$t:6f
She scheme, the vast majority of them will not and, broadly spgakisgs:
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the expenditure involved in the execution of our propusals will be i
addition to what the Governments, Cenfral and Provinecial, are now
incurring on their medical and pubhc health departments, which as.
shown above is generally on a meagre scale.

'339. A reference to the last column of the above table will show
that the expenditure incurred by Provincial Governments on health
measures, curative and preventive, constitute but a very small
fraction of their total annual expenditure, the percentage ranging,
from 2.5 to 7-3. On the other hand, the corresponding percentage
in Great Britain during 1934-35 was 90-4 and in the United States
18-8 during 1938. It is obvious that Governments in India.have, in
the past, devoted an unduly small proportion of their incomes to
health administration and there is therefore every justification for:
dermanding that the ratio of expenditure under this head must be
raiged considerably. Governments should be prepared to increase the.
‘money spent on health to at least 15 per cent. of the total expenditure.
JTf°this is done a considerable advance will hage been made in pro:
m&mg the required funds for the proposed health programme. At
Jéast in one province (Madras) the local legislature_has laid down:
(Section 127 of the Public Health Act) that every municipality ‘‘shall
jarmark not less than 80 per cent. of its income fror all sources.
fC‘ther than Government grants, for expenditure on the advancement
:of public health in its local area, including expenditure on medical
r,ehef -and every district board or panchayat shall similarly earmar]:
not less than 121 per cent. of its income from such sources’’. We.
Tecommend that it should be-a statutory obligation on Governments:
Jfo.spend a minimum of 15 per cent. of their revenues on health:
mcﬁwtws .

% ~840. We consider it highly desirable that a searching enquiry:
§hould be instituted into building costs and the data on which Publie-
Works Departments base their estimates. Instances have been
.brought to our notice in which private agencies have been able to:
lcarry out new building work at less than 50 per cent. of the estimates
prepared by the Public Works Departments. We do not venture to
base any criticism on such information, but there is undoubtedly a
widespread and persistent belief that the Public Works Departments
are unduly expensive agencies for the construction of public build-
ings. This calls for careful investigation, as considerations having-
far-reaching consequences for development in many spheres are
involved: -In this connection we wish to draw attention to the report
of a Misslon which was sent to the United States of Amerieg by the
Mlmstry,w of Works in the United Kingdom in 1944. The object
ow% Mission, which was an wxpert body, was to study American
practice with a view to securing in Great Britain in the postwar period

(a) mcf'ea,sed speed and output, (b) reduced building costs, (e)
inippeyéds standard of equipment and finish and (d) improved condi-

zf'ﬁ'ﬁb for- operatives.

5”‘4,

¥ 841. An enquiry into building methods and costs, with special
reference to the Central and Provincial Public Works Departmen‘cs
in“India woyld now be helpful, particularly if, with the enqulry, one
oL $wo of the representatives of His Majesty’s Government’s Mission
: he ‘United States were associated as well as some non- -technical
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842. We desire to stress the organic unity of the component parts
of the programme we have.put forward. Large scale provision for
the training of health personnel forms an essential part of the scheme,
because the organisation of a trained army of fighters is the first
requisite for the successful prosecution of the campaign against
disease. Side by side with such training of personnel, we have
provided for the establishment of a health organisation which will
bring remedial and preventivé services within the reach of the pecple,
partlcularly of that vast section”of the community which lies scattered
“over the rural areas and which has, in the past, been largely neglect-

ed from the point of view of health protection on modern lines. We
have drawn attention to these aspects of the health programme
because we feel that it is highly desirable that the plan should be
aceepted and executed in its entirety. We would sirongly deprecate
any attempt, on the plea of lack of funds, to isolate specific parts .
of the scheme and to give effect to them without taking into consi-
.deration the inter-relationships of the component parts of the pro-
gramme. Our conceptlon of the process of development of fhe
r.ational health services is that it will be a co-operative effort in which
‘the Centre, acting with 1mag;natlon and sympathy, will assist and
guide a co-ordinated advance in the Provinces. We therefore look
Fforward to a poohng of resources and of personnel, as far as circum:,
stances permit, in the joint task that lies before the Grovexnments
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