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" CHAPTER 1
CIROUMSTANCES LEADING TO PEESENT BEPORY. PRIJIMINARY TOUR OF TBA
PLANTATIONS

First Ten Plantation Labour Conference.—On the 8th and 9th of January
1947, the First Tea Plantation Labour Conference, attended by representatives
of the Government of India, Provincial Governments, employers, and workers
in the tea industry, was held at New Delhi.

The object of the Conferenco was to enquire into the specialised labour
probloms of the tea industry, and to decide what specific measures should be
© taken to ernsure that the million or more workers in the industry should be
given adequate wages, and reasonable corditions of work.

Among the subjects discussed at the Conference were sickness and mater-
nity benefits, medical aid, and welfaro activities.

Certain proposals with regard to medical aid were submitted by the
Government of India for consideration, namely :—

(@) That statutory power should be taken to presoribe the scale of
dispensary servicesgwhich gardens should provide, the stock of
medicines to be kept, the number of doctors to be appointed,
their qualifications, ete. ,

(b) That medical services should be provided on a scale which would
cost about Rs. 10 per worker perannum. A c@ss should be
levied to bring in a evenue of about 90 to 95 lakhs of rupees a
year for financing the medical services. Following what had
been done in the coal mining areas, construction and mainten-
ance of Central Hoepitals would be the responsibility of a Central
Authority, while the mainténance of dispensary and domici-
liary services would be the responsibility of the individual
gardens except where the gardens were too small to organise
these services on an adequate basis. Gardens maintaining ser-
vices up to the requisite standard would receive a grant from
the Fund for the upkeep of the medical services.

In the discussion which followed the general view was expressed by the
employers’ representatives that the Government should prescribe the standards
and enforce them, the actual provision of medical services being left to the
employers. Large gardens would run their own services, while small gardens
would combine and share the expense.

It waa finally agreed that the employers should submit their proposals
to Government through Provineial Governments, and that the matter would
® disoussed again at the next Conference,

In pursuance of this decision, Major E. Lloyd dJones, I.M.8. (E.C.) was
deputed by the Goevernment of India to visit tea plantations in India, and
draw up, in consultation with the Provincil Governments and the Employers
Associations, standards of medical care for labour in tea plantations.

Commencement of iour.—Having interviewed Sir P J. Griffiths, Political
Adviser to the Indian Tea Association Major Lloyd Jones left New Delhi
on the 15th of February 1947, and proceeded to Calcutta, where prelimipary
discussion with representatives of the Government of Bengal, the Indian
Tea Association, the Assam/Bengal Tea Planting Associstion and the Indian
Toa Planters’ Association, Jalpaiguri, took placs.
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Assam

From (aleutia Major Lloyd Jones proceeded to tour and make a survey
of tea plantations in Assam. The following aress were surveyed, medical
arrangements mspected, and discassion hold with superintendents, managers
and medical offivers connected with the industry in each area :—Soleng Hat,
Amgoorie, Panitola, (habua, Dibrugarh, Jorhat, Mariani, Lalhimpur, Sil-
char, Labac, Lungla and the Juri valley. It will be noted that most of the
important ‘tea’ areas in Assam woere inc Juded in the tour.

In all 82 gardens were surveyed, of which 52 were situated in the Assam
valley, and 30 in the Surma Valloy. 74 gardens were owned by European
companies, and 8 by Indivt companies. Having comploted the tour, a
moeting was attonded tn Shillong, at which reprosentatives of the Government
of Assam, including the Chief Seeretary, Sir G. H. Dennehy, the Inspector
General of Civil Hospitals, Colonel 8. L. Bhatia, T.M.S., and the local repre~.
sontatives of the Indian Toy Association wero present. A draft outline of
his proposed recommendations to the Government of Indian was circulated
by Major Lloyd Jones, and this draft formed the basis of discussion. Sub-
joet to minor amoendments, which wore accepted by Major Llovd Jones,
the deatt proposals were approved by all present.

The amended draft was discussed a few dovs [ater in Caleutta at a meeting
callod by the Chairman of tho Indian Tea Association, at which representa-
tives of the various Eaployers’ Associations were present. With a very few

“min v additionnl amendinents the proposals for Assam were provisionally
agred to by all present. A copy of the deaft recommendations as provisionally ]
agre , is placed below at Appendix I. (N, B.-—-There have been some sub-
soqu 1t amendents which are embodied in the final recommendations in

Chap -r V.)

Having comploted his tour of Assam, Major Lloyd Jones returned to
New Dolhi on the 28rd of March, 1947, and on the 26th of April left New -Delhi
to towrt ea gardens in North Bengal.

NorTH BENGAL

The Daoars.—The tour of the Dooars commencedat Jalpaiguri, where
preliminary discussion took place, with the Comniittes of the Indian Tea
Planters’ Association, Jalpaiguri. Following this meeting toa gardens in
the aroa wore visited comnmeoncing at Manabari in the West Dooars and con-
tinuing e Matelli, Negrakata, Banarghat, Birpara, Chuapara, Kumar-
gram, Dhowlajhera to Newlands in the East Dooars finally returning to Jal-
paiguri on the 6th of May 1947, In this part of the tour 46 gardens were visi-
ted and their medical organisation inspected. -

The Teras.—Two full days were spent in the Terai, the 7th and 8th of May
1947, 14 gardens weroe visited under the guidance of Mr. C. L. Burton,
Chairman of the Terai Tea Planters’ Association, and their medical organisa-
tion inspected.

Darjeeling.—The tolir of the Darjesling Distriet commenced on the 9th
of May with a disoussion with the Committee of the Darjecling Tea Planters,
Association. During the succeeding days 19 gardens were surveyed under the
guidance of Lieut-Colonel E.S. E. Rerrie, Secretary and Labour Officer of
the Darjeeling Tea Planters’ Association. and their medical organisation

ingpested.
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Having surveyed 79 gardens in North Bengal, Major Lloyed Jones returned
to Calcutta on the 15th of May, where a further meeting was held with the
Employers’ ropresentatives. At this meeting Major Lloyd Jones circulated
copies of his draft proposals for Bengal which were fully discussed snd pro-
visionally approved by those present.

Consultation also took place with representatives of the Government
of Bengal, including the Hon. Mr. Mcohammed Ali Minister for Loceal Self,
Government and Public Health, Mr. Roy, Sceretary of the same Dopartment
and the Surgeon Gencral Major-General D, Clyde, IM.5. Tho draft recom-
mendations for standurds of medical eare ontea plantations in Bengal which
had already been provisionally agreed to by the Emplovers representatives,
woere provisionally approved by the representative of the (lovernment of
Bongul.

A copy of the draft recommendations for Bengal, as provisionally agreed
is placed at Appendix I (N. B.—There have been some subsequent amend’
ments, which arc embodied in the final recommendations in Chapter V)

Having completed his tour of North Bengal, Major Lloyd Jones returned
10 New Delhi on the 17th of May 1947,

Sourn I5pia

The tour of Sauth Indiv commenced et Coonoor on the 6th of July
1947,  The medical arrangements of 42 pardens in the Nilgiris, the Nilgiri-
Wynaad, and tlie Annamallais were surveved, the tour terminating at Madras
on the 151k of July.

Consultation took place with Mr.-L. K. Mitchel, Secrotary of the United

Plantors’ Association of South India, and with the officials of the various
local Planters” Associations.

Subsequently the findings were discussed with the Minister of Health
for Madrus, the Hon. Shri B. Shetiyx, the Joint Secrefary for Health with
the Covernment of Madras, Mr, Vishwanath Ayvyar, and with the Surgeon
(eneral with the Governmen of Madras, Colonel S. L. Bhatia, LALS. who were

in general ageeement with the proposals, which were identical with those for
the provinces of Assam and Bengal

The whole tour finally concluded, Major Lioyd Jones arrived back in

Dlelhi on the 20th July, having completed a survey of over 200 Indian Tea
Plantations.
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CHAPTER II

(GENEBAL STATE OF HEALTH OF TEA PLANTATION LABOUR
Agsam

The gemeral-impression gained during the tour of Assam was that the
stato of health of the labour was poor. Under-nourishment and general weak-
ness were evident even among the people seen working on the gardens, or
walking along theroads. There seomeda genecral lack of vitality. Child-
ren woro rarely scen running about or playing. They ambled along like old
men. The women in their goneral demeanour were very different from the
coolis women of Northern India, with whom the writer is more familiar.
At work on the gardens or taking in their taa to the factory, they trudged along
silent , mcroso, thoir eyes fixed on the ground infronte=of them. Tke contrast
with a crowd of Declhi coolic women was most marked, Part of this may be
due to racial differonces, but probably most of it is due to the fact that by
leagon of under-nourishmont their vitality is at such a low ebb that there is
none to spare for the lighter aspeots of lifc.

This impression was borne out during visits to cut-door dispensaries and
ho-pitals. The vast majority of patients attending for out-door treatment
were illnourished and anaemic. Ay excellent opportunity of secing the non-
working children was afforded at meal times in connection with, the scheme
for central feeding. Children who were obviously sick constantly met the
eye, and young children very much under nourishded were frequently seen,

Vital Statistics.—Tho general impression gained by rasual observation
is borne out by such vital statistics as were obtained. These are shown at
Appondix I1I,

Perusal of the summary at Appendix IV shows that the average mortality
rate f om all cansos of 37 Europoan owned gardens in Assam for 1946  was
19-9 per thousand. The infant mortality rate, which is usually regarded as
an accurate index of the health of any given community was 168-8 per thou-
sand births. The worst foature, however, was the enormous maternal mo rtas
lity rate, which was 28- 8 per thousand live births for the same gardens.

Figures for Indian owned gardens i Assam were only obtained for
5 gardens. This number i3 too small to be of accurate statistical significance
but so far as they go the figures support the view that the Indian owned gardens
are evon worse in theiy vital statistics than the European girdens. In the
Indian owned gardens surveyed, the average mortality rate from all causes
was 23+ 1 per thousand, the infantilo mortality rate was 213- 0, and the maternal
mortality rate 37.8. The significance of these figures may be gauged by
ecomparison with tho corresponding figures for an English industrial citv,
with a large working class population, for 1945, which were, mortality from
all causes 14.4 per thousand, infantile mortality 55- 8 per thousand, and mater-
nal mortality 1-02 per thousand. The Assam figures, judged by this standard
can only be described as lamentable, although it is not suggested that they
aro any worse than the true rates for the Province of Assam as a whole.

It will be observed that the least unsatisfactory figure is the mortality
rate from all causes,which is only about 38 per cent higher than the English
figure. Since the general mortality rate embraces the infantile mortality
rate, it is clear that the major cause of the high mortality rate is the very
high infantile death rate, combined with the high birth rate. This of cours
also applies, though with less foroe, to the matarnal mortality rat=.
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It is therefore olear that the main tragedy, so far as can be judged from
the vital statistios, is the high death rate among infanta, and the fnghtful
mortality at confinement. These outstanding facts muat be borne in mind
when standards of medical care oome to be considered.

The summary of vital statistics also reveals another marked feature
which was borne out by personal observation. That is the figures show that
the general state of health in the Surma Valley is better than that of the Assam
Valloy. This is all the more remarkable since the general standard of pro-
vision of medical care in the Surma Valloy is in many respects much
inferior to that of the Assam Valley, In pationt beds, for example which are
almost universal in the Assam Valley, are not nearly so frequently met with
in the Surma Valley.

The main reason for the better health of the labour in the Surma Valloy
probably lies in three causes:

Firstly the labour force is more settled, and nothing like as great a per-
centage is imported for relatively short periods. In the Assam Valley a fair
proportion of labour is imparted for periods as short as three years, and the

general physique and stamina of the imported Iabour is inferior to that of the
imdigenous labour.

Secondly, a higher proportion of the labour in the Surma Valley is non-
vegotarian. This means that other things being equal thoy have a higher
intake of ficet class protein.

Thirdly, for some reason which was not explained, the labour in the
Surma Valley is much better than that of the Assam Valley from the point
of view of growing their own vegetablos, keeping cattle and poultry, ete. This
no doubt results in a higher standard of nutrition in the Surma Valley and
since a large proportion of the ill-health is directly or indirectly due to poor
nut:ition, the betters tate of nutrition is reflected in the better general health
of the whole population.

Main causes of ill-health.—The causes of ill-health among the tea labour
population of Assam are many, and it is difficult to assign to each individual
cause its proper significance.

Some of the causes may be said to be peculiar to the terrain. Malaria
for exaraple, is probably still the main single diseaso  which has to be contended
with, although it is rapidly losing this place of doubtful honour. Enormous
sums of money, and prodigious efforts, have been expended in order to combat
malaria, in fact it would probably be true to say that the anti malaria campaign
in the tea industry in India has been the biggest single campaign against
disease any where in the world. The results have been excellont, but in spite
of the active and sustained warfare which has been waged against malaria
for many years, the problom is still far from a complete solution.

Defoctive and impure water supplies are slso of importance, and water
borne Infectious diseases are still a problem on tea plantations] Many gar-
dens, of course, have faultless supplies of water, but too many still depend for
their supply on surfce wells, and other sources which are liable to mass con-
tamination. There ifa tendency to consider that if a piped water supply
is laid on all is well. This is not by any means the case. If the original source
of supply is lable to contamination, mere piping from the source of supply
to the point of distribution is of little avail.
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Closely allied to disease due to impure water is disease due to lack of plo-
per conservancy methods. Conservancy on tea plantations ig primitive in thn
extreme. Even where relatively safe methods of conservancy are providad,
the ignorance of the labour often renders it ineffective. Much cducation
and propaganda ave noeded here. .

Poor h-)using‘ also plays a part in the causation of the wide spread ill-health

1t is probable, however, that the most important single cause of ill-
kealth is the poor standard of nutrition. Efforts to improve this by the issue
of some of the more essential foodstuffs by the gardens kave been made,
and no doubt have helped the situation a good deal. Communal feeding
of non-working children has also helped matters. But even with these ad-
vancos the consumption of a balanced diet must be alest unknown among
tea gardon lnbourin Aszam. The importance of & balanced diet, sufficient
in both culories and aceessory food factors, does not appear to be fully realised
even by the doctors working on the gardens. One was frequently shown
figures of the calories being consumed daily by the labour on individual gar-
dens, often with o glow of pride on the part of the demonstrators. - There
is much more than mere calories in the building up of & satisfactory dist.
If it were a mere matter of calories a bottle of gin daily would be the perfec.
dict. The normal diet of a tea garden labourer consists of rice, dal, a little
vegetable, a little sugar, musturd oil, spices, salt and a doubtful supply of
drinking water. This is supplomented on suitable oceasions by rice beer.
Milk and milk products wre hardly taken at all. Meat, fish snd cggs are not
taken at all by the majority and only rarely and sparingly by the remainder.
A healthy popul ition on this diet is of course impossible.

The reasons for the poverty of diet are in tfurn many, but the general
lack of proper food distribution initially cavsed by the war, combined with
the low wages paid to the Iabour in the past are probably the most important.
The solution is not easy. Higher pay of itself is certainly no solution. In
the Assam Valley particularly, one of the main reasons for the deterioration
in nutrition lies i tho general disruption arising from the war, and the in-
flux of a totally artificial floating population into the area. Before the
wal the local labour kept pigs, poultry, goats and cattle. During the war they
were overwhelimed by o hugetemporary population, fush with money, and
anxious to buy up any fresh food stuffs which might be available. Prices
of cattle, pouliry, cte. soared to unprecedented heights, and the labour was
quite unable to resist the temptation to sell off their stocks at the fantastic
prices which were then current. The result was that the whole countryside
became dvnuded of vattle, pigs and poult-v. The indigenous population killed,
without realisingit. the goose which laid the golden eggs, and they are now
paying for their lack of foresight. If the state of nutrition of tea plantation
labour is to be improved, bold schemes for increasing the stocks of cattle,
goats, pigs and poultry, and for increasing the local production of vegetables
and fruit. will have to be undertaken. If this is left to chance, or to the
Iabourers themselves, little improvement will result. The labourers are at
present overwhelmed by the calamity which has overtaken them and have

neither the insight and understanding, nor the capital, to make any subs-
tantial attempt to mend their own fortunes.

Important types of sickness—No attempt was made to obtain classified
ﬁgurf\.s of types of sickness, as it was felt that in the main such figures were
not likely to be accurate, and therefore might prove actually misleading. At
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the same time, in the tew gardens where records were apparently being well
kept, note was taken of the relative importance of the main diseases. From
these data the following general conclusions were derivedg—

Malaria—This still remains one of the most important causes of sickness:
although with the re-institution of schemes of malaria control, which had
largely fallen into abeyance during the war, there is definite evidence that
malaria is becoming of steadily decreasing importance asa cause of mortality
and morbidity. The introduction of suppressive Mepacrine reatment hasg
also had a marked cffect in those gardens where it las heen pat into opera-
tions, although opinions of doctors practising in ‘tea’ vary enormously as to
its ultimate value, Several doctors intervicwed were doubliul of its volue
as a long term policy, wege as one medical officor with a very large practice
went so fur asto say that malaria Had practically disappeared on the gardens
under his controlsince the introduction of suppressive Mcpacrine treatnient.
Without, it is hoped, being held unduly sceptical, this seems rather an ex-
travagant claim.

The introduction of Paludrine, the new anti-malaria drug, seems to Lokl
out distinct possibilitics in the attack on malaria. Recent reports of trials
in Assam itself suggest that it is likely to be much more potent than Mepacrine
as a suppressive and therapuiic agent. Some workers claim with confidence

" that with its general use malaria will disappesr. This is probally too opti-
mistic, but it can safcly be said that Paludrine will be & most valuable weapou
in the armamentarium of the doctor practising in 2 malarious area.

Bowel diseases.—Bowel diseases still temein a great problem among tea
labour in Assam. Cholera is by no means vnknown, while the typhoid group
and the dysenterios still account far from 20 to 30 per cent. of the Lotal serious
sickness on some gardens. The real metliod of attack on these diseases should
of course be by better water supplies and conservancy methods. No amount
of medical treatment will ever result in marked reduction in the incidence
of these diseases until Ltheir causes are removed.

Anaemia—Various kinds of anaemia are almost universalamong the
tea labour population in Assam. On one garden visited the medical officer
had taken-blood samplos of over 560 of the garden population at randem.
None of the samples were taken from people reporting sick.  Only one of the
samples showed a haemoglobin content of over 65 per cent. and the vast
majority showed haemoglobin contents of less than 50 per cent. Personad
observatic n supports the view that this is by no means an isolated cxample.
Many of the anaemias are secondary, hiypochromic and microcytic in type
and are capable of improvement by simple therapeutic measures if taken in
hand reasonably early. Most of these cases are secondary to malaria. howel
diseases and hookworm. Hookworm is very widespread, and some doctors
pay almost universal in some arcas. Attempts to treat it are made by routine
dosage with anthelmitic drugs but these are of course mercly pellintive
measurcs, and can have no lasting value until the causes of the condition,
namely bad conservancy measures, and the ignorance of the population,
are removed. Apart from these czses, the origin and causes of which are,
well known, macrocytic anaemizas, of the nutritional and pregnancy types
are very common and are the cause of a large proportion of the enormous
maternal mortality.

Excessive child bearing must also be a potent cause of anacmia and
debility amongst women on toa plantations,



Very often a woman is no sooner rid of one child than she starts to bear

another. The drainupon the constitution of such unfortunate women must
be encrmous,

Kola-azar —Kala-azar is fairly common on tea plantations in Assam
and the general impression gained from medical officers was that it was on the
incroase. Onsome gardons fears that it might again reach epidemiec pro-
portions, as it did some years ago, wore evident.

Tubertculosia—General concern was expressed by the medical officers
of the gardons visited at the inerease in the incidence of tuberculesis. In
his Presidontinl address for 1947 the President of the Assam and North Bengal
Branch of the British Medieal Association, Colonel C.S.P. Hamilton, said
“Tuberculosia 9 increasing at an ala ‘ming rate”, and made a strong plea
for better living accommodation for the tea garden labour.

Leprasy —Leprosy isnot markedly common on tea plantations, but there
is a small munber of lepors on most gardens. In only one place, namely
Labac, was any attompt seen to isolate lepers. At Labac a most successful
colony is in oxistonee, which might well be copied by other tea plantatiq'rL

To sum up, the main causos of sickness and mortahtv on tea, pla.ntatlon
in Assam are malaria, bowoel diseases, and anaemia. Malaria is steadily be
coming of lesy importance, and the importance of nutritional and other anaee
mias is steadily increasing. There are, of course, othor important causes of
disability, such as Naga sore, various skin and oye affections etc., butthe
incidence of these varies very much in differoent parts of Assam, and their im-

portance 13 relativoly very much less than that of the three main groups men-
tioned above.

NorRTH BENGAL

Most of what has been said with regard to Assam holds good with regard
to North Bengal, with some reservations. In the first place the general health
of the labour in Bongal is certainly better on the wholo than that of the labour
in Assam. Moreover the general health standards improve as You go from
East to West. Both these statemonts are borne out by the summary of vital
statistics at Appondix TV. The reason for the better health is that the fac-
tors which have already been mentiored as causes of ill-health and mortality
in Assam.  although they may also be operative in Bengal are by no means as
marked. Bengal. although sériously affected by the war in many ways,
‘including tho transtor of a large proportion of the tea labour to work on pro-
joets on the Assam/Burma frontier, did not experience tho enormous influx
of population which whs experienc ed in tho Assam Valloy. For this reason
the area was not denuded of its livestock to quite the samo extent, although
serions inroads were made oven in Bengal. | V5 A

Nutrition —Apart from this the labour population in Bengal seemsto
take much more interest ingrowing vegetables, and keeping pigs, cattle and
poultry, than their fellows in tho Assam Valley. In thisrespect they resemble
more the people in the Surma Valley. This is the more noticeable as you go
West from the East Dooars to Darjeeling. The general tendeney, as you go
from East to West is for the labour to be housed not so much in lines, as in
separate and independont holdings, each with its own plot of ground, which
is well cult vated, and appears to be exceedingly productive.
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A third faotor lies in the rather different nature of the countryside. In
‘the Dooars and the Terai game is plef#iful, and often in very close proximity
to the actual tea plantations. The labour, apecially the Paharias, are very
keon shikaris, and from personal observation it was obvious that wild pig,
_jungle fowl, and varioug species of deer form a frequent and welcome additon
to the normal diet, particularly at week ends. It may well be that a fair
proportion of this gameis obtained illegally, or in other words poached, but
for our present argument thisis of noimport. The point is that rightly or
wrongly they kill the game, and they eat it.

All these factors contribute to a botter standard of diet among the labour
of North Bengal as compared with that of Assam. Tho additiion of more
meat to the dist in particular means a considerable additon to the in-take
of first class protein which is a sorious deficiency in the diet of
the Assam labourer. The hetter diet means less under-nourishment,
and less anacmia. The incidence of hookworm, bowel d’sesoes, and malaria,
is probably vey much tho same as in Assam, but with a fuller diot the lost
jron and protein in the blood is able to some extent to be replaced from the
ingreased iron and protein intake in the food. '

Prevalent Diseases.—Kala-azar, for somo reason not explained, at prosont,
seems to be more prevalent in North Bengal than in Assam. Malaria in Bengal
coades to be a problem above 2,500 feet, and it follows that on the gardens in
Darjecling, which are usually at a much higher altitude than those of the
rest of Bongal or of Assam, malaria is not a problem. The diseasesof Dar-
joeling are in the main the usual diseases of temperate olimates, and chest
conditions such as bronchitis, and fibrositis, are particularly cemmon, al-
though bowel diseases probably caused by contaminated water supply are
also common, and give rise to a high mortality rate among ehildren.

Pulmonary Tuberculosis.—The main problem from the health stand point
on Darjeeling tea plantations is, however, tuberculosis, which is causing great
concern to doctors and planters in the areas. The high incidence of tuberculosis
may be gathered from figures obtainod at one garden in Darjeeling. The
total number of deaths on that garden during 1946 was 54, of which 20 were
said to have been due to pulmonary tuberculosis. Thisis an extreme example,
but similar figures were observed at other gardens in the area.

The reasons for the high incidence of pulmonary tuberculosis lie in two
directions. Firstly the bad housing conditions and the social habits of the
people, and secondly the high susceptibility of a primitive population to
infection by the tuberclo bacillus. Tho sugceptibility of primitive agricultural
rices to tuberculosis’when the germ i3 itroduced among thom with tho ad-
vent of so called civilisation is well recognised. The North American Indian
the Maori, and the Australian aboriginal, are fast disappearing as the result
of the introduction of this scourage of civilisationinto their midst. The hill
people of Darjeeling are no exception to this general rule and it is diffieult to
know what can be done to prevent further ravages. Better housing is no
doubt an urgent necessity, but this must be combined with educationin the
virtues of fresh air. Another need is facilities for isolating known infectious
ca80s. At present such facilities are virtually non-existent, and open cases
of tuberculosis remain in the family circle, eating and sleeping in the same
room with the other members of the family, both young and cld, until they
die. Since the houses they occupy have practically no ventition, the end
result can be better imagined than described. For this reason smallisolation
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blocks in connection with tea garden hospitals in the Darjeeling disctrict, for-
the isolation of open cases of pulmonary tuberculosis, are an immediate
necessity

-

To sum up, the main features with regard to the health of tea plantation
labour in Bengal as compared with Assam, are the better state of nutrition
of the population, with consequent better health as a whole, although in the
Darjosling area particularly, the mortality from pulmonary tuberculosis is
a matter giving rise to the gravest concern.

Sovry Ixpia

The general impression gained duaring the tour of South India was that
the gener:) Lea'th of the labour i3 on the whole much better than in Norlh
Indin. The reasons fur this are dificuld to define with certainty, but con-
tributory eauses are probably a higher standard of education and literacy
among the kubour, a healthier climate all the year round, hetter housing condi-
tions, anda purer water supply.  The medical and health services in the South
too, are superior to those of the North and this no doubt plays its part. Frank
maluutrition was very rarely seen, but one wonders whether with rations
drastivally reduced, mal-nutrition will not become increasingly evideat in the
near future, unless the position with regard to food supplies become much
casicr. At present planters in South India are supplementing the present
ration of 8 oz. of rice, 6 oz. of pulses with such items as dried potatoes, whiech ©
are most valuable in maintaiming the standwd of nutrition, since the local
abouy is sufliciently edueated to utilise this supplementary ration withre son-
able intelligenre.  When these supplics are no longer available the situation
may hecome very serious.

The general impression with regard to the health of Tabour is borne out
by such vital statisties as were obtained. Reference to the tabie at Appendix
IV shows that the average mortality rate of 14 per 1,000, is lower than in any
part of North India. The infantile mortality rate, 122+ 4 per 1,000 births is also
lower, but not so strikingly so.

Low Glaternal Mortality.—The maternal mortalily rate, howeveris stri-
kingly low even compared with Bengal, which is in its turn much lower than
i Assam. The reason for this was very closely enquired into, since the worst
foature of health conditions in the tea industry as a whole is the {rightful
maternal mortality, The reason is not far to scek. South India as & whole is
very well provided with zarden hospitals whichare well run and commratively
well staffed. Tt has become almost yniversal enstom to take pregnant women
into  hospital four weeks before the expected date of confinement and to
keep them there for at least ten davs after confinement. Whilst in hospital
prior to confinement they are well fed. given a fair ratin of milk, and generally
built up to meet the demands of their approaching confinement. The result
i3 that by the time labour sets in they are in good physical condition and usu-
ally go tivough tho confinement with little difficulty. Thig in turn results in
much less loss of blood than in a difficult confinement in an ill-nourished and
aemic womal, 50 that evena day or so after Inbour the mother is in good shape
and can be discharged from haspital after ten days. This policy of taking
expectant mothers into hospital before confinement and building them up to
meet their ordeal is clearly much more effective, and in the long run chexper
than adinitting them only when labour has actually commenced, in
a weak and ill-nourished condition, linble to haemorrhage and collapse from
thoir already existing extreme anaemia, and having to retain them for weeks
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.or even months before they are fit to be discharged. From the purely health
standpoint, the South India figures speak for themselves. A walk through
the maternity wards of some of the garden hospitals, in the Annamalais
in particular, was a real pleasure. Healthy well nourished and happy mothers,
with chubby babies weizhing six or seven pounds, in marked contrast to the
shrivelled, miserable looking specimens one had become accustemed to in
earlier parts of the tour. It is realised that therc are many difficulties in
the way of universal attainment of this happy state of affairs, not the least of
which is the education of the lsbaur into the advantages of entering hospital
in good time. But these difficulties have been overcome in Scuth India,
not without agreat deal of trouble and patience it is true, but there seems
no real reason why similar results should not be capable of achievement in
other parts of India.

Otherwise there is close similarity in tho prevalent diseases of South
India, to those of North India. Malaria is still a problem, but has been very
much veduced during the last ten years, largely due to active anti-malaria
measures suggested by the Ross Institute.

Anaemia is fairly frequent, but neither so universal nor so extremo in
individual cases as in North India. Kala-azar is fortunately slmost anknown.
Hookworm and various other kinds of intestinal worms are very common and
play a large part in the production of the existing anzemia.

Tuberculosis is not infrequent, although not so common as to constitute
a major problem. At first sight one wondors why-South India should be so
different form Darjecling in this respect, since the terrain and elevation is
similar in the two areas. Tho reason probably lies’in the fact that in South
India thore is practically no ‘hill’ or aboriginal labour employed, the labour
being imported annually from the plains below, They have therefore probably
developed a fairly high immunity to the infection through succeeding genera-
tions, and through immunising doses in infancy and early childhood.

To sum up, the main features with regard to health of tea plantation
labour in South India are the generally better standards of health, and the
relatively low maternal mortality rate as compared with North India.
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CHAPTER III

PRRIXAT ORGANISATION OF MEDICAL CARE AND S8TANDARD OF MEDICAL TERAT--
MENT IN THE TEA INDUSTRY

Medical oare on ftea plantations in India has grown with the industry.
There has been practically no planning on any rational basis, and the whole
gystem is therefore crammed with contradictions. In fact so casual has
been the dovelopment of the medical services, that the wonder is not how
they function as woll as they do, and many of them function very well, but
bow they manage to function at all,

Whare medical care can be said to be organised at all, it is organised in
a form which is commonly known ‘as the practices’. Practices are as a rule
under the care of a European medical officer, who has under his control a
staff’ of Indian Licentiate doctors, who live and work on the individual tea
gardens ocomprising the practice.

Practices are in the main of four types.

(1) The Medical Association, This is really a misnomer for reasons.
which will be explained. The association is formed by the combination of
& number of companies, who omploy & medical offider to run the medical
services on all tho gardens owned by the various companies in a given area
The executive powers of the association are of two types (z) vested ina
committee of management, the chairman of the committee usually being
the superintendent, or one of the managers, of the companies concernd. (b)
vested in the hands of Caloutta Agency Houses concerned, with one repre-
sentative Agency House acting as secretary. The later arrangement is
preferablo from the point of view of medical organisation, since both managers
and medical officors can refer their difficulties direct to a more impartial
Calcutta committee, where they can receive consideration on thier merits,
detached from local influence and politics. In neither case, however has
the medical officer any great influence in the adoption of health policy on a
major scale. To call the association a medical association istherefore mis-
lpading. This mothod of organisation has its advantages. There is a certain
degree of correlation of effort, although the medical officer is often in a very
invidious position. It is proverbial that no man can serve two masters. In
this oase a medical officer may have to try to serve a dozen masters or more
with inevitable results. The main defect is that health policy tends to be
directed by persons with no knowledge or training in health problems, so that
long term health planning is almost non-existent.

(¢%) Private Practices—In this case a medical officer serves a number
of companies having individual contracts with each. This type of practice is
steadily becoming less in number. The advantages are that a medical officer
can act in an advisory capacity and in that way cen secure somwe correlation
of effort, and if he is of strong character can influence long term policy very
considerably. The great drawback is that the health policy still remains
in tho hands of the individual managers to a very great extent, and this is
of great importance when matters ivolving capital expenditure are at issue
The majority of managers are still paid on a basis of a fixed salary plus per-
centage of profits. By the time a man reaches the position of manager he ig
often well on in middle age, with perhaps relatively fow years in which to
enjoy his position and increased income. Since his totul income depends
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on the amount of commission he can make through increased profits, there
is a very natural tendency to cut down on expenditure which although it might
be profitable as a long term poliey, is not going to show any dividends during
the existing manager’s term of office. This affects the amount a manager
in likely to spend on any long verm health policy very adversely, and one was
constantly being told by medical officers that the companies were always most
generous in any finance required as a short term policy, but that they were
oqually reluctant to spend capital on schemes which might show a good re-
turn aftor a period of years. In one particuldl case a company had spent
over 1,000rupees on expensive treatment for one of their coolies who was
suffering from an obscure medical complaint but refused to provide a water
point inside their garden hospital, although this would probably have been
repaid a thousand fold in a very few years.

(i) Company practices—These are practices where the whole of the
medical practice is carried on in gardens controlled by one company or Agency.
The advantages are that there is much more correlation of effort, and & long
term health policy is much more capable of achievement. Ingeneral, practices
of this type are run on behalf of concerns with ample capital who make large
profita. The general level of medical care in this type of practice is therefore
usually high, and in some cases really excellent.

(fv) Company Practices where the medical officer {s also in charge of a few
outside gardens separately owned—The internal contradictions ol medioal prac-
tice in tea plantations are best seen in this type of practice. Inone in-
stanco a practice was visited where the medical officer was mainly employed
by one company but was also responsible fer the medical carc of the labour
of another smaller company with several gardens. The variation in the stan-
dard of medical care in the two groups of gardens would hive to be seen to
bo believed. One had an efficient systemr of garden hospitals, with a small
central hospital, well equipped and staffed, and a really exocellent central
medical store. The other group had small, illequipped dispensaries with
very yfew in-patient beds, staffed in some cases by merely a compounder.
The medical officer, who had been in the practice for many years, was one
and the same. Tho enormous variation could not therefore have been attri-
butable to the medical officer, but was clearly due to a completely different
out-look on the necessity for efficient medical care on the part of the different
meanagers and companies.

Arrangements with District Boards.—In the Nilgiris an area was visited
where a number of fairly small gardens relied for their medicai care on an arr-
angement with the local District Board Hespital. The number of gardens
availing themselves of this arrangement was 12, of which 10 were Indian
owned and 2 European owned, the total population of the gardens served
being just short of 4,000. Two of the gardens had a small Dispensary staffed
by a qualified compounder in addition, but the remaining gardens relied
solely for their medical care on the District Board Hospital. The planters
Pay 2 annas per out-patient attended, and 14 annas a day for in-patients. In
1946 the total sum received by the hospital authorities from the tea planta-
tions served was Ra. 7,500 or just under Rs. 2 per head of population served,
Tho estates are therefore getting their medical care at a very cheap rate.
This would be perfectly all right if that medical care were of a rcasonable
standard; Unfortunately it is not. The bospital is under the care of an
efficient medical officor, but as he has the normal work of the hospital to see
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t o, in eddition to his ‘tea’ duties, hg is naturally unable to, cope with the
whole efficiently. Moreover the hospital itself is antiquated and overcrowded
and has only 20 beds, which are insufficient for the demands made upon them.

The idea of combination of small gardens is good, and if by correlation
with the District Board Hospital an efficient medical service can be provided
for the tea labour thero conld be no possible objection, but the present arrange-
meni, by which the tea planters merely pass their responsibilities to  their
emplovoes so far as medical services are concerned on to the Local Board,
in returnt for & small cash payment, is by no means satisfactory and cannot
be allowed to continue.

To bring the scrvice in this particular case up to any thing like standard
a new hospital with at least 40 bods would be required, in addition to at least
one moro medical officer and a staff of midwives and nurses,

Relatively unorganised medical care—It must not be assumed that the
whole of the medical services of the tea industry is organised in thé ways
outlined above.  Such 13 fur from being the case. The degree of organisation
however, varies considerably in different parts of India.  In the Assam
Vailey, for example, where a high proportion of the industry is controlled by
large and wealthy companies and Agency Houses, some form of practice super-
visod by & European miedical officer is probably the commonest form of medical
organisation, although even in the Assam Valley it is by no means universal.
The same. with some exceptions, is true of South India. In the Teral on the
other hand, and to a great extent in Darjeeling the medical practice iz non-
existent. Individual gardens maintain their own doctor, usually a Licentiate,
and he works entirely independently of the doctors on other and npeigh-’
bouring gardens,

Defects of unorganised medical care—The main disadvantage of thir is
that the doctor, unle:s he is very keen on his profession indewd, tends to
become stato and perfunctory in the performance of his professional duties,
In a ‘practice’ he at any rate has the advantage of discussion and consnltation
with his medieal officer, but when he is completely isolated from LisFellow
practitioners, he suffers from an inevitable lack of professional mental stimulus,
with ill-effocts which canrcadily be realised. This is no imaginary state of
affairs. Elderly doctors were frequently met who professionally were clearly
living in the days when they first qualified 25 yvears ago or more. They had
gone to tea gardens soon after qualification, and hadiemained there ever
since, with no contact with their professional brethren, no one with whom they
could discuss their cases, no opportunity of profiting from thier own mistakes,
Add to this the fuct that many of them were compelled to work in well-nigh
impessible professional conditions, and one may well imagine tke deteriora~
tion in their professional knowledge and outlock.

Standards of medical treatment.—A specific example may perhaps itlustrate
tlie point more clearly. The doctor of one garden visited had been employed
on the garden for 27 years. Physically he was in good shape, and mentally
he was in general alert,  But inspection of his recont drug purchases showed
that in his last indont ho had obtained several large bottles of tincture of
Buchu. Tincture of Buchu is so little used now-a-days that one felt impelled
to ask him why he required such a large quantity. The reply was that it
was his normal method of treating gonorrhoea, which was fairly common
among his garden labour. The point maynot be entirely clear tothe lay
person, but it may be explained that since the introduction of the sulphona-
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mide group of drugs, Buchu has no place at all in the trextment of gonorrhoea,,
indeed it is doubtful if it has ever been used for that condition by any scienti-
fic medical nan during the last 3¢ or 40 years.

-Tie sare principlo. though to & lesser degree, is shownin other thera-
peutwn‘mmures particularly in the treatment of the anaemias. Itis pro-
bable that a fair proportion of cases of anaemia scen on tea gardens are of the
gimple microeytic tvpe and are amenable to energetic treatment withiron pre-
paravioms. The best way of prescribing iron is in the forim of a ferrous salt,
preferably a tablet of Ferrous Sulphate. In practice most tea garden doctors
prescribe mixiures containing lbron and Ammonium  Citrate. dren and
Anvaonimu Citrate is a prrfertly good method of treuting the simpler tipes
of cneemia but for the therapeutic eflect obtained as cempered with a tablet
of Fervous Sulphate, it is o Very expensive way of prescribing iron, the ratio
of cost for equal therapeutic effidieney being in the region of 1 : 20.

Much worse. of course, is the doctor, also very commen, who waits until
his cases of ansemis have yeached an advanced and complicated stage, « ud
then procecds to treat them with ‘blunderbuss’ comcerted courses of iron,
liver extrict proprictory tonics snd vitanun preparations, perhaps re-inforced
by intravenous injections of caleium. There wmight be scmie justification for
this type of prescribing in the case of wealthy patients, although even that is
doulitful, but there can be no justification at all for the use of such methods
in teg garden praciice, where what money.is available should ecrtainly Le used
to the best possible advantage.

Another weakness of the tea garden doctor is the tendeney to use ex-
ponsive proprietery preparations when standard pharmacopoical drugs woul
give the same riwrapeutic effect at a fraction of the cost. 1t must be confess-
ed that this tendency is by no means contined to tea garden doctors, Lut
is common to 1ndian doctors as a whole, from the humblest village practitionel
to the highly gualified hospital physician. But so {ar as tea garden practice
is concerned, it is doubly misleading. Managers of gardens with very rudi-
mentary medical equipment would point proudly to their annual drug bill,
which might amount in some instances to Rs. 3 or more per worker psf annum.
It seemed unkind to have to puint out that much of this money was being
wasted on very expensive proprietary preparations tlie therspeutic valie of
which was to say the least doubtful. In msny instances the gardens with
the poorest medical equipment could show a really amazing collection of
drugs, most of them proprictary preparations. The real reason for thisis
the defective professional education of many of the garden doctors, and the
less educated the doctor, as arule the higher proportion of proprietary pre-
parations, since the poorly educated doctor, who is not thoroughly familiar
with the officiul materia medica, falls an easy prey to the skilfully worded
and high sounding advertisements of the manufacturer of proprictary
medicines.

Maintenance and improvement of professional standards—1It is difticult
to know how the professional standard of the garden doctor isto be improved
or even maintained, but better facilities and surroundings for the carrying
on of his professional work such as are outlined in the recommendations of
+his report will help. It was noticeable during the tour, that in some prac-
‘ices particularly round Jorhat, where there were well bullt and efficiently
3quipped hospitals with a properly organised central msdical store and centra
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laboratory, the standard of garden doctor was very high and great enthusiasm
and Lkoennoss for health measnres was evident. On the other hand, in other
areas, large gardens with a population ot 2,000 or over were seen, in which the
garden hospital consisted of a tumble down basha, with no in-patient beds,
no lghting or heating arrangements, no conservancy and the nearest avail-
able water supply as far as 100 yvards from the hospital. As a rule that type
of garden was served, if not by a compounder, by a doctor who was clearly
shiftless and inofficient. .xlthough this was not to be surprised at considering
the conditions under which he had to carry on his profession, which would
very soon have knocked the enthusiasm out of the most ardent practitioner.

Revision courses for lea garden doclors.-~Apart from betterment of the
conditions of practice and the provision of properly equipped garden hospitals, |
it is suggested that close consideration be given by the Employers’ Associa-
tions to the posssibility of trying to arrange for periodical revision courses

for tea garden doctors on the lines recently adopted by the Coal Mines Welfare
Committee.

Summary.—It will be apparent from what has already been said that
there is enormous variation in the organisation and standards of medical care,
on Indian tea plantations. In some areas the standard is vey high and in a
few instances is eomp’mra.b[e with medical care in any industry in the world. At
the other oxtreme is the garden where medical care is almost non-existent
or if it exists is so I‘udmlentarh‘ as to bo hardly worthy of the name.

It is here that the erux of the problem of medical care in the tea industry
lies, The primary essential is to bring the backward gardens up to some-
thing approaching the standards at present obtaining in the better gardens,
and this object must be kept constantly in mind inany large scale re organi-
sation of the medical services of the tea industry.

In yractice this means the sotting of minimum standards of medlcal
gare om s he gardens themselves, which in its turnmeans the provision of garden
hospitats, properly equipped and maintained., and staffed with qualified
professional taff. In the long run the standard of medical care anywhere
rests with the dvetors who are responsible for its provision, and the interest
and keenness they show intheir chosen profession. It is impossible to guarantee
that doctors in the tea industry will show this interest an enthusiasm, but
they are more likely Lo do so if they are provided with proper facilities and
snrroundines for the cartying on of their professional work.

——— e
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CHAPTER 1V.

PREVIOUS SUGGESTION ¥OR THE REORGANISATION OF MEDICAL CARE IN THE TEA
INDUSTRY

Suggestions have been put forward at various times during recent years
for the improvement of standards of medical care on tea plantations, but no
large scale reorganisation has resulted, probably due to the impossibility of
embarking on any such schemes during the war years.

Copies of proposals prepared by Mr. P. J. Griffiths, Political Adviser to
the Indian Tea Association, and by Professor MacDonalds of the Ross Insti-
tute, were kindly supplied by the Indian Tea Association, and have been care-
fully considered in the light of information gained during the tour. The re-
commendations of Professor MacDonald are the result of an investigation
carried out on behalf of the Indian Tea Association, and were referrad to by
Mr. Griffiths at the Tea Plantation Conference.

In addition to these, various recommendations have from time to time
been submitted by the Assam and North Bengal Branch of the British
Medical Association. The whole question was very fully discussed at the 1947
Annual General Meeting of the Branch, which was attended by Major Lloyd
Jones, and although the formal minutes of that meeting are not yet
available, the opinions of the Association were very clearly expressed.

In South India a valuable note on medical aid for estate labowr has been
propared by Mr. L. E. Mitchell, Secretary of the United Planters’ Association
of Svuth India, which embodies suggestions by Mr. R. Walker based on ex-
porience of the Kanan Devan Hills Produce Company’s medical arrange
ments. Mr. Walker’s suggestions cover the following :—

The small primery unit is the small estate dispensary serving a working
population of 300/700 and staffed by a resident compounder, midwife, and a
visiting L. M. P. There are no in-patient beds.

The large primary unit serves an average working population of 2000-
3000, the staff consisting of a permanent L. M. P. doctor and a permanent
nmidwife.

The secandary wunit is the Group Hospital serving « population of 5000
7000 but which only deals with patients who have been referred from either a
primary or secondary unit, and is staffed by one or more doctors, etc.

The District Centre is the General Hospital which serves a working popu-
lution of about 50,000 and is staffed by two qualified doctors and is equipp-
ed with X-Ray, Ophthalmic and dental departments, ete.

Thoe main skeleton of these proposals is similar in its essentials to the
proposals of Professor MacDonald and the DBritish Medical Association.

The only important criticism one has to make with regard to rhese sug.
zostions ia i conmection with the small Primary unit, or small state dispen-
iary. Mr. Wallker envisages an estate with a working population of 500/70p,
shat is a total population of perhaps 800/1,200. It is considered that an estate
»f this size should have the direct services of a registered practitioner and the
wla use of at least 10 hospital beds. The best way to achieve this would be
3y combination with one or more neighbouring estates to set up a joint medi-
:al service with proper indoor hospital facilities.
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The inost recent and important recommendations are perhaps those
of Professzor MacDonald and of the British Medical Association.

The main principle of Professor MacDonald’s recommendations consists
of the establizhiment of group hospitals and garden hospitals. The group
hospital would be a permanent structure fullv staffed and equipped for the
treatment of all conditions normatly encountered. The plan for group hos-
pitals would provide for nltimate expansion to at least 375 beds per 1,000 of
population,  The hespital would serve a population group comparable with
that of the present lnrger practices, that is about 20,000 people.

The garden hospital would also be a permaneut structure, and would be
staffed and equipped in such a way as to he eapable of providing treatment for
out-patients, and for in-patients not requiring elaborate facitities for diagnosisy
and treatment. Professor MacDounald reecommends that the number of garden |
hospital beds per 1,000 of population shovld not be less than 5. |

The recommendations of the British Medical Assoeciation are in many
respects very similar to those of Professor MacDonald, but there is one im-
portant exeeption. The British Medical Association also envisages the pro-
vizion of what they call regional hospitals. which are to be equipped with:
every moddern method of dmr»no-m and treatment, staffed .. with specialists,
and capable of dealing adec um_h with cvervy conecivable elinical condition.
Otherwise the British ?\Tet]icu-] As=ociation agree with the principle of the group
hospital, although they prefer to eall it a central hospital, and with the garden
hospital.  Thex consider. however, that the figure of 375 beds per 1,000 of .
population sugeested by Professor MacDounald for group hospitals is too low
and suggest a minimum of 5 beds per 1,000, They also consider the figure of
& beds per 1,000 for garden ho-;pimh suggested by Professor MacDonald f oi
garden hospituls to he Far too low, aad s.1gﬂtst a minimum of 30 heds per 1,00¢

There arve certain other recommendations put forward by one or other
ol the parties, the most important heing perhaps Professor MacDonald's
recommendation that no praetitioner should be responsible for the care of more -
thanr 2.500 people,

It is not proposed to  criticise these suggestions at the present stage
They will e dealt with in the next Chapter, dealing with the recommenda-
tions for standards of medical care to he maintained.
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CHAPTERV

‘RECOMMENDATION FOR STANDARDS OF MEDICAL CARE TO BE MAINTAINED
ON TEA PLANTATIONS IN INDIA

The following comments and recommendations are based upon informa- |
tion gleaned during Major Lloyd Jones’ tour of Indian Tea Plantations.

The previous suggestions of Sir P.J. Griffiths, of Professor MacDonald
of Mr. L.E. Mitchell and Mr. R.Walker of the United Plantery’ Association
»f South India and of the Assam and North Bengal Braach of the British
Medical Association have bheen carefully considered. Suggestions which
amerged from meetings with represeatatives of the Emplavers’ Associations,
and of the Provincial Governments concerned, have also been carcfully
sonsidered and the whole taken into account in formulating the tinal recom-
mendations,

REGroxaL HoSPITALS

In India one is often struck with a general tendency to vewavd medieal
care as a matter of providing fully equipped and specialist staffed hospitals
The valae of first rate hospitals, with specialist staffs, is conceded, but the
main defect in tea areas (and in India as a whole), hoth from the economie
and the humanitarian points of view, is not s0 much the lack of specialist
hospitals as the lack of simple facilities for medieal care on the gardens them-
selves, It would no doubt be comforting to a medical officer to know  that
if necessary he had a specialist hospital within reach, capuble of dealing witha
Perfomted gastriculeer, a severe head injury, or a puzaling and obscure medical
case. But the fact remains that the vast bulk of the mortality, and even
more of the morbidity ou tea gardens, is not .caused by this type of case,
but is the result of conditions arising from poor diet, inefficient sanitation,
contaminated and insufficient water supply and the ignorance of the workers
which are easy to recognise, and do not ordinarily require elaborate facilities
for dingnosis, or highly specialised treatment.

Moreover tea garden practice is of a peculiar kind. It is notinany way
comparable with industrial practice, although it is usual to refer to °tea’
as anindustry, Serious accidents, such asare commonly met with in say coal
mining areas, and for which special treatment provision is necessary, are
infrequent. in tea practice. In effect tea garden practice is essentially a type
of rural practice, and must be so regarded in evolving any planned scheme
of medical care.

Figures provided for one Assam practice with a total garden population
of abont 19.000 show a mortality rate from all causes of about 19 per thonsand
for one year. During that vear, of the 360 total deaths, 86 occurred in the
lines, and it was frankly acknowledged by the medical officer that manv of
these occurred without any medical treatment at all, since there were not
enough beds to accommodate the patients in the garden hospital, and it was
not possible to visit each case separately. This practice is by no means one
of the backward ones from the point of view of medical care as a whole , and
the proportion of deaths without skilled treatment must be much higher in
less well organised gardens.

The medical officer concerned felt very strongly that this was the ecrux
of the problem. On specific cnquiry he replied that really difficult medical or
surgical cases werdvery rare indeed in his practice. He doubted if he had more
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than 5 genuine surgical emergencies a year. Owing to lack ot a completely
equipped hospital, “with X- Ray plant. and a proper Upelatmg theatre. and
specialist treatment, one or two of these might die, but owing to lack of simple
menns of medical care, perheps 50 persons or even more died each year. In
fact he went so far as to say that if every tea garden doctor werea Fellow of
the Rowval College of Surgeons, and had to work under existing conditions,
he doubted if sickness and mortality would bereduced by one per cent. There
is no doubt that he is quite right.

In approaching this problem we must therefore approach it from the
garden end. rather than from the specialist hospital end.

Licisun with Provincial Governments.—Apart from the general questior
a8 to whether there {s any urgent need for specialist hospitals, the question
of the provision of regional hocspltals for the tea industry is bound up with
the hospital building programmes of the Provincial Governments. So far as
Assmt s coneerned it is understood from the Inspector General of Civil
Hospitals that the Government of Assam has already approved plans for the
proviston of two lurge teaching hospitals at Dibrugarh and Sylhet respectively,

This provision is of course long overdue, and it is a fact that at'present
there is not  a single X Ray plant in the whole of the Surma Valley. If we
may assume, however, thet the two new teaching hospitals will be established
within a rasomnble period of time, the necessity for special 'tea’ regional
hospitals is rendered very much less urgent.

The s positica wrises in Bengal and to a lesser extent in South India.

For tiwse reasons, and giving duo weight to the opinion and recommends.-
tions of the British Medical Association. it is considercd that the provision o
elabivrate and costly regional }‘()ﬁpltdlb is nothmg like as important from the
point of view of zener ral medical care. os the i improvement of treatment faci-
Fitics in the gar Cwn hospitals and in thb Iinvs.

Is is theretore recommended that further consideration of provision of
regionad hospitals for the tea industry alone be deferred.

Gurote {or CENTRAL) HosPITALS

Group. or as the British Medical Association prefer to call them. Central
hospiials form part of the programme of both Professor MacDonald and the
Britishi Medical Association although the ratio of bedsper 1000 of population
suggested varies. being 3-73 per 1000 in the case of Professor MacDonald,
and & beds per 1000 in the case of the British Medical Association.

Their function as envisaged seems practically th(, same in both eases,
and is well described by Professor MacDonald as a “lospital of sound sirue-
ture. built, staffed, and equipped .nd(‘qnateh for the diagnosis and treatnientd
of all conditions nornally encountered’.

It is agreed that some provision for the treatment of cases which require
special treatment or luvestigation. at a level which would not ordinarily be
provided al a  garden hospital. 1s necessary, although nothing like as urgen
& nuter ax the provision of a sound and universal system of garden hospitals

Size of hkospital —Professor  MacDonald envisages hospitals serving at
population group of round 20,000 that is the hospitals would normally bave a
bed eapacity of about 75 beds. Experience shows that a hospital of the type
envisaged is not an economical proposition at a size of ¥ss than 100 beds.
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Hospitals smaller than this, ‘with highly paid, skilled and trained medical
and nursing staff, cost too much in staff and other charges per bed to be eco-
nomical. Generally speaking the lz> ger the hospital the less the cost per Led,
and this is true of hospitals with up to 500 beds. Beyond this size other factors
enter into the question which make larger hospitals than those of 500 beds
a doubtful proposition. It is unlikely, however, that hospitais of this size
will ever Le seriously considered for tea growing areas,

It would be a serious error to prescribe group hospitals of one spoecified
size. The tinal scheme should be elastic. Tn practice it will be feund that
caretul siting will be necessary and the final plan will necd te be closely cor-
related with the topographical features and ihe population density of various
areas. :

Bed fpopulation ratio—TI1 an efficient and universal system of garden
hospitals is o be set up. the group hospital will be to some extent screened
by the garden hospitals. 1t is therefore considered that the ultimate target
for hospitals of the group tvpe should be an all-over bed population ratio of
3 beds per 1000 of population.

Function.—The function of group hospitals should be as suggested by
Professor MacDonald, that is they should be capable of deuling cfficiently
with any type of case normally encountered. They should not be wised for
ordinary reutine treatment. and adwission should only be on the recommen-
dation of a gurden doctor. Indiscriminate admission would be waste of
skilled personnel and the bed/pupulation ratio of 8 per 1000 is hased on the
assumption that admission would he carefully regulated.

In passing. Professor MocDonald’s suggestion that sroup hospitals should
fulfil the fanction of garden hospirals/for small gardrns in the neighbourhood
of the group hospital is not considered a good one.  Such o procedure would
profably tesult in small gardens taking nnfair advautage of the close pro-
ximity of the proup hospital, and neglecting to heep their garden medical foci-
lities up to standard in consequence. Moreover, to use a group hospite]l. with,
superior staff and facilities. for the ordinary type of case which conld perfectly
well be treated in a garden hospital, would he a very wastetul proposition.

Graup hospitals in Assam.—The following two exaniples may serve asg
a general illustratior of the principles involved in planning the provision of
group hoespitals.

One Circle in Assat (Doom Dooma) has a tex garden population of about
1,20.6040 and presumably the actual population density is higher than that of
most other Circles in Assam. In such an area it might be tonnd that two
175 hedded hospitals would be the most efficient and economival arrangement,
since within certain limits which are not likely to be reached, the larger the
hospital the less the cost per bed.

On the other hand in a smaller Circle with a population of say round 20,000
there might be no alternative to building a hospital of 75 beds, although for
reasons which have been explained, a hospital of this size with highly
qualified staff is not ordinarily a sound proposition. These matters, however,
could only be finally decided when the gencral hospital plan comes to be
examined in detail.

In Assam. the question of the group hospital is very closely tied up with
the proposals of the Government of Assam for Provincialisation of certain
Local Board Hospitals. It is understood from the Inspector General of Civ.L
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Hospitals that the Government of Assani propose very shortly to establish
Provineisd Hospitals at Silchar, Nowgong, Dhubri, Jorhat and Tezpur. These
hospitals will have specialist staff, properly equipped surgical theatre blocks,
X-Ray facilities, ete., and will be expanded ultimately so that each hospital
econtains 200 beds.-

Tt 18 clear that the immediate linison between the tea industry and the
Government is necessary in order to aveid lack of co-ordination in the general
schemo of hospital planming in Assam.

The provision of Provincial District Hospitals on the lines envisaoged by
the Governnent of Assam will gn a long way towards solving the problem of
special group hospitals for the tea industyy population. At the sanie time
there will deubtless be aress where Provineial Distriet Hospitals will not ade-
quately serve the population of the tea industry. In these arens early planning
of the tea industry medical organisation should proceed. bearing the necessity
for tea industry group hespitals in mind.

Graup hospitals in Bengal.  The Dosars.—The Docars is on the whole
fairly well orgenised {for medicad care, and there are already at least two hospi-
talg in existence, with plans for extension, in conuection with two sepurate
practices, which might in o sense be termed group hospitals. although their
staffing and equipmens is not as complete as what is envisaged for a group
hospital in this report.  Perhaps they could more properly be described as
combined garden hospitals.

Otherwise it has heen the custom to send serions cases to the Civil Hospital
at Jalpaiguri, and a special finnnein! arrangement has been in existence by
which the tea industry has subsceribed heavily to the hospital. This arvange-
ment, however, has many disadvantages. The Jalpaiguri hospital is not well
situated for many of the tea estates in the Dooars, and n the 1ainy season is
often very dificult of access, Apart from this the joint control of the hespital
has led to difficulties in adininistration, and there is widespread dissatisfuction
in the tea industry with the Jalpaiguri hospital arrangements.

The tea garden population of the Dooars is over 200,000, To serve this
population adequately 800 gronp hospital beds are necessary.  The siting of
hospitals to provide this number of beds will nocessitate very cariful planning
with speciad regard to communications. which are often very difficult. As an
initial step, however, consideration might be given to the pessibility of building
a 150 bedded group hospital at Mal, which is very cemtrally situated, is a main
road and railway junetion, and is fairly easy of aceess for most of the tea
plantations in the Dooars with the exception of a few estates in the extreme
East, which would be cut off during the rainy season.

The Terai~—The tea garden population of the Terai is not sufficient to
maintain o really efficient group hospital economically, and the best solution
to the problem of providing specialisy care for the tea population would cei tain-
1v be to combine with the Provineial Government for the establishment of a
really efficient hospital for the needs of the entire population at possibly
Siliguri.

Durjeeling. ——The population of Darjeeling is very scattered and comu-
nications are particularly diffleult. A single group hospital for the tea popul-
ation would certainly not be a practicable proposition. The sclution here,
too. is co-operation with the Provincial Government for combined hospitals
to serve the needs of the entire population.



Group hospitals in South India.—-Tn South India. as in the Dooars. there
are already in existence what might in a sense be termed Gronp Hospitals
although their staffing and equipment is not as complete as what is envisaged
for Gronp Hospitals in this report. Thev are reallv eombined garden hos-
pitals. Roads and other means of communication in South Indi> are on
the wiwle fairly good and there arc also several well equipped and staffed
Preovineial Hospitals at Cooncor, Coimbatore, Ootacamund and other places,
which are within fairly easv reach of most plantations, The ‘tea’ population
is small as compared with Assam for example. and there zeems no necessity
at all wt the present stage to emwmbark on any scheme for the provision of
Group Hospitals proper.

Central Laboratories and Cenéral Medical Stores.—1t is  savgested that
in both Asszm and Bengal, a nuclens of group hospitals in arcas where
they will be required should be established as early as possible Dy tle o-
vision of a central laboratory and a central medical store for the whole of
the group of gardens to be served by the projected group hospitals.  'This
nueleus could then be enlurged as opportunisy afforded, and would of ivself
be a most valnable acquisition, quite apart from the provision of actual hos-
pital heds. The central medical store would issue drugs. and especially
stattdard stock mixtures for the use of garden hospitals. and  would  cer-
tainly prove a mnch more efficient and cconomical method of drug  supply
than the one existing at present in the majority of gardens, where separate
indents are prepared and stock mixtures dispensed, for very small  nnits,
A ventral medical store is the host safeguard against dishonesty in the dis-
posal of medicines, ven in areas where it is found that the needs of a
group of gardens can best be served by arrangement with the Provineial
District Hospital, the provision of a central laboratory, and a centrsl modi-
cal store. by combination of a group of adjoining gardens, is strongly recoms-
mended.

Concrote evidence of the econony resulting from the establishment of a
Contral Medical Store was seen in connection with a group of gardens in the
Anuanallads, the medical organisation of which was excellent. This Central
Store supplics a group of 15 vstates, with a total populsition of al:out 15000
with all their drugs and dressings.  The cost per head of poprlation in 1946
was only 15 annas.

General specifications for graup haspitals,—The hospital should obviously
be of sound construction, with impermeable and washable fiours. and iinper-
meable and washable walls to a height of at least five feet.  Professor
MacDonald suggests that they should be of “sound permanent construction’.
The general tendency in the design of hospitals now a  days s not to
make them too permanent, Hospital design from the functiona! aspect
is constantly changing, and the old type of solid structure whicll is seen,
for example in the older Loudon hospitals is outmoded. such buildings being
out of date long before they become structurally unséund. For this reason lar-
gesums of money need not be spent in the erection of buildings of heavy
oonstruction.

Group hospitals would therefore probably be best constructed in light
steel and concrete, or re-inforced brick and concrete. The whole hospital
should be mosquito proofed. A light ceiling leaving » ventilated air space
between the roof and the rooms below wouldreduce the heat in  summer,
and make the rooms easier to keep warm in winter. These are. however,
properly wmatters for the hospital architect.



25

Main Services —-Group hospitals should have a piped supply of pure
water, elestrieity, telephone, and some modern method of sanitation and
sewagn disposal. Central heating would he a decided advantage. Water
flushed closets should be provided on a basis of one for every ten beds, and
one for everv fonr isolition beds. In addition each ward, labour room,
surgical deessitg voont. consulting room and dispensary, should have a water
poiat uver a suitable gluzed sinl, :

Departients—ach hospital should have provision for :—
Operating theatre block,
Steriliser block with high pressure steam sterilises,
X-Ray block,
Physieal therapy block.
Dental trectment block,
Labowr roow.
Corulting and examination rooms.
Clindcal laboratory, fully equipped.
Dispensary,
Adiministrative and office bloek.
Kitshen and Liundry blocks.
Levvi boviss and bathrooms,
Siores.
Resicbmtial quarters for medical, administrative and nursing staff.
Nurses Home and small toaching aud recreation bloek,
Martiery snd post mortem room.
Out-patients block which should preferably beat some hittle distance
from the wards.
JWerds —Separate wards shoudd be provided for (—
Malos.
Foaules,
Materaity cases,
Sawll isolation wards for infectious cases.
Altseation of wards—1 we assunie a hundred bedded hospital, wards
could b+ Cllocated on the following provisional basis, although the scheme

slould he elasti=, sinee what might be suitable for one area, or set of conditions
might uat ba sqitable for another.

1 Mode ward. surgical, 20 beds
I Fomede ward. surgical. 20 beds
1 Male ward, medical, 15 bods
1 Fermale ward, medical, 15 beds
1 Maternity wared, 12 beds

3 Isolation wards of 2 beds 6 beds
2 Tsolation wards of 6 beds 12 beds
Total 1~ 100 beds
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Beds.—Beds should be of steel with mattressos and adequate bedding
Euach bed should have at least 80 square foet of floor space.

Huospital clothing. —Hospital clothing is an absolute necessity for the type
of patient that would be treated, and should consist of pyjama suits. dhoties
or suries according to local custom, and the advice of the medieal officer.

Medicel Staff—The general functions of this type of hospital have al-
ready hoen ontlined and medical and surgica] staff will have to be appoibited
accordingly. Experienced and specialist medieal and surgical staff in sufficient
numbers is likely to be a difficulty for somo years. Tn the meantine it will
be necessary to make the best use of the material that is likely to be available.
The Medical Superintendent should he capable of treating medical cases
with reasomable efficicney, and also capahle of nerforming surgical operations
of what might he regarded as of average difficnliy. Tt is difficult to define tie
precise type of case envisaged but it inight be deseribed as the sort of operation
which is usually performed by the resident surgicad ofliver of a fairly lurge
hospital in England. e.g., straightforwaed hernias endiceci omies, exceivion
of piles. rib rescetions, amputations, setting of finctures, ete. Tle person
appointed should huwve experience as a resident surgeon in a lurge hospital,
and be acceustomed to doing routine surgery without supervision.  Academie
gualifications are of secondory importance, .

The remainder of the stafl will pacforee be governed by circunistance
and availability. One shonld e & woman who should have some  special
experionce in midwifery and gynaecology. One medical  oflicor  should
havo special training and experience in radiography. one in opthalmology and
oto-liryngology. and there should certiiny he &omedicd officer with special
tradniny and exporience in bacteriology. This will give o total of five. includ-
ing the Medizal Superintendent, which is the mininnum stefi’ of the hospital
if work s to be civried on efticiently.

Nurging Staff.—Nursing stalf is likely to be evon more difficult than ue-
dical staft, but dgivena nueleus of skilled norses, there is ne recson why lospiials
of this type should not be perfectly well copeble of triining aueses. unt only
for their awn needs, but also for the neighbouring garden hospitals. At ined
sister-tutor would of course he essential. Tt is for this reasun thnt @ nurses’
howe has heen added to the list of departments advised. It is therciore
suggested that the basis of nursing staft to be aimed ot in the first instance
should be 5 trained nurses, and 20 probationer nurses per 100 bheds. TFven
this skeleton staff will no doubt be diffienlt to reernit but it it cat be reernit-
ed. it shonld he possible to buildup good supply of trained nesses as time
procesds has already heen done e maost of the Mission Hosnits1s.

Ambuianc:,—A properly equipped motor amlnilance should be main-
tained i connection with each group hospital, -

Swmmary—No attempt has been made to provide detailed specification
for group hospitals. The main lincs of development recommended have,
however, been indicated.

As alrcady stated, group hospitals for the 1ea industry are of sccondary
importance to garden hospitals. and concentration on group hospitals must
not be allowed to interfere with the primary and urgent necessity, which is
for & comprehensive and efficient system of garden hospitals to he completed
within, say, three vears, Subject to this reservation, however, the planning
of group hospitals should proceed with the object in mind of * covering ’ the
tea population for this level of medical care in from 5 to 7 years. Not until
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the plan has been carefully prepared on the ground, in elose Latson with the
Provincial maedical authorities, will it be possible to enter into  detailed =peci-
fications for individual hospitals. The plan for group hospitals is one which
will eall for mueh painstaking preliminary work, which should be undertaken
preferably by some medical man 'r‘lmolmhl\’ familiar with the terrain. and
with loeal health coniditions,

GArDEN HosPitaLs

For reasons which have already been explained, the primary  essontial
for the berterment of meddical cave on tea plantations is a universal svstemn of
well erpipped and staffed garden hospitals.  These should fanetion as health
contres as well as treatment GPlltlE‘s, and the medical officer and his  staff
should concentrate on preserving the health of the people uander their care,
and not merely on enring their dizea-es ns they arise,  The garden hospitals
should form the first line of attark awrainst the excessive niortality and sick-
ness at present expericneed in tea gardens.

On some gardens visited duving the tour. it was stated that the labour
refused to enter any kind of hospital.  The fact remains that on the better
equinped gardens, where hospitals are attractive, the lubowr shiows no re-
luctancey at all to enter hospital when neceszary, and there can be no doubt
that the main reason why labour on certain gardens refuses to wuse the hospital
provided. is that the hospital is dirty, poorly equipped and g benemli\' repulsive,
Professor MacDonald sugeested garden hospitals to a ratio of 5 beds per 1,000
of populiaiion =erved, whe-e as the British Medical Ascociation at their 1947
Annual Genernl Meeting considered that a minimum of 30 be(lq per 1,000
of population is necessary.

Considerable thought has been devoted to attempt to correlate these two
widely diffvring estimates. Tt can be assumed that the estimate of Professor
MacDonald has been placed muceh too low.  As has already been indicated,
the prollem of medical eare on tea plantations is peculiar, and is very different
from a comparabile pro‘hlmn in ann urban or industrial area. Ob tea p]anta—
tions we have what ig virtually a rural population. living at present in
crowded and defeetive housing conditions. seattered, and often reached by
roads which are difficalt at the best of times. and alwmost impassable in the
rainy seasan. For these reasons it is difficull, and eertainly would not be
satisfactory from a medical point of view. to attempt to treat auy of the labour
gick and unfit for work in their own quarters. Tt is true that on many gardens
this iz the present practice hut results show clearly that such a practice is
quite indefenzible, if it is in anyv way possible to arrange matters otherwise.
In short it may b regarded as imperative in present conditions on tea gardens,
if reasanahle results are to be expected from the medical treatment provided,
that treatment should take place in some form of hospital.  This means that
hospital beds suflicient to take that portion of the population which is sick
and unfit for work must be provided. and for this purpose Professor Mae-
Donald’s fizure of 3 heds per 1,000 of population is too low.

On the other hand the estimate of the British Medical Association is
almost cortainly unnecessarily high. One argument adduced hy some members
of the British Medical Association is that the number of beds provided at
preseatis well over 20 per 1,000 on some gardens, and that the overall average
in the Assam’ Vallev is probably something approaching that figure. This
suggestion has an element of trath, and it is a fact that in some gardens the
bed provision is over 20 per 1,000. Moreover these beds are well equipped in
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some ecases, and the medical officers say that they do not find the number of
beds available excessive. But these are the © show” gardenz und are the
exception.

The suggestion that the average bed provision even in the Assam Valley
is anvthing approaching 20 beds per LOOG has one serious fallaev.  Tnarriving
at this figure, beds which. by rearon of being pldeed in ohsnlete and  tumble
down ‘hmhlmm lacking even the simplest of equipment, aond withe ut the most
essential amenities, w hl(‘h could not by the widest streteh of imapiantion he
termed effecrive hospital beds, have heen ineclueded.

It is doubtful tao, if in arriving at theiv opinion the British Medical Asse-
ciation have given suficient weight to the IIOS\ll)lht\ of qurlvmulv reifuetion
in sickness incidence following the introduction of improve seic atific methods
of prevention and treatment of disease, ang to the reeent rondeqsey towards
collective feeding of non-workiag du.then bhetter how-ne, hwi\u WAYEes,
and concessional rates for essenti: Al forddututs, all of which will contribute to
imyroved health of the labour foree.  The stekness experience of the last soven
vears can hardly be taken ax a basis for formulating standards of medical
care for the future, as lack of essential ]'nateli,lls and necessary statf both
medical and lav, combined with difficultios in the supply of Foodstutts, has
certainly allowed discase conditions to get the upper hand for the time being.
Tlere i3 no reason to suppose, however, that this state of affuirs is goinz to
continue indefinitely, and even in the absence of any improvement of the
existing medieal services of themselves, it is probable that the health of
tea garden labour will steadily improve.

Moreover it is as vet too early to forecast the ellect upon the incidence
of maliria, one of the most important causes of morbidity and mortality
of the more extensive use of D.D.T. and of Paludrine. [t is the considered
opinion of some malariologists that these two new weapons may in the course
of a fow vears reduce the p:obkﬂn of maluria to very small proportions.  This
may well he an over-optimistie cstimate. but there ean he little douht that
these preparations will be of immense value in reducing sickness and death
from malaria.

What is really required is that every tea garden in the industry should have
encugh beds at its disposal to deal with its own sick. In practice this means
brmrrmp: gardens with little or no medical care at present, up to a reasomable
standard, comparable with what is already iun existence on the hetter type of
garden. In order to do this, and bearing in mind the prewont shoet's o of
building materials and skilled labour, the shortage of doctors and nurses,
the difficulty of communications in most * tea’ areus, gquite  apart from the
financial considerations involved, the standards i the inijtial stages should be
minimum standards, and should be such as could reasenably be expected to be
provided within a fairly short period (say three years). It may well he that
some gardens already have a medical organisation at a higher level than the
proposed minimum standards, but there is no reason to suppose that these
companies would allow their gardens to deteriorate to the lower level, since
their present standards have been evolved on an entirely voluntary basis.

Bed ‘population ratio suggested—Taking the whole of the above remarks
into consideration, it is recommended that a minimum standard of 10 effective
hospital beds per 1,000 of total population should be provided in tea garden
hospitals, and that statutory powers of enforcement of this standard should
be obtained.
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Combined Garden Hospitals.—In suggesting an overatl 1auumum standard
-of 10 effective garden hospital beds per 1,000 of population it is not intended
that each individual garden should necessarily have its own garden hospital
situated on the garden itself. For example there may be a group of 6 small
gurdens, situated in close proximity to each other, each with a population of
shall we say 500, or 3,000 in all. Whilst 8 separato garden hospitals, each of 5
beds, might prove satisfactory, it would almost certainly be preferable for the
gardens to combine and set up a garden hospital with 30 beds, which would
meeot the needs of them all, provided roads connecting the gardens were satis-
factory, and distances were not too great. Suchan arrangement would be
much cheaper, and in the long run would probably result in a higher standard
of medical care. An intermediate arrangement might even be preferable in
which each garden would have a small dlhpensa.rv and say two detention beds,
with u hospital of say 20 beds to meet the common needs of all the gardens.
‘The most effivient and economical arrangement would vary according to
circumstances and it would be for the planters in different areas to co-operate
and decide whick would be the most satisfactory and efficient organisation.
In other words, it legislation is passed, it should provide some degree of latitude
in the provision of garden hospital beds, provided each garden can show that
it either has on its own land, a huspital meeting the statutory requirements,
or hasa lien on hospital beds on a neighbouring garden or in a District Board
or other stmilar hospital to the scale of 10 beds per 1,000 of total population.

Ambulance for larger combined garden hospitals.—In  connection with
larger combined garden hospitals the provision of & motor ambulance would
probabiy be well worth while, and could be paid for from the saving resulting
from combination of effort.

Small gardens in Parjeeling— Darjeeling provides a spocial problem so
far as the provision of marden hospitals is concerned.  The two special features
of the tea industry in this area are the sruall size of the gardens and the difficult
nature of the country from a communications point of view. Tt is noe doubt
the topographical mature of the country, spurs ot high altitude divided by
decp ravines, which is the prime cause of the snmall size of the gardens, the
majority of which have a population of less than 900. The nature of the
vountry gives rise to another difficulty, which is that gardens onlv scparated
by a mile or two as the crow flies, may be several hours’ journey apart in actu-
al travelling time, For this reason any combination of small gardens to form
a single unit for purposes of medical eare is not going to be easy, and in
the case of Darjeeling carcful planning of the medicul vrganisation and of
its staffing from the point of view of combination of effort. is an ahsolute
necessity. It is suggested that the best plan would be for one or two full
time adiministrative medical officers to be  appointed by the Darjeeling
Planters” Assuvciation to formulate o comprehiensive plan i the first instance
and later to be responsible for the smooth runting of the medical organisation
of the whole area covered by the Associatlon.

Small and inacressible gurdens —There are. scattered here and  there
throughout the tea wreus of India, a few small gardens or out-gardens which
are so situated that it would not be possible for them to con bine with ne igh-
bouring gardens to provide a joint garden hospital, or to employ a joint medical
11y the rainy season they may be entirely cut off by swollen rivers, ete.

officer.

and the difficulty is by no mewns one of more distance as the crow flies. It

would be uneconomic to compel a small garden of this type to maintain a
India

vegistered doctor in view of the present shortage of docturs in India.



Figure 1. An illustration of the difficulty of communications in tea growing areas,
‘When this bridge is washed away each year during the rains, tha estates on
the far side of the river are ompletely isolatcd by road and rail.
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simply cannot afford to spare a registered doctor to look after 500 people
or less. Tt is essential nevertheless, that the people on such gardens should
have the best provision possible fomsheir medical care, and it is considered
that this could be besat achieved by compelling such gardens to maintain a
dispensary, with up to five detention beds, under the immediate care of a
qualified compounder, but supervised and visited regularly by the nearest
garden doctor. It may be reiterated that this does not mean that because a
garden is small it should be staffed by a compounder. The correct course for
the small garden is to combine with a neighbouring garden or gardens to
maintain a proper garden hospital. It is only when a small garden is liable to
becomo completely isolated for long periods that the emplovment of a
compounder to be responsible for medical care, under the supervision of the
nearest garden doctor, should be countenanced.

Very Small Gardens —Very small gardens with a total resident population
of less than 50 do exist. It is suggested that in any proposed legislation, the
definition of a tea plantation should exclude gardens with a total resident
population of less than fifty.

Function of the garden hospital - The general function of the garden hos-
pital should be to deal with out-patients, and treat in-patients not requiring
any elaborate procedure for diagnosis and treatment. The vast bulk of sickness
in tea plantations is of this type. In addition provision should be made for
the treatment of infectious cases, for midwifery, for simple ante-natul, and
post-natal care and for infant and child welfare. Infant and child welfare
i8 already provided for on many gardens with striking results. The garden
hospital should also be regarded as the health centre for the arca served and
regular inspection of the population of the garden. quite apart “rom mere
treating of those who report sick, shonld be carried on from the garden hospital
as a base. This is also being done in some of the better gardens ..t present
and results are reported to be most gratifyving.

Shape and luy-oul of wards.—In planning garden hospitals great  care
should be taken to ensure that wards and other rooms are planned so that the
greatest possible efficiency s gained with the greatest economy of space. The
best shape for o ward in a small hospital of this natnre is nblorw;, the beds
being placed with their heads to the longer walls. If three feet of space is
allowed betwoon cach bed, and a six feot, wide “corridor © between the feet
of the beds on either long wall, it will be found that the foor space per bed
works out at a little more than 80 squarc fvet per hed, which isa fair allowance.
No bed should have its side against a wall. This of course makes for great
egonomy in space, but is unhygienic.

Attention ie drawn to this matter of shape of wards, since several new
hospitals were seen under construction, in which little or no thought scems
to have been given as to how the beds were zoing to fit into the ward, One
otherwise excellent ward had been built 45 feet rquare. A little reflsction
will reveal the difticulty of fitting heds into a ward of this size and shape
without unnecessury waste of space.

A diagrammatic sketeh plan of a tea garden hospital with 20 beds to
serve a total population of 2,000, is placed at Appendix V.

Construction.—In order that the hospital should be efficient and atiract-
ive to the labour it is essential that they should be of sound vonstruction,
They should have impermeable washable floors, and the inside walls should
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be washable 1o a heizht of at least 5 foet. This can be done by applying a
thin laver of Snowerete or some simil:r mutevial.  The design should ensure
that the buildings are reasonably coo¥in summer and easily heated during
the winter months, Probably the best way of ensuring this is to so arrange
the bilding that all the rooms in use have a separate ceiling. so that t here is
ventilated oir space between the coiling and the roof proper.  As socn as
the necessary materizl becomes available the whole of the wards and other
roos in regular use should be rendered mosquito proof.

The txpe of econstruction will depend on various ecircumstzices, elief
amony, which is perhaps the availebility of materic]. In some jarts  of
Assenn good clean sand for conerete is not obtainable loealiy, ind has to he
imported, ot heevy expense. In some areas bricks are locelly made 2ud are
refatively cheap.

By courtesy of Messrs. Belmer Laurie, Ltd., whilst in Caleutts a new form
of building construction was seen at the Western (ardboard Box (., Behala.
This consists of walls of concrete laid on to baiboo lathing hung in volls,
thus Iessening the amonut ol steel necessary fur a steel concrete building.
The plinth and pillars are of orthodox construction.  The rool is of sinilar
gonstruction to the wall panels, bt being wmuch Jighter 1lan the orthodox
forn: of vonstruetion can be built up on light frame work foomers.  Ihe com-
pleted building appeared to the lay eye to be very similar to an orthodox steel
and concrete bullding. exvept that the walls and roof were much thinner. It
is said that building of this type is no more exponsive than the more orthedox
type of construction, and it has the great advantage that local material,
namely bainbeo, yeplaces a considerable amount of steel. and that the erection
can be carried out by semni-skilled labour and is much quicker than other forms
of construction. The fuctory which was seen was 200 ft. by 100 1. and had
been vorapleted i just under three menths.

If turther experience shows this type of building to be durable, it might
well prove the best and fastest method of erection of hospitals and  coolie
houses in lea cstates,

Construction is lowever, a mattier for the hospital architect, but the
urgency of the problem. combined with shortage of supply of concrete, steol,
and skilled building labour must be borne in mind in the preparation of build-
ing sehevies.

Main Serviees.—Euwch garden hospital should have a pure  piped water
supply, and the wards, consulting room, theatre and dispensary should each
have o water peint over a suitalile glazed sink.

Electiicity shounld be supplied whenever a supply #s available on the
garden.

Water-flushed closets with septic tanks should be provided on a scale of
at least onc closet for every six beds.

Bathing arrangeiments are at present almost non-existent in many areas,
Shower baths should be provided on a scale of at least one to every six
beds,

Some form of heating is necessary in most areas for the winter months,
and central heating has many advantages. The opinion of the doctors inter
viewed, however, was about equally divided on the advantages of central
heating as against ordinary open fires. 1f open fires are provided, they should
be of good design, so that they realiy function for the purpose for which they



Figure 2. A tea gorden hoapital under construction in the Doonrs,
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intended, which is more than can be said for most of the fireplaces at
ent existing in garden hospitals.

Departments—The following departments will be required :—
1. General] ward for males.
2. General ward for females.
3. Maternity ward with separate labour room.
4, Infectious ward with separate sanitary arrangements.

5. Out-patient department with sufficient waiting space for patients
to wait under cover.

6. Consulting room so arranged that patients can be examined in
complete privacy.

7. Minor operation and dressings room.

8. Dispensary and drugs store.

9. General store.

10. Lavatories and shower baths,

11. Kitchen for cooking (Mosquito proofed),

12. Child welfare block. .

Out-patient Department.—The out-patient department should preferabl
be situated in a separate block from the general wards. In many existing
garden hospitals the out-patients wait on a verandah which is common to the
eonaulting room and the wards. It was quite common to see a horde of out-

atients, with their children and friends, wandering in and out of the wards
ﬁx which were patients extremely ill, women having just been confined and
in some instances highly infectious cases. The undesirability of this is
obvious.

Allocation of beds.—The allocation of beds may vary in different areas in
accordance with local conditions and the individual opinion of the medieal
officer, but as a general illustration we may take a garden hospital of 20 beds
which according to the bed population ratio already suggested, would serve
a population of 2,000. Such a hospital should have & small ward of 4 beda,
or even better 2 small wards of 2 beds each, reserved for maternity, ante-natal,
and post-natal cases. This is essential if any marked reduction of the present
frightful maternal mortality is to be achieved. Six of the remaining beds
should be maintained in a separate isolation block of three 2-bedded wards,
with separate services, for infectious (usually bowel) cases, The isolation
block need not be at a great distance from the main hospital. This is quite
unnecessary, and makes for difficulty of management and supervision. Hos-
pitals were seen in which an isolation ward was as far as 300 yards from
the main building, which is absurd. It should be explained, however, that
this isolation block is not intended for use in case of epidemics, of infectious
disease such ag cholera or smalipox. An epidemiE of this nature should be
dealt with by erecting a temporary building specially for the purpose and
this should be well away from the main hospital or any other building. To
return to our bed allocation, the remaining ten beds would be available for
general medical or surgical cases as necessary, and should be arranged in
two wards, one for males and one for females. :

Floor space of beds.—Each bed should be allowed at least 60 square feet
of floar apace. Compared with most of the garden hospitals seen this is a
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fairly generous provision, but it is not too generous if reasonable comfort is
to be secured. It also has the advantage that in any emergency extra beds
can be put into wards if absolutely necessary.

Medical staff. —Each garden hospital should be under the ecare of a re-
gistered medical practitioner. The present doctor population ratio is probably
somewhere round one doctor to 1,900 of population, but this includes gardens
where the so called doctor is not a registered medical practitioner. Enquiry
during the tour showed that on gardens with a total population of up to 2,500,
one doctor could cope with the work efficiently and well. Under the Work-
men’s State Insurance Bill, a doetor/pupulation ratio of 1/2,000 has been pro-
visionally adopted. The area of practice of the average tea garden doctor4
however, will Le less than that of the average Health Insurance Doctor, and
he will have morc assistance. 1t is therefore considered that the overall
scale of provision of doctors should be one registered doctor to not more than
2,600 of total population which is the same figure as suggested by Professor
MacDonald.

Nursing Staff—Nursing staff for garden hospitals must necessarily
remain on a skeleton basis for the present owing to the shortage of trained
nurses of any kind. As group hospitals become established, however, and as
Government schemes far the training of nurses develop, the supply should
gteadily increase. The immediate object should be to get at least one nursing
attendant, male or female, with as adequnate a training as poasible, per 1,000 of
total population ; and one trained dai or midwife, for each 2,500 of population.
As registered nurses and midwives become available, they should replace the
semi-trained staff, although it would probably be advisable to retain the latter_
in addition to the registered staff for general health duties. &

During the tour it was stressed by many medical officers that it was im-
possible to get girls to train as nursing attendants. The most cogent argument
against this ie that on some estates in each part of India visited, nursing attend-
ants have been recruited either from the garden population itself, or from its
immediate neighbourhood, and after simple training in the garden hospital
bave proved very useful and in some cases most efficient. Missionary hospitals
t00, seem to be able to recruit women and girls in fairly large numbers for their
own work, and shortage of nurses was not complained of at any of the four or
five missionary hospitals visited during the tour. It is feared that the main
rea-on why women and girls on tes plantations are reluctant to offer them-
selves for service as nursing attendants is that the existing hospitals are gene-
rally so primitive in their construction and management, that there is no sort
of dignity attached to the position of nursing attendant. If garden hospitals
are raised to a better standard, and a fair rate of pay ia given to women vo-
lunteering, it is felt that this fundamental objection can be overeome.

\

Male vpursing attendants, usually army trained, were seen on several
gardens in South India, and were said to be eminently satisfactory.

In any case some alternation of the present state of affairs in many gar-
den hospitals, where the patient is looked after so far as the necessities of
life are concerned by a horde of relatives, many of whom are thus prevented
from doing their normal joba on the garden, with their attendant children
and families, who crowd out the hospital warde, and bring in with them all
the dirt and filth inseparable from every day life on the garden, is absolutely
imperative. This will mean educating the labour no doubt, but since the
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vstem of family attendants has been abolished on many gardens in every area
isited, it can be abolished in the remaining gardens, provided the medical
flicers and others concerned make a real effort to do so.

Compounders.—A qualified compounder is necessary in each garden
hospital.

Anti-malaria Assistants.—An anti-malaria assistant iz essential in  mo-t
tea’ areas, and should be attached to the garden hospital.

Saritury Inspector—Where a fairly large number of gardens combine to
et up a combined garden hospital and health service, the addition of a trained
snitary inspector to the staff would certainly prove well worth while,

Laboratory Assistants—If the group is large enough to warrant the
ppointment, a trained laboratory assistant would be most useful, and would
elieve the doctor of some of his routine examinations and thus provide
nore time for other and important work.

Equipment and Drugs.—A suggested list of equipment and drugs is placed
4 Appendix VI. Suggested figures are given for 10 bedded and 20 bedded
srden hospitals. The total quantity’of individual drugs to be snbsequently
naintained will naturally vary from area to area, and even from garden to
zarden. Az and when Central Medical Stores become established as previously
weommended, these figures will become subject to considerable variation,
ind it will be possible io make relative reductions in the quantities suggested,
sarticlarly in the case of drugs which are infrequentiy required, but of which
s stock must be kept in case of unexpected demand.

Beds.—Deds should preferably be of steel, with mattresses and adequate
bedding. ‘The type of mattress will vary according to local custom and habit,
but they should preferably be of simple type. Perfectly good mattresses
illed with rice straw were seen in Assam, which were cheap to produce, and
could be burned if they became dirty or infected.

Hospital clothing.—At present patients enteriﬂg hospital as a rule wear
their own clothing which is almost invariably filthy. The undesirability
of this from a medical standpoint, apart from the point of view of the comfort
of the patient, needs no stressing. Nothing elaborate is required. Simple
pyiama suits, dhoties, or saris, according to local custom and the recommen-
lation of the medical officer, should be provided and their use made eom-
pulsory. Tminediately on admission to hospital patients should be bathed,
und clean clothing supplied. Their old clothing should then be sent for
tleaning and sterilisation,

i - r——

Summary of suggested minimum standards.—The followmg is a summary
the suggested minimum standards for garden hospitals embodied in the
resent Chapter :—

Garden hospital bedsftotal population not less than . 10/1,000
Registered Medical officers/total population not less than . 1/2,500
Midwives or daisftotal population not less than . . 1/2,500
Nursing attendants {male or female)/ftotal population not

lesg thon . . . . . . . . 141,000
Compounders/total population not less than . . 1/2,500

Anti-Malaria assistants/total population (where malaria
is prevalent} not less than . . . . . 1/2,500
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CHAPTER VI

HKSTIMATE OF THE PROBABLE ANXVUAL COST OF MEDICAL CARE TO THH

STANDARD XOW RECOMMEXNDED

Suggested figure of Rs. 10 per worker per annum.—At the first meeting
of the Tea Plantation Labour Conference it was suggested hy the Govern-
ment of India that medical services should be provided on a scale which would
cost about Rs. 10 per worker per annum.

It is not clear whether this sum was intended to cover interest and de-
preciation costs on initial capital expenditure for hospital and dispensary
buildings and equipment. Nor is it known whether, in arriving at this ﬁgurg
the Government took into consideration that the medical services on tea
plantations cater for the whole population, and not merely for the workers
themselves. In the case of tea plantations this is usvally unavoidable, sinee
most gardens are placed so that access to existing provincial medical services
is well nigh impossible. In fact thisis probably one of the main reasons why
the existing medical services on tea plantations came into existence. ‘

Medical care on tea plantations therefore differs from medical care i
industry as a whole, since in the ordinary industrial area there are alread:
in existence Provincial or Local Board medical facilities, which can cater f
the needds of the workers’ families, and which although very inefficien
are as a rule fairly easily accessible.

The suggested sum of Rs. 10 per worker does not by arry means represen
the amount which would be availabie for each person for whom the medic
organisation to beset up would be responsible.

The ratio of working to non-working population on tea gardens vari
considerably. In some gardens the working population is less than half
the whole, whereas in others the working population mayv be as much
75 per cent. of the whole. But a fair average would probably to regard th
working population as forming from two-thirds to three quarters of th
whole garden population, and figures were collected during the tour whic
substantiate this statement.

Tt is thus clear that the estimated sum of Rs. 10 per worker really mean
that the sum awvailable per annum for medical care for each person to be trea]
ed is actually something between six and seven rupees.

It can be stated at once that to provide a really satisfactory standan
of medical care, including even a minimum of hospital beds, for this su
is impossible, if the cost of new buildings and initial equipment is to be take
into account. If the sum allowed were Rs. 10 of total population inste.
of Rs. 10 per worker, it might be just possible, but even then there would
little margin to cover times of exceptional sickness, ete.

Cost of Provincial Medical Services—I1t is feared that there is at prese
in India a tendency to under-estimate the cost of an efficient medical servi
This tendency has probably arisen from the very meagre sums which ha
been spent in the past by Provincial Governments and District and Lo
Boards on such services. It is believed that no Provincial Governme
at present spends more than one rupee per head of population on medic
ervices, and even in more densely populated and better served areas, su
g in the vicinity of large towns, ete., the amount spent rarely if ever excee
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Re. 2 per head of population. People who have no proper understanding
of the true position therefore tend to assume that a satisfactory medical ser-
vice can be set up for this sum, which is far from being thecase. The plain
fact of the matter is that the services already mentioned costing Rs. 2 per
head per annum or less, are medical services in name only. No one who has
attended the ordinary Dispensary, provided from public funds, asa patient
will dispute that in the overwhelming majority of cases they are hopelessly
inadequate and inefficient. Instances are well known to the writer where
professional equipment is almost non-existent, and where the doctorin charge
Is expected to examine and treat as many as three hundred or more patients
inaday. . ,

The Bhore Committee Report states that “the average time dcvoted to a
dispensary patient may be as short as thres guarters to one minute”, *

Medical care at this level can of course be provided very cheaply, although
actually it is not medical care at all, but mere charlatanry.

Cost to individual companies.—So far as actual cost to individual com-
panies is concerned many factors will affect the figures. For example, many
gardens alrcady have hospital buildings, medical and surgical eguipment,
initial stocks of drugs, etc., which fall very little short of what is now recom-
:wended.  Some gardens, of course, are even ahead of the present recorimen-
dations. - These gardens will need to spend very little more, if any than
viiey are spending now.

Gardens which have little or no provision at present, however, will have
to start from scrateh, and their initial capital expenditure on hospital build-
ings and initial equipment will naturally be heavy.

Larger companies employ a certain amount of skilled labour in  connec”
*nn with the manufacture of tea, and a fair proportion of the equipment

eded and even of the actual buildings required, can be provided during
the quiet season, utilizsing labour normally employed on the garden, at verY
much less cost than would be entailed if skilied Jabour had to be imported
for the express purpose of erecting hospital buildings, making hospital furni-
ture, ete,

All these factors will affect the cost on individual gardens a great deal.

Capital expenditure.—Utilising the facilities normally available on an
average sized garden it is estimated that a suitable garden hospital to meet
the needs of a total garden population of 2,000 people, on the lines of the
sketch plan at Appendix V, could be erected for about Rs. 40,000. Add
8. 12,500 to cover initial medical and surgical equipment to the §cale
suggested at Appendix VI, which gives an approximate total expenditure
of Rs. 52,500 for initial capital outlay. Allowing for interest and amortisa-
tion at 6 per cent. per annum, this represents an annual charge of about Rs.
1,150 or about Re. 1 annas 9 perhead of population served.

Annual cast.—The total coSt of running a garden hospital for the same
opulation of 2,000 at a scale a little higher than the minimum prescnbgd
would vary according to the seniority of the staff engaged, and certain
other factors but in an average case would probably be something as

Iollows:— . Rs.
1 Medical officer Rs. 200 per month 2,400
1 Compounder Rs. 75 per month 900

2 Nursing Attendants Rs. 50 per month 1,200
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I Trained Dai Rs. 60 per month ) Rs. 720
1 Cook ' Ra. 40 per month Ra. 480
4 Inferior Servants Rs. 30 per month each Rs. 1,440
Drugs and dressings Rs. 1-8-0 per capita Rs. 3,000
Replacement of hospital clothing, bedding, etc., say  Rs. 1,000
Food for in-patients Rs, 2,500
Heat, light and sundries Rs. 4,00
Total Ra. 14,040

Very roughly estimated, the total recurring annual cost of rumnming the
medical services for a tea garden population of 2,000 persons, at 4 scale rathemy
higher than the minimum prescribed would therefore be approximately
Rs. 14,040 or about Rs. 7 per head of population served.



38
CHAPTER VI

ACCEPTARILITY OF THE PRESENT RECOMMENDATIONS TO THE EMPLOYERS
ASSOCIATIONS AND TO THE PROVINCIAL GOVERNMENTS

During the tour of Assam and North Bengal summaries of fihdings up-
to-date, and of provisional recommendations were prepared and submitted
to informal meetings of representatives. of the Provincial Governments,
the Assam and North Bengal Branch of the British Medical Association
and the various Employers’ Associations ; namely the Indian Tea Associa-
tion, the Assam/Bengal Tea Planting Association, the Indian Tea Planters’
Association, Jalpaiguri, the Terai Tea Planters’ Association and the Dar-
eeling Tea Planters’ Association. Copies of the draft recommendations
thus circulated are placed below at Appendix I. Tt will be seen that the
main feature of the drafts is concentration on garden hospitals, and certain
suggested numerical standards are put forward. At the time of preparation
of the draft recommendations it was considered that since the general health
of the labour population in Bengal was on the whole better than the health
of the labour population in Assam, there might be some relaxation of stand-
ards so far as Bengal was concerned. The main items.of difference are
shown below :—

Suggested minimum standards.

ASSAM BENGAL
}arden hospital beds per 1,000 of population 12 9
Medical Officers (Registered) . : . . . . 1/1500 1/1750
‘ﬁdwives or dais . . . . ; R . 1/1500 1/1750
Nursing attendants per 1,000 of population . . . 1 1
Compounders . . . . . . . . 1/1500 1/1730

Further consideration and closer examination of the figures and statistics
prepated after return to New Delhi, have led to some variation in the
uggested standards although the main principles remain the same.

In the first place if legislation is introduced to enforce the suggested stand-
rds it would be much simpler it it could be found possible to adopt
- universal standard for the whole of the ares to be covered by the proposed
egislation. Considerable thought was given to see if this might be possible
nd eventually it was decided that it was not only possible, but that on the
ctual facts when worked out in greater detail, such a course was undoubted-
v the correct one.

Bed/population ratio.—It is certainly true that the general standard of
ealth in Bengal is better than that of Assam. But careful examination
f the principal diseases in Bengal show that they are such as normally de-
nand a higher degree of hospitalisation. Tt is fairly certain for example
hat Kala-azar, for some reason unexplained, is more frequent in Rengal
han in Assam. Kala-azar is a chronic complaint necessitating long stays
 hospital if the best results are to be achieved. In Darjeeling in parti-
ular, pulmonary tuberculosis'is exceedingly common, and although accurate
lgures are not obtainable, it is very probable that from 1 to 2 per cent of
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the wholc population has active pulmonary tuberculosis. These cases should
certainly be isolated in order to prevent spread of the disease, and for this
purpose a Jarger number of hospital beds must be made available.

It is therefore clear that although the total incidence of sickness is less
in Bengal than in Assam, the diseases which are prevalent are diseases which
ordinarily -demand longer periods of hospitalisation, and therefore a larger
number of heds. . For this reason it is considered, after mature consideration,
that the bed/population ratio in Bengal should be the same as in Assam.

In making the original provisional recommendations of bed population
ratio in Assam, it is doubtful, on more detailed consideration, if sufficient
weight was given to the probability that the healih of the labour would im-
prove, aud indeed is ﬂll‘EddY showing indications of improvement. Much
of the present ill-health is due to conditions the aftermath of the war. th®
causes of which Lave either been removed or ard in course of removal. It
is reasonable to assume that there will be a steadv decline in the incidence
of malaria and of mal-nutrition, to mention ouly two of the Important causes
of sickuess and dizability in Assam.

Tt is therefore considered that the miaiinum bed population ratios pra-i
visionally suggested for Assam and Bengal should be amended, and should!
be fixed at 10 Ledks per 1,000 of total population for both Provinces. |

Fo far as South Tndia js concerned the over-all standards are  alrveady
superior tu those now being suggested, and there should be no difficulty for
the fow cardens below the standard to bring their medical services up to
the same stundards as for Assam and Bengal.

Doctor wud staff population ratio.— - For reasons already stated the ori-
gnn' draft proposals envisaged 2 doctor and other  staff ‘population ratio
varving in the two Peovigees of Ascam il Bengal, Fusther consideratiof
hax aiso been given to thix point.  Prafexsor MacD ol suggested a doctor
population ratio of one doctor to ot maore than 2500 people. and  in view
of the fuct that a tea garden doctor will be practising in a relatively small
area. with hospital beds at this disposal. and with a fair amount of trained

assistance. thix is considered reasonable as a minimun standard. The re-
maining staff attached to a garden hospital should be adjusted accordingly.

Taking all these factors into consideration. it is therefore considered
that the minimum standards to be prescribed should be as given in C‘hapte:
V, and may be summarised as under :

Gacden hnapital beds total porulation not leas than . . . . 101000
Registered Medical ofticer totnl pepulation not less than . . . . 12500
Midwives or dais/total pepulation not less than . . . . . 172504
Nursing attendnnts (male or female)/ total population not less than . . 1/1000
Compounders total Fopulation not less than . . . . . 1/2800

Anti-majarie assistants'total {lopnlat:on (where malaria is prev n]ont) not, less
than . . . . . . . R . R . ],t'2:500

Piews of Fmp(m;m' Associations.—At the various meetings with the}
Employers Associations no objection was raised to the general prmmple‘
involved in the proposals, and infurmal enguiry has subseguentiy been made
as to the present amendments. It is understood that the present proposals
are provistonally acceptable to the Emplovers’ Association, with the excep-
tion of the Indian Tea Planters’ Association, Jalpaiguri, whose views are
summarised and discussed below.
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Views of Indian Tea Planters’ Association, Jalpaiguri——Although other-
Employers’ Associations provisionally approved the draft proposals submitted
to them, the Indian Tea Planters’ Association, Jalpaiguri, were not in agree-
ment. Discussion with that Association took place at a meeting held in
Jalpaiguri gn the 28th of April when the views of Major Lloyed Jones, and
those of the Association were very freely exchanged. The views of the As-
sociation have since been clearly stated in a memoranduni, an advance copy
of which, kindly supplied by the Hony. Secretary, Mr. B.C. Ghose, is placed
at Appendix IT.

The main case of the Association is based on two fundamental issues.

(¥} That the liability of the employer in industry should  be confine
to special hazards arising out of partienlar occupation. The Bhore Com-
mittee report iz quoted in support of this contention, and it is submitted that
the only possible special hazard peenliar 1o the tea industry is in connection
with maternity, as the women workers have to work in the open.

(i) That since it is Indian custom to have medicines by the bedside in
one’s own home, rather thau po to hospitals, concentration should be on -
outdoor medical services.

In view of these two contentions, the Association submit that the fol-
lowing should be the minimum standards to be preseribed.

Beds.—Basing their case on the ten vear programme of the Bhore com-
mittee, the Assoclation contend that the following should he the bed pro-
vision.

(7) Group hospitals for population groups of 40,000 to be provided
on & scale of 2 beds per 1,000 of working population. The hos-
pitals to be erccted out of Government funds. but the bulk
of the =ubscquent maintenance ensts to be horne by  the tea
industry, :

{h) Gardens of less than 500 workine strength to provide no  indoor
heds, .

{¢) Gardens with a working population of aver 300 to have gavden-
hospital beds to a scale of 3 beds per 1000 of working popu-
lation..

Staff— (2} Estates emploving less than 50 labourers to have no liability.
(h) Estates employving more than 5t but less than 400 to have anun-
gualified doctor with periodic visits by a registered doctor.
(¢) Estates employing more than 500 to have one registered doctor for
every 1,000 of working population.
There are various other minor suggestions, but the above constitute
the most important features of the memerandum.

The question as to the assignment of financial respon<ibility for medical
car> for diff-rent sections of a community is & sociological/political one, upon
which opinions differ according to the political complexion of the holder,
and it iz not proposed to enter into the pros and cons of government res-
ponsibility for medical care here. Butevenifit is held that the only res-
ponsibility of an emplover towards his labour from the point of view of
medical care is special hazards arising out of the workers occupation, it
seems clear that in the case of the tea industry such special hazards can by no
means be restricted to additional risk in connection with maternity.
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In this connection it is necessary to go back a little way into the history
-of the tea industry. The industry in general waas staried in areas where the
indigenous population was quike insufficient to provide the necessary labour
for its successful operation. It thereforc became necessary to import labour
from distant parts of India in order to carty on the work on the gardens, and
during the last hundred years or so many millions of such Jabourers and
their families must have been uprooted from their original surroundings and
transported to tea growing areas. Even now the local population is still
insufficient in numbers to meet the evergrowing demands for labour, even
taking into account children born and brought up on the gardens, and re-
cruiting organisations are still very active in recruiting fresh labour from
distant parts of India.

No one would pretend that the labour was brought to the gardens for
any reason than to increase the production of tea, and to bring profit to the
tea owners.  Sinece the labour is imported for thia specific purpose, no reason-
able person would deny that the owners who imported the labour have a
moral responsibility to see that the labourers and their families are guagan-
“teed decent and human standards of living. Otherwise their conditions would
be reducad to one of mere slavery. It would be easy to make out a case
for the contention that the condition of tes Jabour in years gone by haabeen
very little if any better than slavery but the moral obligation upon the owners
still remains, even if many of them in the past have neglected to observe
that obligation.

What are the main requisites for the preservation of a decent standard
-of living among tea garden labour ? Housing, proper ‘ood and water supply,
-elothing, are items which Jeap to the mind immediately. But in addition
‘to these, we must add medical care. The herding together of thousands of
ignorant, illiterate, poverty stricken people leaves no possibility of mecdical
care arising spontaneously in response to the normal laws of supply and
demand. The wage of the average family of tea labour up till very recently
has been hovering round the merc subsistence line, and left no margin for
expenditure on such  extras as medical care, provision against old age, and
other similar amenities which have come to be regarded as the normal
rights of human existence in almost évery country except India.

It is not difficult to take the matter even further. Malariologists are
agroed that the hutk of the malaria infection in India can be termed * Man-
made '. Interferance with topographical features and normal drainage of
the country for commeorcial gain has encouraged conditions in which the
malaria carrying mosqu‘to can breed and multiply to the very best advan-
tage. This is especially true of the tea industry. The transfer of what
was previously a puroly rural population into insanitary, badly drained,
{ll-ventilated, coolis lines has resulted in the establishment o1 enormous pools
of infected population, so that every mosquito existing in the area which is
Potentially a malaria carrier, becomes one in actual fact. The responsibi-
lity for this state of affairs can bo laid at one door and one door only, and
that is at the door of the employers in the tea industry. They, and they alone
are responsible.  They have caused these conditions, and for & very long time
many of them have been content to sit quietly and make no attempt Jdo re-
duce the ill-effects  of their commercial operation. Since the responsibi-
lity for causng these conditions lies with them, it is elearly equally their
responaibility to ate that the ill cffeets of the artificially produced conditions
are minimised in overy possible way. It is futile to pretend, as many do,

Aa
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‘that the industry cannot afford to maintain decent living conditions, in-
cluding standards of medical care for its labour. If the industry cannot afford
to do this then it has no right to exist as an industry. This is freely acknow-
ledged by the vast majority of tea planters at the presont day, but there
are still a few of the gld school left whose only aim in life is to show profits,
no matter at what cost to the labourer who produces these profits.

It will therefore be soen that the contention of the Indian Tea Planters’
Association, Jalpaiguri, that the only special risk which a tea garden labourer
is liable to is maternity is indefensible. If this is coneeded a large propor-
tion of their case falls to the ground, sinee presumably the standards of
medical care they envisage are based upon the presumption that the only
special risk is maternity.

The second main contention so far as principle is concerned is'that since
it is Indian custom to he treated medicaliy at home, coneemtration should
be made on outdoor medical services. Hospital provision on a large scale
is of relatively recent growth all over the world, and is a product of advane-
ing civilisation. In primitive communities everywhere, hospital services
are unknown, and in this respect India is suffering as she is in so many other
respects, in that her civilisation, whether it might have been a thousand
or more - years ago, has advanced very little during the last three hundred
yoars 80 far as the mass of the population is concerned. This is not confin-
od to medicine and other social services. It is true of agriculture and many
social customs, which are the same now as they were in the time of Akbar
the Great. Because a custom is old does not mean that it is necessarily
good, and should be continued for ever. Tt is the custom of many Indian tea
labourers to defecate in all sorts of unlikely places, but no sensible person
would say that it is & good custom. Where ancient customs are obviously
bad, and particularly when they are harmful to the health of the commu-
nity, attempts should be made to alter them by people who have sufficient
education and understanding to know better.

This is particularly applicable to the issue in question. There is no
doubt that the majority of tea garden labourers, who have no experience of
hospitals, are reluctant to go into hospital even when they are extremely
il. But experience alsoshows guite definitely that i the matter isexplain-
ed to them, they can be educated into seeing the many advantages of being
treated in a hospital under proper conditions. The Indian peasant may be illi-
terate and ignerant, but he is by no means lacking in intelligence, and when
a thing is pointed out to hitn he is very quick to realise its implications.

There are, however, two pre-requisites, firstly that the hospital staff
shall treat the sick coolie asa fellow human being. Exc pt in the big cities
hospitalisation is relatively a new concept in India, and even in big city hos-
pitals there is a marked tendency to regard the sick as nuisance to be got
rid of as quickly as possible. The spirit of service is a moral attribute of
slow growth, and has not developed in India to anything like the same extent
as it has in eountries where voluntary hospitals, built and maintained by
charitably minded people, are the main avenue of hospital treatment. It
is therefore essential that the medical officers should bear in mind that com-
passionate care and encoargement of their patients often has a thera-
peutic value as great as the actusl medical treatment, and should educate
their subordinatzs in the necessity for treatment of the sick in & sympsathetic
and kindly fashion.
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The second pre-requisite i that the hospitals provided shall be efficient
and attractive. Tumble down, ill-lit and badly ventilated structures which
pass as hospitals in many tea gardens are so repulsive that it is no wonder
the labour refuses to enter thom for treatment. At the same time in many
gardens seen where the hospitals were well built, clean, and attractive, one
was often assured that the difficulty was not to get the labour to go into hos-
pitals, hut to get them out again when once they were in.

About the advisability of treating tea garden sick in some form of hos™
pital there can be no doubt. At present housing conditions are so primitive
that to expeet a sick person to recover unless he can get away from the
place in which he ordinarily lives would be to expect a miracle when a
whole family has to eat, sleep, and live, in one poorly constructed ill-venti-
lated busho, the additional presence of & sick person strains the limited
acconmaodation to the utmost, and makes life for the whole family virtnally
impossible.  The stafe of affairs when the sick perzon happens to be suffer-
ing from =ome infective condition may ecasily be imagined, and the high in-
cidence of and mortality from infectious diseases on tea plantation is due
in ne small incasure to this very fact.

For these reasons it.is clear that the only rational way to treat the sick
on tea plantation js to treat them in hospital and that the way te get the
labourers to use the hospitals provided for them is to educate them up to the
advantages of hospital treatment.  Hospital trestm~nt is necessary
from the humanitarian point of view and ia beyond dispute the most econo-
mieal forme of medical care in the long run.

f the foregoing argument is accepted the bed provision suggested by
the  clian Tea Planters’ Association Jalpaigari, is insufficient.  Part of
the case for reduction of the bed population ratio is based on certain recom-
menditions of the Bhore Committee.  The Association in their memorandum
point ont that wadse the Bhore Comimittee Scheme the ratio of hospital
bed- tv pondation ot the end of ten vears will be 1-03  per thousand. Tt
must b veucnibered that the Bhore Committee were faced withthe most
formidable task of suggesting ascheme by whieh  medieal care for India’s
teeming miillions might he hrought up to a reasonable standard. The Iee-
wayv to be made up 1= so tremendous, and the  difficultie . of mﬂl\ing radical
chauges in a poverty stricken country so marked, that it will take mueh longer
than 10 yvears before Indian standards of h0=:p1tal carc-can be anything like
satisfactory. The Bhore Committee in its report makes no claim that the
hospital state of country at the end of 10 years may be regarded as satis-
factorv. even if all goes well with their  scheme, Infact the paragraph im-
mediately following the one qnoted by the Association says, * ’1% has already
been pointed out C‘\l‘-\‘l‘lnC’ provision in England and W, ales is 7- 14 per thou-
sand of the population, and in the Thited States is 10-48 per thousand.”
In this conunection the following statement by the International Tabour
Organisation is relevant.

" The ratio of 5 hospital beds to every thousand inhabitants which was
normally the general rule, and which was increased to 6 or 8 in cities, in
industrial centres where there was a greater risk ofaccidents, and in ports
has now risen to twelve, fourteen, or more ’

The proposed hospital provision of the Indian Tea Planters’ Association
Jalpaiguri, is grossly insufficient for the purpose for whichitis intended
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and it is & poor argument to fall back on the Bhore Commitice recommenda--
tions, and to say that because the best the Bhore Committee can do for the
whole of India is 103 beds per thousand, the medical care on tea plantation
should be based on comparable figures. )

The suggestion of the Indian Tea Planters’ Association, Jalpaiguri
that estates with more than 50 employees but less than 500 should have an
ungualified doctor should find no support. If the intention is to reduce the
cost of medical care for small gardens, surely the solution is for them to com-
bine to employ a properly gualified medical man, and to supply a satisfactory
standard of medical ecare. In the tea industry a fair number of ¢ doctors”
who are not registered are employed. Some of these have been trained at
schools the diplomas of which are not eligible for registration. It may be
that some of thése men are reasonably efficient, in fact the odd few may be
excellent. But if the employment of unqualified men is to be officially re-
cognised there is no guaranttee at all that the men employed will have
any knowledge of medicine whatsoever. There are at present men employ-
ed in the tea industry as ‘‘ doctors’’ whose only knowledge of medicine is
what they picked up years ago when they worked under another “ doctor”
who himself might have been unqualified, and whose own knowledge must
have been extremely sketchy to say the least. The tradition of the unquali-
fied practitioner dies hard, although it would appear to be a simple matter
of common sense that a subject as wide as medicine cannot be learned by
casually picking up odds and ends of professional knowledge. It is feared
that the professed admiration for unqualified *‘ doctors”” expressed on some
tea plantations visited has its basis in one feature and one only, namely that
the unqualified man, knowing that his chances of employment elsewhere
are negligible, is willing to work for a fraction of the cost of a qualified man,
He is cheaper and he has to suffice. In one specific instance the writer was
sssured by a European manager that his ** doetor ”* although unqualified was
one of the cleverest doctors in Bengal. A little later the conversation came
round to some longstanding abdominal trouble to which the manager in gues-
tion was a victim, and it turned out that he was visiting the Civil Surgeon
at frequent and regular intervals for treatment, and in addition was mak-
ing regular trips as far as Calcutta for the same purpose. In other words
his garden doctor was a very clever doctor indeed...............c.L but not
for him.

To sum up, it is felt that the case for reduction of the standards of medi-
cal care put forward by the Indian Tea Planters’ Association, Jalpaiguri
is based on fallacious premises. The standards of medical carc suggested
in this report have been very carcfully calculated to provide the minimum
which is necessary, and at the least possible cost commensurate with efficiency.
The writer is convinced that in actual practice the cost involved would really
be nothing at all, and in most cases would constitute a saving in hard cash
over the present expenditure, since it would be repaid many times over by
the improved health of the working population. '

Lost man-hours arising from sickness represent one of the most costly
items in the balance sheet of amy industry, and any service which rednces
lost man-hours is an all-important cog in the wheel of industrial progress.
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CHAPTER VIII

IMPLEMENTATION OF THE PRESENT RECOMMENDATIONS-—LEJAL ENFORCE-
MENT—APFPOINTMENT OF MEDICAL INSPECTORS.

In considering the possibility of full implementation of the present re.
commendations, it s necessary to recall the events leading up to the final -
conelnsions.

At the Tea Ulantation Conference, the view was expressed by the em-
plovers that the Government of India should preseribe standards of medical
services ont tea plantations and enforce them, the actual provision of such
sorvices being lefi to eraployers. Large gardens would run their own serviees,
whereas small gardeus would combine and share the expense.

It is therefore for consideration whether under the existing constitution.
of the tea industry, the present recommendations can be implemented.

1t is probahle that the most important of the recomnmendations,. that
is the setting up of a comprehensive system of garden hospitals, can be im-
plemented without undue difficulty within the present structure of the in-
dustry. The man difficulty in this connection will be in the case of small
indepentdent gardens with a population of say 500 or less. If the medical
gervices of these gardens aro to be efficiently run it means that even small
gardens will have to employ their own medical officer, and build their own
hospital, or that such gardens will have to combine, employ one or more
doctors joinlly, and build a combined garden hospital. The latter dourse
would certainly be preferable and taking the long view would be much more
economical. '

If the present situation is to be taken as any criterion, however, there
will be difficulties in the way of this. During the tour many instances oc-
curred where it was clear that any sort of co-operation between different
companies in the way of health organisation was very difficult to achieve.
One instance has already been cited in Chapter 111, where under one medical
officer the standards of medical cafe on gardens owned by two ditferent com-
prnies varied to an almost* unbelievable extent, owing presumably to diffe-
rences of outlook on a long term medical policy between the managers and
owners of the two companies concerned. This example is likely to be mul-
tiplied many times in any large scale re-organisation of the medical services
of the tea industry.

In any amalgamation of tes companies to provide a common medical
gervice the bagis of apportionment of cost would involve many difficulties,
and opportunities for disagreeraent would be legion. Should the apportion-
ment of cost be on a basis of total populationt Should it be on & basis of
acreage ? Should it be on a basis of working population 7 Should it be on
» basis of profits 7 Any of these methods of apportionment of costs is
possible, and each method has its own advantages and its own drawbacks.
In order to achieve any combination this is only one matter which would
have to be decided, and there is no reason to think that many of the smaller
companies, who as & rule work on a lower margin of profit than the big
companies, and are much more chary of spending lerge sums of money on
health and other social services, would easily come to an agreement on these
preliminary steps.

It has been suggested that the Indian Tea Association which is by far
thelargest of the Employers’ Associations would be able to induce its members
1o combine to furmulate a comprehensive scheme. This may be possible, but
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on the other hand one must face the fact that the Indian Tea Association,
powerful though it undoubtedly is, is only an advisory body, and has no
power to compel ifs members to adopt any given course of action. There
would remain the companies who are not members of the Indian Tea As-
sociation. Many of these are members of other Employers’ Associations,
but the arguments which apply to the Indian Tea Association also apply
to the other Associations, and perhaps with even greater force,

Whilst a great part of the programme with regard to the provision of
garden hospitals could therefore undoubtedly be carried out by individual
companies, and on individual gardens, there would remain some gardens
for whom the implementation of the standards would present a problem.
These however, would be relatively small in number and importance and it
may be assumed that the institution of a comprehensive and efficient system
of garden hospitals could be carried out without undue difticulty under
the present organisation of the tea industry. -

The higher we go up the scale of medical care the more difficult becomes
the problem under the present consititution of the industry. 'The establish-
ment of group hospitals would be a simple matter in connection with the
largest companies. In fact some of them already have an organisation of
a combined garden hospitals similar in many respects, to what has been re-
commended, In the case of smaller companies, however, co-operation and
linison between a large number of different companies would be necessary.
In the specific case already mentioned two companies were concerned, but
for the institution of group hospitals a3 many as a dozen or more might
have to combine. The difficulties in the way of this, bearing in mind the
points already mentioned, are obvious. Thia does not mean to say that the
institution of group hospitals under the present organisation of the tea in-
dustry is impossivle. That would be going too far. But it is not going to-
be easy. It is difficult to envisage how the problem could best be approach-
ed. 1t would appear that the matter of large scale planning of group hos-
pitals would have to be undertaken by some central body. The only body
comnected with the tea industry which would have sufficient weight to em-
bark on such a scheme would be the Indian Tea Association. This envisages
that the Indian Tea Association should appoint at some early date ons or
more Administrative medical officers, with intimate knowledge of the present
medical services, and of the terrain, to survey and draw up detailed plans
for the siting and establishment of group hospitals, and the co-ordination
of small gardens for the purpose of establishing joint garden hespitals.

The question arises as to whether it would not be preferable to establish
some kind of central fund, to be drawn from the industry as a whole, and to
be controlled by a central committee on which all interested parties would
be represented, to provide for a comprehensive and planned system of medical
care on all tea plantations.

The suggestion has already been discussed at the Tea Plantation Con-
ference, and was withdrawn in favour of the employers’ suggestion that the
Central Government should prescribe standards, their implementation being
left to the employers.

Apart from this it is true that taking the tea industry as a whole thero
8 already in existence a scheme of medical care, which whilst it is badly orga-
nised and inefficient in some respects, does at any rate provide a nucleus
which is capable of much improvement without entirely disrupting it.
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In view of the present shortage of building materials, the marked lack
-of qualified medical practitioners, compounders, nurses,midwives and health
workers, the present is not a good time to embark on large scale disruption
-of existing services, provided they function or can be made to fanction with
reasonable efficiency.

It is therefore considered that for the present the best practical result
are likely to be achieved by following the lines suggested by the employers
-at the Tea Plantations Conference.

The general policy.—It remains to be decided what steps should be taken
to implement the genecral policy.

The policy as a whole should be divided into two fairly clearly defined
-stages.

The first stage.—For reasons which have already been given the firab
stage should be the bringing up of all garden hospitals to a prescribed standard.
It was provisionally agreed by the employers at a meeting held in Clacutta
on the 21st March, 1947, that excluding incalculable delays, shortage of
epsential materials, ete., this should be capable of achievement within three
years. It is suggested that legislation giving powers of enforcement of this

-stage should be obtained fairly zoon.

Shortage of essential materials.—In passing it may be mentioned that
the Chairman of the Indian Tea Association, at the meeting in Calcutta
stated that the allotment of steel to the tea industry for 1947 had been redue-
ed from 850 tons to 150 tons as compared with 1946 . If this reduction
.in allocation of steel, which is essential for any schemes for the befterment
of labour conditions on tea estates, is to continue, it is of course obvious
that no large scale health programme will be possible, and to introduce com-
pulsive legislation would be a mere farce.

The second stage.—The second stage should be to plan and set up a com-
prehensive system of group or regional hospitals in close liaison with the
Provincial medical authorities. The immediate urgency of this stage is less
than that of the setting up of efficient garden hospitals, but ‘it shonld not
be shelved.  As has already been indicated. the setting up of group hos-
pitals for the tea industry should not proceed in compiete isolation from the
development of Provincial hospitals, but should be done in the closest pos-
sible liaison with the Provincial medical authorities in order to ensure that
the whole working population of the Province. including tea labour, is ade-
quately covered for hospitals of this nature. In areas where the working
population is almost entirely *“ tea’’ the greater share of the responsibility
for providing hospitals of the group type would naturally fall on the tea in-
dustrs.  In other places, where tea labour is a smaller part of the working
population a5 a  whole, Provincial hospitals of the group or regional type
ghould be cstablished by the Provincial Government, with financial aid from
the tea ia:'ustry, and a clear understanding should be reached before hand
that suitable cases from tea estates are to be admitted without question.

If planned liaigson of this kind is embarked upon without delay there
is no reason why the whole working population in tea growing areas should
not be covered for hospital provision of this type within a period of five to
-83ven vears, and co-ordinated planning should proceed without delay with
this object in view.
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InsPECTION BY GOVERNMENT MEDICAL INSPECTORS

1t is probably safe to assume that the tea indusiry as a whole will make
every effort to nplement the present recommendations for the improventent
of medical care on tea plantations so far as garden hospitals are corcerned,
and will endeavour to meet the standards prescribed.

At the same time there will probably be individual owners who will
either evade their responsibilites, or by adopting a policy of laisser-faire
will neglect to bring their standards up to those required.  This will probab-
v be the case whether compulsive Jegislation is passed or not.

For this reason it is recommended that medical inspoctors should be
wdded to the cadre of the Provincial Governments. as soon as the precise
policy is finally decided. Their function wonld be dual.  Firstly they chould
act in an advisory capacity in the reorganisation of the tea industry medieal
seTvices In general, and the provision of satisfactory garden hospitals in parti-
vidar. “Secondly, if powers of enforcement are obtained, they should act
as inspectors to ensure that the standards of medieal care preseril:ied are
actually being provided, and to institule legal action where infringement
of those standards is discovered. A large stafl’ would not be necessary for
this purpose, and it is considercd tlat one medical inspector for the Assam
Valley, one tor the Surma Vellev, one for North Bengal, and one for South
Lidia, would meet the case.in the initial stages. Tle some medical inspee-
tors eould also be respon=ible for the inspection and eontrol of record keeping
and certification of mwternity benefit claims as described in Chapter TX.
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CHAPTER IX

MATERNITY EENEFIT AND CERTIFICATION

Present maternify henefit—At the Tea Plantation Conference it wa
agreed that maternity benefit should be paid at the rate of Rs. 5/4/0 a wee!
for 8 woeks, and the Emplovers’ Associationsagreed to recommend their men
bers to give cffect to this proposal pending legislation. During the tow
it was apparent that most of the gardens had actually put the recommendatio
into operation, in fact some gardens were giving mwtnrmtw benefit for a longe
period than provided for in the recommendation.

The almost universal opinion of medical officers practising in ‘tea’
that maternity berefit paid in this fashion is not in the best interest of the
mothers. Their objection is not so much to the total sum to be paid in bene
{it, but to the short period for which benefit is payable. On tea plantation:
it is only very rarely that a woman is {it for work on the garden within
weeks of her confinement, and when her maternity Lencfit ceases, she is con:
pelled to go to work in order to draw her rations. The doctors conside
that in view of the usual physical condition of women after confinenient or
tea gardens, they are not fit for work in less than 12 wecks from the dat
of confinement, and that they should be excused work and entitled to draw
maternity benefit for at least that period.

Views of Medical officers.—Createst support was for maternity benefit
for the following period and on the following scale.

s, 3 a week before ~onfinement for 4 weeks, If the whole is not draw:
during the 4 woeks preceding confinement, the outstanding balance to Iy
paid at coufinement.

Thercatter o cash paviment of Rs. 3 a week for 12 weeks after  eonfine
ment.

The total amount would thus be 2 lttle more than is usually paid e
present (Rs. 48 as against Rs. 42) but in the opinion of practically every dootor
interviewed this method and scale of payment would be very much pefer-
able and would in the long run be an economy.

Certification by teq garden docfors—In connection with the payment of
maternity benefit, a question has arisen asto whether certification of the
facts ot pregnaney and confinement by tea garden doetors under I?]_ua present
constitution of the tea grden medical services would bo likely to Be reliable.

The whole of the tea industry is even now fairly wel covered by the present
scheme of medical enre so fur as stafling by registered medical practitioners
is concerned. At the same time there are still gardens where no registercd
practitioner is emploved. Where registered doclors were emploved one
was siruck by the fet that on the whoele they appeared to be of excellens
type, keen on their work, and aunxious for the iprovement of the health
services.  Exceptions to thisrule were very rare indeed. So far as the medical
persounel is concerned it is therefore considercd that there would be no
danger in assigning to them the duty of certifying the facts of pregnancy
and coufinement.

Dhfficulty would arise where there is no registered practitioner employed.
If the present recommendations are adopted. there will be no garden which
would not be covered by a registered medical practitioner, and it is considered
that when the recommendations are implemented so tar as the establishm.ent
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of a comprehensive system of garden hospitals is concerned, there should
be no diffieulty at all in  instituting a system of regular certification of the
facts of pregnancy and confinement by the garden doctors.

If it were proposed to pay maternity benefit out of some central fund
carbain precautions would be neeessary nameocly —

(7} A spocified form of w.ekly certificate, ag shown below should be
compulsory.

(i1) The general prineiple of no certificate without examination should
be strictly adhered to.

(#ii) A scparate pro-natal, natal and post-natal record card for cach
woman showing datails ol cach certificate jssued, with dates,
should be maintained by the doctor concerned. A suitable
blank card iz shown in Appendix VIIL -

{(#v) A system of inspection by centrally appointed medical inspectors,
to ensare that the rules of recording and certification were being
adhered to, should be instituted. These duties could be carried
out by the saume Medical Inspectors as are described in Chapter
VIIL, in addition to their normal duties of inspecting the tes
garden medical services as a whole,

MATERNITY CERTIFICATE.

Confidential. To be filled in by the Docior,

T hereby certify that T have examined you on the undermentioncd date,
and that in my opinion,

(@) on that date you were pregnant, the period of pregnancy being
at least 34 weeks., The probable date of your confinement ig

..............................................................

{6) you were confined, as I am informed, on.
Medical Officer’s signature

--------------

1
Date of examination and signing

................
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CHAPTER X

SOME OBSERVATIONS OX CERTATN MATTERS AFFECTING THE HEALTH OF
\
LABUTR 0N TEA PLANTATIONS. f

-

Although strietly speaking not within the terms of reference, a few im-
portunt malicrs relating to the health ot labour on tea plantations were for-
el npon onTs att mrion during the tour pacticularly ecertain matters con-
nected with the wilfare of non-working ehildren the housing of the labour
and suppli s o water for wishing and deinkine. It is not propos-d to dis-
cuss these matters in detadl, but merely 1o draw ateention to one or two
points which s cm to have cseped obsirvation previously.

The swelfure of won-workivg obblrer—Ons of the greatost diffcultios
in any attempt to buprove health and social conditions in tea plantations
is the ignoranes of the lahonrrs, and it might be  appropriate to indicate
onc Jdirciion i which iy s elb great improveimant could be offocted, namely
by approaching the probivm through the ehildren.

Daily tecding of non-working children s now  altmost utiversal in the
tea industey. Thee gew sl epinion among medica! offieors is that this has
aleeady resuited inoa mueh Tettor gtandord of nutrition smong  children,
and consguent improvement inoeheiv health, 1t iy difficult to  producs
definit cvidlenes Wnosapport of this contention, but in this regard especially
it is 1 't that the opimion of the medical ofticers must be accepted.

At present the generad rale is thet children are fed in the hospital com-’
pound, although there are ‘several notable ¢xesptions. A common sigh
was 0 s a horde of children hanging round the verandahs of the wards
or the niin gard o hospital buiiding, woiting for their meal, mixed up with
vabuiives of L-patients, out-petionts waiting for treatment, open to all kinds
of infeetion, and su'ject 1o no mawner of diseipline,  This state of aifairs
is very bad for both the patients and the ehildren not to mention the hos-
pital statf, wad eonlid be attered with vory little effort or expens~.  The feed-
ing of chilidleen in hospital buaildings should ceass. Instead a  children's
Mlock should Be provided with proper wat.r supply, Lathing and washing
arraneenents, and really goond waser flustied latrine s, In this block should
be o ehildren’ s dining room with a large playground attached, and infant's
creche and a child welture eontre. The building need not be elaborate, provid-
ed thers is an inpermeable washablo floor. It would probably be better
with hall wills Paving pionty of ventilation and Hght,  Tts sitnation will of
couts> Lp ol on sorvomal fastars, such as the availability of a suitable site.
It coubl very well be placd immediately adjacent to the hospital compound
proper, when it could come under the general  supervision of the doector and
nursing stadl and coutd be ineludsd in the administrative arrangements o
the }u{spitu[ s far as food storage and cooking are concerncd.  Having this
in mind the Wlock has been incduded in the diagrammatic sketch plan of a
garden hospital shown at Appendix V.

The children’s block should be in charge of some person capable of teach-
ing them the clementary principles  of health and cleanliness. The right
person for the job might not be easy tofind, but insome of the better gardens,
where this prineiple has already been adopted in skeleton fashion, a suit-
able person has been fouqd from among the garden pensioners, who with a
very little training has filled the bill very successfully.



Figure 3. Housing coaditivns, In the foregrouad an old type bosha. In the
middle distanc.: g new house similar 11 construction to the old one, but larger, In
the background the frame.work of a new house,
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The institution of a schems of this nature would have two advantages.
Firstly it would enable non-working children to be looked after during a con-
silrrabls portion of the day whils thir parsnts wera working on the garden,
inst~ad of running wild as they do at pras'nt, or taking up th> tim: and
attention of labour which should bo at work on th» garden, Seeondly it
would provid= an avenuz by which the pragont abysmal ignoranca of the labour
in mattors of elemontary hoalth and hygien: could gradually be overecome.,
It is felt that health propagands among adults is an almost impossible task.
The only profitabls cours~ is probably to teach the childron while they are
at an improssionahle ag», and eapable of profiting by instruction, By this
meang strady  improvement in the  sanitary  labitz of the labour  could
Jrobably he achirved, the end results of which would be hmproved health of
the community as whole, and a  considerable reduc'icn in sickness
ahsnt seism,

Hyusing—The housing of labour in tea plantations is at present very
d+feetive, but the whole mattor has been very completely dealt with in the
Lubour Tnvestigation Committee Report on the Ten Industry by Me. DLV,
e, and was fully diseussed at the Tea Plantation Cond rence, when cer-
lain proposals for the improvement of housing  conditions were adopted.
During the tour it was clear that the intention to improve housing was in
the forefront of the minds of the toa plant rs, but that iheir good fentions
w e being nullified hy the vivtuzl impossibility of getting supplis of steel
avl eonerete to earry out their programmes.

There is one aspect of the question, however, which  appears to have
esrapad notice,

During the tour one gard n in the Assam Valley was inspeeted on which
the owners, shortly before the war. had erceted at considera®™u expense
wlat wore then the wmost modern and up-to -daie Tabour Fin s Eael, Samily
el asw Al desioned and construeted permancnt dws Uire, staaling in its
owit eompoutdd, proporly fenced off and with sufticient land to penit of the
Sowing of enough vegstabics to supply the family neelss Ar the end of
ech eompound was a4 bore-hole latrine protect d and mards complict-lyv pri-
vate by sheet iron walls with a sheet iron roof. It is understood that at
the tim~ of their creetion nine years ago these linos were {he prist of the
canpany coneerned, and rogardd as 2 mod 1l for fatare develspaents.

The linss were carxfully inspreted during the tour, Here and there was
& housz which was admirably cared for. The fenee hail been maintained,
the pardan was cultivatod, poultry was heing kept, and the boro-hole latrine
was functioning and was clean and well looked after.

The vast majority of the houses, however, were in a most neglected and
lilapidated state. It was clear that lomg ago, porhaps soon aftrr taking
Possession, the occupants had torn downthe iron sheeting from around
th» hore-hole latrinz and us~d the iron to mak- additions to the dwelling
itslf. The fencz had been allowed to rot away and had not beon replaced
no attampt at ail was being made to cultivate the compound, and the who'e,

Pace was neglected, dilapidated, dirty and insanitary. The bor -hole latrine,
- 10w open to the sky, was not being used except as a receptacle for odds and
ends  of rubbish. -

The same medical officer was in charge as had been incharge at th2 time
of the erection of the houses, and since the general standacd of medial care and
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health on the estate was very high indecd, the obasrvations of the medical
officer on the unfortunate stale of the lines were sought with nolittle insterest.

Tho conversation was some thing as tollows ——

Medienl Officer— " Thoese lines as you can see were once models of their
sort. Very soon after their crection, howover, the occupants began to pull
down the iron sheeting {rom around the bore-hole latrines, and use them to
make additions to the houses. In most cases the latrines were never used for
their proper purpose from the start.  Very few of the labourers made more
than half-hearted efforts to cultivate their compounds. We tried to per-
suads the labourers to mend their ways hut with very little sucecss, and maty
ters gradually went from bad to worse until the lines have rcached the statc
you now see’,

Majar Lioyd Janes— ‘What was the method of settling thelabour in the
new quarters %"

“We took one hole block of the old quarters and moved the people,
and then destroyed the old quarters™.

“Did  you make any attempt to sclecet the cccupants of the old guarters,
or to supervise or  advise thew in any way when they were ouce installed in
their new  houses 17

“No. No provision {or disciplinary action or punshment of offenders
xis ted, and so we never did any  thing about that ™,

Tl maral is elear. Tt s not much use crecting expensive new and sani-
tary quatters i the Iabour is just eoing to be dumped inte them and the who!s
affnirs left to Iook after itself.

This osp e ol the problem of re-housing of the working classes is by oo
means perondier to hodin, I o with whieh edminisivetors of seleme
for the re-housing of the working olasss have been neov all over the world,
[t owns om o) the e basbeass ol housing o xpers o Great Britain daring
ooty venrs of slwa elearanes s tollowing the 1616-18 war. Original-
Iv i Gieeat Britain atteimpts were marks 1o wolve the problem by introdyes
ing Rictdv deain o nnd edueatd Bousing nsosgers and hedlth visttors. This
wiis et steessiul, The porsons appolited were not in sufficient sympathy
woh the new population. and were met with suilen refusals cven to admi
them to the fouses of the veeapants. A typical remark on was  constantly
nee inge was CWho s this new Health Vistor who comes to advice me abont
iy kidso oo o000 Me tiad s baried seven™,

Eventustly the probleat was solved in many places by recruting district
nurs s ool heath visttors who had practis <1 m the sl arcas and appoint-
ing then as Towsing advisors and health visitors in the new housing estatosy
to b-ip oand wdvise che oceupants in bee sming accustorneod to the new condi-
tinns. Thes - health visitors were thoroughly at homes with the people they
wers going to advise and having lived and worked among them for many
yoars ware fomiliar with their lietle peculiaritics. with their special problems
awl porhaps moest important of all had their complete confidenee,  From
that time destructiveness and neglect in the new homes ecased and one hard-
Iy ever eame across eases, which were frequent before, of occupants who
kept their coal in the poreclain bath and allowed the garden to become a
mass of weeds. At the present day large working class housing estates in
Great Britain will bear comparison with the best of suburban areas.
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Something of this nature will have to be carried out in Indian schenlés”
for re-housing of labour. It is no use just putting the labourers into new
and sanitary dwellings and plously hoping for the best.  They must be help-
ed, encouraged, and educated up to the new standards. For this purpose
on tea plantations it would probably be wise to make some attempt to place
families inte new quarters on a selestive basis.  The labour population is
by no means uniform in its general stundords of intelligence and oducation,
and there seems no good reason why when new dwellings sre crected, the best
of the labour should not be selected to occupy them.

One or more persons, selected from the most intelligent of the popula-
ion om the garden. should be trained in the elementary principles of health,
mnd cleanliness, paid a good wage, and put in charge of the new lines with
nstructions to see that the new houses are well cared for and that the sani-
ary and other converiences provided are properly used.

If this is combined with training of children on the lines indicated earlier
1othing but good can result.

Tt was suggested by some planters and mediecal officers that legislation
& necessary to provide for punishment of members of the labour {force who
lo not obey the elementary rules of commiunal health. This is certainly
10t necessary. Under the present constitution of the tea industry the tea
:state manager i3 in a position of great power so far as disciplinary mea-
sures are concerned. There is no reason whatsoever why part of this power
should not be turned to good account in the way of measures for the improve-
aent of the health of the garden community as a whole.

Waler supply.—In most tea arcas a reafonable supply of pure water
s avallable.  On the other hand highly polluted and dangerous sources
A supply are still very comuanon.  Many estates still draw their supplies
Vo surface wells and fom rivers., both of which are liahle te @& ngcrous
wllution, That s pallution actuadly decs cocnr s evideneed hy the Ligh
weidenee of water borne infi-etions disease, and 1his is especially true of Par-
celing, where the incddence of such deseases is particularly hich among chil-
Den. and 1= the cerse of Lich moralivy. which in tuwrn s the cause of creat
cncern to the Darjeelineg Plintess” Asscel tion.

There iy ¢ general tendeney to regard 1he problaa ol wate: supply 1o
e estates to be one of pipioge the supplv. Trish l wrtion by piping is of ¢ourse
nenormons adventage, and to some extent 2 saleguard. but unless the ori-
anal souree of supply can be guaranteed 1o be free from contamination the
iping of the supply is liabie to be an actual donger. i thet it gives ¢ sense
of security which is spurious.

There are many diffieulties in the way of procuring a pure uncontamin-
ted water supply when it is done piece meal by individeal estates. whiel
s the general rnle at present. In the Assem Vallex. for exemple. tube wells
e fairly common. but the high pereente ve of iron in the water in many aeas
s a source of trouble. In North Bengal, on the other hand. where a great
leal of the water s derived from the adiacent hills. the presence of miea in
the water is a serious problem.

To the present writer, accustoned in England to the orgenisation of
supplies of pure water from large store ge reservoirs, supplied to the consumer
by merely turning a tap, the primitive arrangements for the supply of this
necessity of life in India are astounding. It seems partieularly incongru-
ous that in most tea growing areas, where there is an annual rainfall of
anything from one hundied inches to several hundred inches of each year, -
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tﬂk’ should be any difficulty in laying on a plentiful supply of pure water.
There is no rcal shortage of water, in fact the very opposite is the case. In
the rainy season therc is too much water, which washes away bridges, des-
troys tea bushes, and floods large arcas of low lying land. The reason for
failure is not that there is insufficient water, but that the machinery for col-
lecting and distributing it is rudimentary. The breakdown is due to eco-
nomic rather than natural causes and is only a part of the enormous econo-
mic waste which is evident in Indian industry on every hand. Sofar as
the tea indusiry is coneerned we are fucod with the position that there are
hundreds. may be thousands of tea estaies, each going its own wayv in com-
petition with its neighbours, each with its own puny attempts to obtain
a supply of pure water.  In fact it would probably be truc to say that until
there is some form of combination of effort, either through (.overnnlentq
policy, or through rationalisation of the tea indusiry as a whole, the pro-
blem of a universal supply of pure and uncontaminated water to the tea
estates of Indin 15 impossible of solution.

Distribulion of wirter —TIn the Labour Investigation Committee Report
on Tea Plantations in Assam (page 58) Mr. Rege states that “water supply
is zenerally adequate inall lines” and luter, “a water supply usually exists
within about 2060 vards of a house”. These statements are substantially
cotrect as fur as they go. hut are open to considerahle  misappehension.
The mere fect that thers s o water supply within 200 verds of a house may
mean, vore little,  On tea plantations the labour lives, generally spralking,
in fuiriy condonsed wnits of h'u-a andinanarca of about 123,000 square vards,
which might well sustain a total population of 1000 or more. it would be
quite possible for no house toobe more than 200 vards from a single water
pommt.  Tro providing piped water supplies, therfore, attention should be
direeted to the number of persons per water point, rather than the distanceg
of the water point from the houses  supplied.

This neint cetually avose e connection. with dizensston with medieal
officers o the groestton of the prevalence of "Noga sore” in many gardens.
One nudival offteer sald thai he thought the Lok of personal eleanliness of
the lebourers was an impmf ant foetor in the prodoction of these sores.  His
nain couteation was “These people seldom wash themselves, wlhat ean vou
expiect 77

On this particadar garden there was o piped supply of pure water, with
a lwee everhead towdis There wes o shorteee of waier ot anv peried of
the vear.  The water was laid on toa group of lines. and there was a stand
pipe with tap and an exeellent conerete base <o that the arew rownd the tap
was always clean and drye In other words on superficial examination the
water supply would have been decied entirely sotisfuctory.

But on enguiry as to the number of persons living in the adjacert lines
one was told that they numbered about 500, Since the labour has to report
for work at regular fived hours, the result was that there was a mad rush to
draw water from this the only souree of supply, at certaiv times of the day.
It is very probable that the water was often drawn in UNNECesSary qu:mtl-
tios and was lafer thrown away or otherwise wasted. One ean hardly ex-
peet o high standard of perscnal cleanliness when 500 people have to rely
on one water point,

It is therefore strongly recommended that in the laying down of a piped
water supply. more attention be paid to the provision of an adequate number
of water points, and that these be carefully sited so as to be in the most con-
venient situation for the persons who have to use them.
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CHAPTER XI

SUMMARY AND CONCLUSION

The state of health of the lubour, and the present organisation of medical
care on tea plantations have heen described following a survey by Major
E. Lloyd Jonss, IAMS. (E.C).

Suggostions for stand-wrds of medical care to be prescribed by the Govern-
ment of Indix have been made, and the possibility of their full implemen-
tation under the oxisting constitution of the tea industry discussed.

An cstimate of the probable cost of medical care, if the recommend-ttons
nade in the report are adopted, has Deen atteanpted.

Maclinery for the ecuforcement of the standards, if suitable legislation
5 passed, has been suggested.

Certain conditions affecting the health of the tea garden population,
which were observed duaring the tour, have been briefly described, with sug-
zestions for improvement. The betterment of the healih of tea plantation
Libo.rers and their families in India is d+peadent on many factors, of which
an imnroved niedical service is only one.  So far as many tea growing areas
in India are concerned, undernourishment, inndequate supply and distri-
bution of water both for drinking and for washing. and swnitary arrange-
ments of the most primitive type, combined with the iznorance of the wor-
kers in the moast elementary principles of hoslth and eleanliness, do more
har-a to the health of garden labour than could ever be overtaken by the
most efficiont medical serviee,

In conelusion Major Lloyd Jones wishes to place on record his deep
wppreciation of the assistanee afforded to him during his tour by the various
Emplovers’ Associations. the Asspin and North Bengal Branch of the British
Medieal Associntion. and by Superintendents. Managers and Medical Ofticers
of tea estates everywhere. who combined to give cvery pos=ible assistance
i the invostirations whieh had 10 he made.,  He also wishes to acknowiedyss
the Lelp of Mr. Basheshar Nath, B. A, Incharge Social Tnsurance Section,
Office of Dircetor Geneval of Health Services, who accompanied him during
the whole of the tour, and without v’ most efficient staff work it would
have been quite impossible to have MMeved such a comprehensive sirvey
of medical servires in the tea industry in the limited timo available,
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APPENDIX I

"DRAFT PROFOSALS AS PROVISTONALLY APPROVED BY REPRESENTATIVES
OF THE PROVINCIAL GOVERNMENTS ANKD THE EMPLOYERS’ ASSOCIATIONS

The following summarised draft recommendations were submitted by
Major Lloyd Jones to meetings of representatives of Provincial Governments,
and the Emplovers’ Associations, and were provisionally approved.

After his return to Delhi, with an opportunity for more careful and
detailed examination of the data collected, Major Lloyd Jones considered
thut some slight modifications in the figzures were necessary, although the
general principles involved remained the same. From informal enquiry
it is understvod that the main Emplovers’ Associations have no objection
to the proposed minor amendments. The final recommmendations are there-
fore slightly different and are as stated in Chapter V of this report.

STAXDARDS OF MEDICAL CARE FOR TEA PLANTATION LABOUR 1IN ASSaM

At a meeting of the Tripartite Conference held at New Delhiin Janu-
ary last, it was agreed that standards of medical care for tea plantation labour
should be prescribed by the Government of Indian in consultation with the
Provineial Governments concerned, and the Tea Associations.

The Deputy Director General, Indian Medical Service (Social Insurance)
Major E. Liovd Jones, I.M.S., was later deputed to visit tea plantations in
Asgsam and to formulate standards in consultation with the Provineial Govern-
ment and the Tea Associations.

Following » meeting with the Chairman of tie Indian Tea Association
and other representutives of Tea Assoeintions i Caleutta, Majer Jones visit-
ed Shiilong. and attended the Annual Gendral Meeting ot the Assem and
North Beneal Braele of (e British Moedicel Aszeeiption. whoere ihe stondards
of medici] core were very Tully discussed.  Discussion  also took place with
Mr. 1. F. Clark, Labour Adviser to the Tndian Tea Assoclation.

Modae Fones then proceeded onco rapid towr of tea plantetions in Assam
and visited over SO sardens in the vielwity of the following pleces. inspect-
ing di-peisaries, hospitati. nborat medieal stores. ete,, and interview-
iny ¢ irele Choirnwne Superintendd®®® Manccers and Medieal Ofticer i
Selbowe: Hato Amgoorie. Panitola, Chabua, Jorhat Town, Marieni, Lalwue,
Lungin and Juri Valley.

(he Tuis return from this tour, Mojor Jones attended an inforn:al depart-
ment. | meeting called by the Chiel’ Secretary to the Government of Assam
and uttended by the Tnspector General of Civil Hospitals, the Director of
Public Health tle Assistant Labowr Commissioner, the Seovetary, Medical
Dencriment. and the Chind Secretary, Governomenr of Assam. and by Mr.
J.s. Herdman, Mre. HOF, Clark, sand Dre. CLGL Terrell. where tentative pro-
posels saduiitied by Major Jones weye fully diseussed. and mony  veluable
igeestions and  amendments  made. '

Major Jones also afttended a nweeting of the Commerce Group of the
Assam Legislature, by kind invitation of the Chaieman, where the question
under consideration -was further discussed.

The Hon. the Minister for Health was also interviewed.

M:jor Jones has also given careful consideration to the proposals put
forward by Professor €. MacDoenald of the Ross Institute, and by Mr, P, J.
Griffiths.

5l
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As a result of his tour, and of thes conferences,*cte., Major Jones has
arrived at the following provisional conclusions which will from the basis
of his recommendations.

1. The main objective must be rais> the level of medical care in back
ward gardens to a lavel mor: closely appreximating to the presout standards
in the better gardens. This involves the adoption of minimum standards,

2, The vast bulk of mortality and sickness incidence arises {rom condi-
tions which do not require claborate and expensive hospital treatment.

3. The worst features of all the gardens visited arc the very high mater-

nal mortality and the very high infantile death rates, although it is not sug-

 gosted that these rates are higher on tea gardens than the rates for the Pro-
vines as a whole,

4, The outstanding need is thercfore for improvement at the garden
end.

5. For this reason Regional Hospitals are not considered to be an
urgent neecessity. - In this connection it is understood that the Government
of Assam has approved plans for two large teaching hospitals fo be provi-
led in the very near future in Sylhet and Dibrugarh respectively. This renders
the question of sp:cial ‘tea’regional hospitals still less urgent.

6. Group Hospitals.—Some provision for tho treatment of cases which
require spocial treatmeont or investigation, at level which would not ordi-
narily be provided at a garden hospital is necssary, although nothing like
as urgent a matter as the provision of » sound and universal system ot garden
hospituls.  The aim should be to provide hospitals of this type to s=rve
population groups of at last 30,000 to 35,000 on & bazis of 3 heds to every
thousand population s-rved. that is the hospitals would oridinarvily  have
atlrast 100 b s  wiieh s the sonllest size for hospitals of thi< typ? to “unction
ceonamically.

7. The question of the provision of Geonp Hospitels i vory closely
Gnd up with the proposeds ol the Government of Assam for provincaiisstion
o ¢ortain Loeal Board Hospitels, It s understood that the Gove roment
of Assam propose  very shortly fo esrablish such hospitals at Silehar, Now-
gong. Dhubri, Jorhat  and  Tezpur, Thess Tospitals will Tuove spocialist,
staft, proporly equinped surgical thestre blocks. and N-Ruy Plants.

8. Tt is suggested that immedinte Haison hetween the tea industry and
the Government of Assam is necessary in order to avoid lack of ea-ordination
in the grncral scheme of hospital planning.

0. The provision of District Hospitals on the lin s envisagod by the
Government of Assam will go a long way towards solving the question of
sr einl Group Hospitals for the tea industry laliour popalation

0. At the same time there will he arons whers Provineial Districts
Hospitals will not adequately serve the population of the tea industry. In
stich arcas early planning of th» tea industry medical organisation should
proceed, bearing the necessary for tea industry Gronp Hospitals in such areas
in mind.

H. In such areas the Group Hospitals should be cquipped and staffed
in such a way as to be capabl> of dealing with any ordinary medical, sur-
gical, obstotric, or gynaecological emergency.
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12, The Medical Superintendent of the Group Hospital should pre-
forably be in administrative medical control of the whole population served
by the hospital.

13.  Heshould have a well qualified and experieneed deputy to be mainly
rasponsible tor the supervision of standards of medical care on the gardiens
themsalves.

14, Thore should be at least three additional hospital medical offie 1s
on of whom shoufd be a woman.

15, The Group Hospial shonld et as a teaining school to supply nurses
and midwives both for the Group Hospital and tor the garden hospitels.

16 Tt s sugwestrd that a nuelews of such Group Hospitals should be
estihilished o curly as possible by the provision of a Central Laboratory
and a Central Modieal Store for the whole of the group of girden hospitals
sarved by the Group Hospital.  This  nucleus could then be enlarsed as op-
portunity affordel, and would of its~if be a2 most vatuable acquisition, quite
apart trom the addition of any actual hospital beds. The Central Medical
Sture would issue drugs, and especially standard stock mixtarcs, for the use
ol the gardon hospital, and would ¢ rtainly prove a much mor: cfticient
awd ceonomical method o drog supply than the one at present existing in
the majoriiy of  gardens, where g parate indents  are preparad, and stock
meediein s dispeng do tor very simal! ounits. A Centesl Medical Store is the
Bost saogard against dishoneaty in the disposs) of medicines.

17, Eveninareas where it is found that the needs ola group of gardens
can best be wopved by areang ment wich e Provineiad Disivict Hospital,
the provision ol w Ceatral Laboratory and a Centval Madical Store is strongly
reconm. iuld.

18, Garden Hospluls, These should be provided on a general scale
of 12 heds to evory thowsand of popudacion s wved. Tlhey showld be of sound
Pormaen can consivaction, with toporoae ahlbe washable doors. awl imp rme-
athe wasdinble walls tow hedghie of a1 feast 5 Leet, with prop ot wetsr supply,
clicint svnitary wrre 1w mcuks, and an out-pativnt departiment, preferably
inoaxcparat s block in hospitals wizh 24 beds oy more.

At Toast 2,01 the 12 beds should be in a separate black for midwifery
cas s withe a prop orly eqiupped labour roon, and facilitics tor infant and
child wellare sup rvision. At least 4 of the remaining beds should be in a
srparate isolation block for infeetious cases. The isolation block need not
be at a great distanes trom the main hospital.

Fhe garden hospital should be the contre of health activities on  the
gardon. .

1. Gardon hospitals should be staffed with registercd doctors in a gene-
eral ratio of one doctor to every 1500 of population.

20, Mach garden hospital should have on its staff at least one trained
nursing attuwlant tor every 12 beds. at least one train»d dai or midwife for
every thousand of population srved, a quatificd compounder, and an anti-
malaria assistant, In the intial stages the quaalifications of the nursing
attendant and the midwite will probably have to be less than is really desirahle,
and tocally trained attondants may have to suffice in some instances for
the present, but the aim should be to have these replacad by trained and
registered nurses and midwives as soon as such become available.



60

21,  Small gardens or outgardens, so situated as not to be within reason-
able distancs or reach of a garden hospital, should have a dispensary with
3 or 4 datention beds, undor the immediate cars of a qualified compounder
but supzrvis>d and visited regularly by the nearest garden hospital doctor.,

22, The feeding of children should not be allowed in and around the
hospival buiidings as iy at present almost universal practice. This is bad
both for the children wnd for the hospita! inmetes. A soparate building,
with impermaable washable floor, but  which oth rwise need not be clabo-
rite,  should be provided. If necessary this and the hoespital could
be saved by the same cuok lwuse tor the sake of economy.  The whole shou'd
he supervised by the garden doctor. '

23, The children’s [eading place should have o big play ground  with
proper water supply, bathing and washing serangoments, and proper  lat-
rines. The children should be in the eare of som: porson capable ol toaching
them the clementary prineipies ol cleanliness and sanitation. In this way
it 1s considercd that the present alysmal lgnorance of the labour in these
matters coald gradually be improved by teaching the children whin they
are at an impressionable age, anid capable of profiting by instruction.

24, It is considered that the whole plan for the hiterment of medical
c.rrin tea pluntat ous should in the main be reguded as of two stages, Tle
fivst stag: should be the provision of a complete and ¢fficient system of garden
hospitals on all gardens, to the standards mentioned in paras 18 to 21 above
with statutory enforcement. It is consid:rod that, excluding incalculable
dedays’ shortage of essential materials ete. this should be capable of achicve-
ment within three years.

25, The question of the provision of Group Hospitals is not of the same
immediate urg-ney as the provision of a complete systom of gard o hospitals
but should not be allowed to lapse, and should be the subject of very carly
plenning in eloss Haison with the Provineial Governme nt.

26.  Althougn strietly speaking not within his terms of referenes, Major
Jones is quite convinecd that so fur as some arcas in Assam  are concern: d
und -rnourishment, inasdequate distribution of water, both for drinking and
for washing , and poor sanitary arrangements combined with the ignorance
of the labour in the elementarvy peineiples of health and cleantiness ddo more
liarm to the health of garden labour than could ever be overtaken Ly the
most  efficient medieal goevies.

Finally he would lik: to place on record his deep appreciation of the
invaluable assistancy of Mir. Clark, Labour Advist to the ludisn Tea Asso-
clation, who kindly arrangod the bulk of the itincrary of his tour, and hrlped
in countless ways, and express his thanks to the President, Honorary Scere-
tary, aml Menmibers of the Assam and North Bengal Branch of the British
Medical Association and to Circle Chairman, Superintendents, Managers
and Medical Officers, evory where, who combined to afford every possible as-
sistance in the investigations which had to be made and to convert what
might well have been an unenviable task, into one which was a constapt
gource of intellectual profit and pleasure.

STANDARDS oF MEDICAL CARE FOR TEA PLAXTATION IN BENGAT

At a meeting of the Tripartite Conference held in New Delhi in January
last, it waa agreed that standards of medical care for tea plantation labcyr
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should be preseribed by the Government of Tndia in consultation with the
Provineial Govermments concqrncd, and the Toea Associations.

The Deputy Director Gemeral, Indian Medical Service (S. I.) Major E.
Liyod Jones, 1. M. 5. was later deputed to visit tee plantations and to for
mulate stanlards in consultation with the Provincial Governments and the
Tea  Associations. .

Major Jonts has alrcady completed a tour of Tea Plantation in Assam
and has aseoriained the vicws of the Government of Assam, and the Indian
Tea Association and the Tndian Tea Planters Association with regard to stand-
ards of medical care in Assam.

The Provisional recommendations of Major Jones rcgarding standards
of medical care tor tea plantations in Assam have been agreed to by the parties
concernad,

In order to inspcet the existing medical facilities in Tea gardens in
Bengal Major Jones commenced a tour from Jalpaigurt on the 23th April,
1947, following a meeting with the Indian Tea Planters Association Committee
at Jalpaiguri. Up to date about 60 gardens in Dooars and Terai have been
surveyed.

Major Jones has also given careful consideration to proposals put for-
ward by Mr, B. C. Ghose of Jalpaiguri and Mr. H. E. A. Ray of Darjeeling
Planters’  Assoclation.

As a result of his tour and mcetings with representatives of the interest-
ed parties Major Joncs has arrived at the following provisional eonclusions
which will form the basis of his recommendations to the Government oi
India. -

Condlitions in Bengal Tew Plantations are rather different from those
prevailing in Assam tea gardens.  The general health and nutrition of labour
is eonsiderably better than in Assam althougl-the all round standard  of
medieal care is about the same. The hetter health is possibly duoe to the
fact that the Iabonr in Bengalisons better diet.  The hen are great shi-
karics. and wild pig and jungle murgis, ete., are fairly frequent  addition to
their dict, supplying a fair quantity of first class protcin. They also grow
more vegetables in their spare time and many of them keep goats and chic-
kens.  Statisties have been collected but have not yet heen correlated It
is howoever, certain that they will bear out the result of personal observation.

1. The main objective must be to raise the level of medical care in
backward gardens to a level more  clesely  approximating to the present
standarids in the better gardens.  This involves the adoption of minimum
standards.

2. The vast bulk of morfulity and sickness ineidrnee arises from coxn-
ditions which dv not  require elaborate  expensive hospital treatment,

3. The worst teatures of all the gardens visited in Bengal are the very
high maternal mortality, and the very high infantile death rates, although
it is not supgested that these rates are higher in tea gardens than the rates
for the Provinee as a whole.

4. The outstanding need is therefore for improvement at the garden end,

5. Regional Hospitul are not considered to be an urgent nccessity.

6. Group Hospital—Some provision for the treatment of cases which
require special treatment or investigation, at a eevel which would not
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ordinarily be provided at a garden hospital is necessary, although nothing

Nlike as urgent a mattor as the provision of » sound and universal systemn of
garden hospitals. The aim should be to provide hospitals of this type to
serve population group of at least 30,000 to 35,000 on a basis of 3 beds to
overy thousand of population scrved, that isthe hospital would ordinarily
liave at least 100 beds, which is a smallest size {or hospitals of this type
to function economically. Planning for group hospitals by the Employers’
Associations should therefore proceed in elose liaison with the Provincial
Government with a view to their establishment os soon as gurden hospitals
to the preseribed standards have been universally provided.

-

7. The Group hospital should be equipped and staffed in such a way
a3 ta be capable of dealing with any ordinary medical, surgical, obstetrie,
or gynaecological ercrgency.

8. The medical superintendont of the group hospital should preferably
be in administrative medicel control of the whole population served by the
haspital.

9. He should have a well qualified end experienced deputy to be mainly
responsible for the supervision of standards of medica! care on the garden
thomselves.

10. There should be at least three additional hospital medical officers,
one of whom should be a woman.

11. The group hospital should act as a training school to supply nurses
and midwives both for the Group Hospital and for the garden Lospitals.

12, It is suggested that nucleus of suech group hospitals should bLe
established as early as possible by the provision of a Central Laboratory
and a Central Medical Store for the wholo of the group of garden hospitals
served by the group hospital. This nucleus could then be enlarged as op-
portunity afforded, and would of itself be almost valuable acquisition, guite
apart from the addition of any actual hospital beds. The Central Medical
Store would issue drugs, and especially standard stock mixtures, for the
use of the garden hospitals, and would certainly prove a much more cfficient
and economical method of drug supply than the one at present existing in
the majority of gardens, where soparate indents are prepared, and stock
medicines digponsed, for very small units. A Ceniral Medieal Store is the
best safeguard against dishonesty in the disposal of medicines.

13. FEven in areas where it is not considered neeessary to establish
a group lospital for the use of tea population alono, the provision of a Central
Laboratory and a Central Medical Store is strongly recommended.

4. Garden Hospitals.—Theso should be provided in Bengal on v gene-
ral scale of 9 beds to every thowsand of population served. They should
be of sound permanent construction, with impermeable washable Hloors
and impermeable washable walls to a height of at least 5 foet, with proper
water supply, cfficient sanitary arrargemoents, and an out-patient depart-
ment preferably in a separate block in hospitals with I8 beds or more,

At least 2 of the 9 beds should be in a separate block for midwifery cases
with & properly equipped labour room, and facilities for infant and child
wolfare supervision. At least 3 of the remaining beds should be in a separate
isolation block for infectious cases. The isolation block need not bo at a
great distance from the main -hospital.
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The garden hospital should be the centre of health activities on the
garden.

15. Garden hospitals should be staffed with registered doctors in a
general ratio of the doctor to every 1750 of population (a5 against 1 to 1500
in Assam).

16. Each garden hospital should have on its staff at least one trained
nursing attewdant for every 9 beds, at least one trained midwife or dai for
every thouwsand of population served, a qualificd compounder, and an anti-
maliria assistant.  To the initind stages the quelifications of the nursing atten-
dant and the midwife will probably have to be less than is really desirable,
and locally trained attendants may have to suffice in some instances for the
present, but the nim should be to have these roplaced by trained and regis-
terod nurses and midwives as soon 28 such become available,

17. Snwll gardons or out-gardens with a pepulation of 500 or less so
situnted as not to be within recsonable distance or veach of a garden hos-
pital. should have a dispensary with 3 or 4 detention beds, under the imme-
diate eave of o qualified compounder but  supervised and visited regular-
Iv hy the nearest garden hospital doctor. )

18. The feeding of children should not be zllowed in and around the
hospital buildings.  This is bad both for the children and for the hospital
inmates. A separate building with impermeable washable floor but which
otherwise need not be elaborate should be provided. If neeessary this and
the hospital could be served by the same cook house for the sake of eco-
nomy. The whole should be supervised by tlie garden doctor.

19. The childrven’s feeding place showld have a big play ground wit
proper water supply bathing and washing arrangements, and proper latrine
The children siiuld be in the eare of some person capable of teaching the
the clementary prinviples of cleanliness and sanitation.  In this way it~
considered that the present abysmal ignoranse of the labour in these metter
could vralually be improved, by teaching the children when they are a
an impresstonable age. and eapable of profiting by instruction.

20, It is considered that the whole plan for the betterment of medis.
care in tea plantations should in the matn be regarded s of two stages. Th
first stage should be the provision of a complete and eflicient system of gar
den hospitals on all gardens, to the stondirds nientioned in paras 14 to 1
above. with statutory enfurcement. Tt is eomsidered that, exeluding in
ealealable delay, shortage of essentinl materials ete., this should be eapabl
of achievement within three years.

21. The question of provision of group hospitals is not of the san:
dmmediate urgeney as the provision of complete system of garden hospi
tals. but showdd nat be allowed to lapse, and should be the subject of ver:
early planning in close linison with the Provineial Government.

Major Joues would like to plave on record his appreciation of the assist
ance vendered by Mr. B, C. Ghose, and members of the Indian Tea Plan
ters’ Association, by Mr. C. L. Burton. Chairman of the Terai Indian Planters
Assoviation and by Managers, Medical Officers everywhere who combine
to give every possible assistance in the investigation which had to be made.
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STANDARD OF MEDICAL CARE ¥YOR TEA PLANTATION IN BENGAL
DARJEELING DISTRICTS

Darjeching excluding Siliguri and Kalimpong sub-division presents
30 many unique features that the problem of medical care on tea plantations
n the area is different from the problem in any part of Assam or in Dccars.

The main reason for most of the differences is the diffexent topogsa-
shical nature of the couniry which is no doubt indirectly responsible for
the relatively small size of the gardens.

It is understood from the Secretary of the Darjecling Planters’ Asso-
intion Lt. Colonel E. 8. E. Rerrie that the total acreage under tea in Dar-
ecling area is about 40,000 aeres.  The total working population at the end
f 1946 was 58,579 and the total population 96,746. The area is thercfore-
f much importance from the point of view of Labour Welfare, ard its peculiar
roblems can by no means be ignored,

There are only 24 gardens with a population of cver 1500 , and the majo-
ity of gardens have a total population of 1000 or less,

Garden hospitals for individual gardens will therefore only be possible
n small proportion of cases.

Owing to the nature of the country, spurs of high altitude divided by
lecp ravines, gardens which may only be separated by a few miles asthe crow
flies may be several hours journey apart in actual practice. For this reason
any combination of emall gardens to form a single unit for purposcs of nedical
"are 1s not going to be easy, and in the case of Darjeeling Sareful planning of
the garden medical organisation, and of its staffing from the point of view
pf contbination of effort, is an absolute necessity.

At the same time it is considered that there is no need to depart in
principle from the standards suggested for the Dootrs and the Terai. The
\ll over standard should be the same, but the implementation of that stanlard
s going to be more difficult in Darjeeling than in any other part of Assam or
North Bengal. The standards suggested for the Dooars and the Terai which
should also apply to Darjeeling are :—

9 Garden hospital beds to 1000 of population.
1 Registered doctor to 1750 of population,

1 Trained dai to 1000 of pojulation.

1 Nursing sattendant to 1000 of population.

1 Qualified compounder to 1750 of population.

In Darjeeling there are some gardens with a population of 500 or less,
and for these gardens the remarks which have already been made in con-
nection with such gardens in Assam, apply with equal force, namely that
such gardens should combine with neighbouring gardens, but where .they
are 30 situated as notto be within easy reach of neighbouring gardeas, they
should have a dispensary with 3 or 4 detention beds, in charge of a qualified
compounder and tbat the dispensary should be visited regularly by the nearest
registered garden doctor.

It will be seen that in Darjealing, where the proportion of umall gardeps
is high, that this will require defful planning and co-operation between the
gardens concerned and it is suggested that the best plan would be for one ox
Inore full time Administrative Medical Officer to be appointed by the Darjeeling’

-
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Planters’ Association to formulate & comprehensive plan in the first ins-
tance, and later to be responsible for the smoath running of the medical orga-
nisation of the whole area covered by the Darjeeling Planters’ Association

The above remarks formed the basis of discussion at & meeting of tlie
Committee of the Darjeeling Planters’ Association held on the 10th May
1947 which was addressed by Major E. Llovd Jones.

~ General agreement was expressed by the Committee with the remarks
of Major Jones but three additional points were raised.

(1) The difficulty of recruiting gnalified doetors, coemjorders, dais
and nurses in Dearjecling and esyecially the difficulty of getiing
the indigenous population traived. 1

(2) The high incidence of guberculosis in the area and the lack of
adequate provision for its prevention and treatwent by the
(Government.

(3) Review of tire Tes Industry Medical Service in the area must
go hand in hand with review of the Government Civil Medical
arrangements for population residing in such as Khas Mabhal
arcas (bastee).

Major Jones undertook to draw the attention of the Government of Bengal
and the Govorument of India to these matters.
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APPENDIX II

MEMORANDUM OF THE INDIAN TEA PLANTERS’ ABBOCIATION, JALPAIGURI
ON BROPOSED FIXATION OF MINTMUM STANDARD OF MEDICAL AIDS FOR
THE TEA INDUSTRY

When the question of Medical aid that was being given at present to the
labourers in the Tea Estates was discussed at the last Tripartite Labou
Conference on Plantation labour in Delhi in early January, it was decided
that in order to enable the Tea Estates to maintain the minimum standard,
s standard should be prescribed by the Goverment which could be treated
as the minimum to be maintained by the Estates. The precise resclution
on the subject runs as under :(—

5 (1if) “The general view was that Government should prescribe the
standards and enforce them, the actual provision of Medical ser-
vices being left to the employers. Large gardens would run
their own services, while small gardens would combine and share

the expenses”.

{(iv} “Tt was agreed that the employers should sul mit their proporal
to Government through Provincial Governments and that the
matter should be discussed again at the next conference’.

It will be apparent therefore from 5 ({i¢) that the minimum standard
to be prescribed will be enforced statutorily by the Government, possibly
through the proposed Plantation Act. It will elso be apparent frem the
above that the emplovers are required to submit their proposals to Govern-
ment throngh Provincial Governments when the question would be discus-
sed in the next conference. Accordingly therefore the opinion of the Asso-
ciation is given.

The Association had the opportunity of dicusssing the subject with major
E. Lloyd Jones, MD., LM.S., Deputy Director General, Indian Medical Ser-
vice (Social Insurance), who was good enough to explain his tentative
stcheme of minimum standards which he suggested for Assam.

The main object of enquiry which is heing conducted by the Major is
to suggest & minimum standerd which must be maintained by a Tea garden
and that statutorily no Tea Estate would be allowed to employ labour unless
it maintained the minimum standard. Therefore, the minimum standard
should be the irreduceable minitmmum which must have some basis on present
standards of Medical aid enjoved elsewhere in the country with certain addi-
tions for the inability of the employer due to occupational hazards. In

The Bhore Committee Repent on “Health of Indastrial Employment,”
the liability of the employer has been clearly defined :—

“ The conditions effecting the health of a worker may, broadly speak-
ing, be divided into 2 groups, viz., 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 rogard to the latter there may be special hazards to health
arising out of particular occupations” (see page 71 Vol I).

It will therefore be seen clearly that the Employers’ liability for Medical
aid i3 to that extent which would counteract special hazards to health aris-
ing out of the occupation of the labourers in & Tea Estate. Therofore, in
any compulsory enactment of minimum standard only such provision should
be accepted which would be required for this particular purpose. In the
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opinion of the Association there is no particular hazard connected with the
occupation of the labour in the Tea garden. The only hazard, if there be
any at all may be in connection with Maternity as the women workers have
to work in the open. If therefore any special provision has to be made for
occupational hazards by the Tea Estates it should be in this direction and
tho Estates should have no lability for maintaining any other higher medical
aid than what is enjoyed by the people in the country in the locality in which
the Tea Fstates are situated. Distinction must be mad- between “‘a desir-
ablo standard” and a statutoridy fixed “minimum standard™, as we are to
face the latter we assert that the standard to be set should be surh which must
have some bearing to the conditions in the country.  We now deal this ques-
tion in 2 parts, Indoor and Outdoor . —

Indoor.—In the primary report submitied by the Major he has suggest-
ed the provision in each estate of the following beds —

{tr) Three beds in a Groupi Hespital per 1000 population.

() Twelve beds in Goarden Hospitals per 1000 population.

{¢) Small gardens or out gardens should gave a Dispensary with 3
or 4 detention beds.

In the opinion of the Committee these proposals are very much higher
than what is actually necessary or what is expected {o Le achieved by the
far reaching Leng term proposals of the Bhore Scheme. In page 15 Vol
iv, the following figures are available :—

Hospital Bed per 1000 population

At present  (In India) e e e ea e 0-24
Expecterd after & yoars e re e et e e a e 04-55
Expeeted after 10 years 1-03¢
Expecteel b the end of

termination of the Long 5,67

term Scheme

On the above basis, therefore, the suggested minimum standards for
Tea Estates ave definitely high. This Association therefore suggest the
following:—

(1) Estates not employving more than 500 labourers should have no
liability of maintaining any Indocr bed. It should only be re-
quired to have a doctor with a dispensary for out-door services.
The do tor may be an ungualified one but there should be pro-
vision fov periodic visit by a gualified doctor.

(b) Group Hospitals should be staried for a populat'on of about 40,00
in tea localiiies covering most of the Tea gard n labourers. These
Huspitals should become the preliminary un'ts undr the Bhore
Scheme and should be Government liab'lit'es, In ordor, how-
ever to have better facilities which the Tex Estates should. be
required to have for its labourers, Tea Industry should bear prac-
tically the major portion of cost of maintonance of such Group
Hospitals. It is suggested that the basis should be 2 teds per
1000 population at a fixed charge of Rs. 1,000/- per bed per annum.
The Estates should bave the right to bave these 2 reserve beds.

The cost of construction of the hospitals should be the Govern-
ment liability., The present Group Medical Officer of Tea Estates,
(who have requisite qualifications and are all Bachelors of Medi-
cire} should be attached as the Chief Medical Officer of these
Group Hospitals or the Primary units.
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Note—At present what is generally done is that if sany eapital cos
for eroction of a building is provided by a donor the cost of main
tenance is borned by the Government for starting and maintain
ing a dispensary. ' It will be found on ezamination that™ -pract
cally the capital spent on the building of the Hospitals is raise
in 4 to 5 years time on the recurring expenditure. The propo-
sal that we now are giving are calculated to revert this procedur?
and if the Government can bear the capital cost the recurring
cost practically will be borne by the Tea Estates and hence the
future liability for maintenance of these primary units of the
Government will be practically nothing.

(c) Estates employing more than 500 labourers should have the lia-
bility of maintaining three bedsin the garden per every 1000
labourers one of which is to be set apart for gynaecological case.

Note—Though in the report Major Lloyd Jones has used the words
“population”, it is understood he means really working labour
and on this basis the above proposals are being given.

Out-daor Serrices.—1t is the Indian custonm to prefer to have medicines
by bed side in one’s own home at the time of sickness rather than to go to
hospitals, This is common not only in one class of the seciely but almost
in every class. We have found this on experience and therefore in the past
we have concentrated more on giving out-door services than on in-door
services.  We think therefore that the following provision should ke made (—

() An Estate employing less than 50 labourers should bave no liability
to have a Dispensary.

Note.~—A large number of such Estates could be found in the Kangra
Valley, in Assam and in Nilgiris, -
(b) Estates having more than 50 but less than 500 labourers should
have a Dispensary which may be in charge of an unqualified
doctor with the provision of periodic visit by a registered doctor

(¢) For Estates employing more than 500 labourers 1 registered doctotr
should be provided for every 1000 population.

Note.—Those doctors who are actually in service should ke allowed

however to continue but no new recruitment of unqualified
doctor is to be made.

(d) Where there is more than one doctor in an Estate there may he
one undualified for every other qualified doctor.

(¢) There should be at least one traired Midwife per 2600 labourers.

(f) There should be provision for having 2 separate Maternity clinic
to be in charge of the garden doctor assisted by the midwife.

Costs.—The above proposals are likely to take the cost substantially
ahead of the present service in many Estates and this cost is likely to vary
between Rs. 6 to Rs. 10 depending upon the population and size of the Estate
This would compare very favourably with the present cost of Medical ex-
peuditure per capita per annum that can be found no where in the rural areas

*
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outside the Tes Estatos. The present cost in Indfe and the sost o Be incu
red if Bhore Scheme is to .be imiplerfiented are given as under :—

Expenditurg on Medical Head per capita per annum :
Present Expenditure in Bengeal {1944-46)

71 anna,
Present Expendmure in Assam {1944-45) . . 5-4 anna,
Proposed expendxture aftcr 8 years Short-term Seheme . R Re. 1/4)-
Proposed expenditure in the 2nd § years . . . . Rs, 2/7/-
Proposed average 1at 10 yoars . . . . . . Re. 1/14/-

Finally, the Association would like to assert that as it is question of
fixing the “minimum” by statute it is not agreeable to the Government’s
fixing anything above the standards set out above. The association sug-
gests that cost of medicine which an Estate should statutorily provide chould]
not excee] Rs. 1-8 percapita,



Figure 4. A Maternity and Child Welfare Clinié conducted under difficulties, Note
the inadegquate hoppital building, which has to  eerve for all purposes and the lack
of any accommmodation for patients to pit under cover,
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APPENDIX III

VITAL STATISTICS OF SOME TEA ESTATES SURVEYED

Assam . . . . . . . . The Aseam Velley.
The Burma Valley.

Bengal . . . . . . . . The Dooars.
The Terai
Darjeeling.

Fouth India . . . . . . . The Nilgiris,

The Nilgiri-Wynaad.
The Annamallais.

Manyv of tha gardens visited keep very incomplete records, and some
of the doctors &re not familiar with the commoenly accepted methods of
maintaining vital statistics, For example it was not uncommon to Le supplied
with a figure stated to represent the infantile mortality rate on a garden for
1 given year. On further enquiry it would be revealed that the figure rep.e-
sented the number of infant deaths per thousand of population, mstead of
‘he number of infant deaths per thousand live births, which is the usually
weepted definition of the infantile mortality rate. Tt is therefore clear that
igures of vital statistics cannot be accepted as correct unless it has been con-
irmed that they have been prepared in accordance with commonly accepted
ractice.

The figures given below, which are for 1946, were confirmed by refer-
mee to the daily attendance sheets, and the births and deaths registersand
nay bhe sccepted as reasonably accurate. Even so there are errors. For
xample in many cases if a person from the garden dies in the nearest Dis-
rict Board, or other hospital, or in an adjacent village, the death is not in-
luded in the garden deaths register, although the person will have been in-
luded in the total population figures.

ASSAM
ssam  Palley 17 European mened gardens
Mortulity rate Live hirth rate Infentile mortaliny Maternal moTtakity
per 1,000 per 1,000 rate per [,000 rate per 1L.uG0
live births CAses
21-9 28-8 189-1 38-3
349 3i-6 3733 58-3
a5-2 23-9 216-2 50-0
27-0 35-1 106-0 35-3
13-6 24-4 1255 18-4
189 342 1934 584
247 32-1 1561 ba- 2
246 340 1272 275
20-2 36-4 145-1 172
24-8 31-2 2025 24-8
22.4 28-4 231-0 22-8
19 8 22-6 166-5 341
17-9 215 189-0 401
21'8 28-3 208-2 32-4
26° 1 32-8 2970 46.3
21-9 347 1584 22-1
147 31-2 1473 I8-2
Total 3804 514°2 3,106-8 598-4
Average 22-4 30-2 1880 6.2
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m Valiey § 20 Buropean oumed gordens
Mortality rate Live birth rate Infantile mortality ~ Maternal mortality
per 1,000 por 1,000 rate per 1,000 live rate per 1,000
birtha cases
19-2 40 1 189-3 32,2
14-1 38 9 138-7 22-9
181 28-9 126-2 21-0
20-2 36-4 174-5 17-2
24-7 41.6 178-4 16-9
22-9 23-9 122-3 12-6
19-2 352 i1z-0 . 28-8
14-7 397 162-4 « 26-5
15-1 29:9 159-3 23-1
14.9 300 I131-7 i7'6
14-7 219 128-5 18-9
15.2 455 1668 24-9
18-2 259 152-2 23-1
13-1 36-2 133:6 ) 18-4
13-6 44- 1 132-5 177
14-4 40-1 155-1 26-8
19-9 37-6 171-0 289
14.7 423 1655 26-1
153 36-9 133-9 220
14-3 462 1458 18-2
Tatal REERE 5.8 2.00-27 446:8
174 3654 149 6 22-3
HENGAL
The Dojars 24 Ewropean 11 Indian owned gardei:s
{Indian gardens marked?*)

MEN(E 200 127-7 22-0
325 35-2 175-0 33-1
366 448 330-0 18:2
*11'3 271 500 25-0
214 36 9 184-2 19-1
30.6 33-9 162-1 270
25-5 33-7 504 17-1
20-7 37-6 2180 21-7
30-8 514 2097 64-5
23-8 33 9 93-0 22-7
275 43 0 1830-5 1549
247 36 5 125-0 8-7
216 393 204-8 11'1
*14-2 Ex i 261-9 17-5
21-0 28-4 132-3 62-5
190 19-1 . I158-7 158
I17-0 32-0 185-0 13:0
167 335 134-8 8.7
*1+8 36-7 136-4 27-3
*11-8 365 1845 19-9
I6-2 . 396 -~ 101-0 245
19-1 3581 196-0 164
102 251 150-9 15-2
*30-0 45 0 153:0 240
*10-7 19-2 121-4 22:1
2687 36 1 101-4 21-6
26.0 32-0 164-2 20-3
RILEE 353 153-8 12-2
*13-5 30 ¢ 142-9 14-1
12 149 1712 17
51 261 636 8-7
Total 6421 10708 4,508 -2 663. 1
Average  20-7 345 155-1 21.4

e




L}
3 European and 3 Indisn cumed gordens

The Teras
(Indian owned gardens marked®)

Infantile mortality Maternal mortality

Mortality rate Live birth rate per 1,000 live per 1,000
per 1,000 per 1,000 births : cases
18-0 ld 330 1212 18-4
*14.4 12-5 625 16-1
19-4 30-1 164:0 21-0
22-0 30-0 1000 18-3
*19-0 282 1478 123
*12-7 38+4 158:6 10-2
Tatal 1055 172-2 764-1 96-3
Avorage 1746 287 125-7 16-1
Darjeeling 18 European owned gardens
15-4 31-3 134 52
25-1 3017 200 0
30-0 55-0 125 0
13-0 45:0 88 0
6.0 41-0 30 0
120 39-0 155 25
22.0 32-0 281 0
130 33-0 1 d
260 42-0 136 ]
330 4I-6 167 0
R{ I 350 214 &
ZiN-q) 33-4 57 L
24-7 42.3 30 24}
23-9 38-6 140 24
8.5 42-4 118 12
190 47-4 12¢ 0
29-2 43-9 89 0
26-8 28-6 76 0
226 36-4 92 0
Total 416-5 753-6 2,308 i29
Average 219 39-7 121:5 6-8
SOUTH INDIA
Nilgiria-Nilgiri— Wynaad 16 European owned garders
9-5 287 470 19-1
15-3 346 . 13290 «
t21-1 48-8 75-2 1G5
14-0 24-0 116-9 o
19-0 29-0 121-1 0
23-0 36-0 158-8 i
17-1 23-9 90-9 20-7
Total 1194 230-0 7350 a0-3
Average 171 32-9 106-0 72
Annamallais Six Groups Comprising 26 gardens
12:8 25-R 1500 11-%
85 27-2 1656-9 16-4
§1-7 276 176-4 2-9
107 301 509 0
13-2 22:0 170-0 34
85 22.2 1250 6
Total 65-4 154-1} 838-2 34-2
Average 10-9 25-7 139-7 57
*Indian owned gardens,
tAverage of 10 gardens in one group. -
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APPENDIX IV

SeMMARY -OF VITAL STATISTIOS OF SOME TEA BSTATES SURVE

Average
Average Average live infantile
¢ mortality birth mortality

rate per 1,000 rate per 1,000 rate per 1,000
live birthe

Assam
(1) 17 Eurgpean owned garde: 22-4 30-2 1880
in tho Assom Valley.
( 2) 20 Europesn nwned gardens 17-4 36-4 149-6
in thoe Surma Valley.
(3) Average of all European 19-9 33-3 168-8

owned gardens surveyed in
Asgsam for which figures
wore obtained.
{4) Five Indian owned gardens 231 321 213-0
(3 in the Agsnm  Valley).
and 2 intheSurma Vulley).

Bengal

{5} 81 gardens in the Dooars 20.7 345 . 155-1
{20 BEaropeun owned and
11 lndian vwned).

(6) 6 gardens in the Terai (3 17-¢ 287 1255
European owned and 3
Indian owned}).

{7) 19 Knropean vwned gardens 21-9 397 121-5
in Daryecling,

South Fndia
{8) 16 Enropran owned gardens 17-1 32-9 1053
i Nilgiris and  Nilgiri/
Wy naud,

(9} 26 gardens in the Anna- 10-9 25-7 134-%
mailais (2 Indian owned).

SUMMARY

(1) Average of all gardens 21-5 32" 190-9
surveved in Assam.

{2} Avernge of all gardens 20-1 34-2 134-1
surveyed in Bongal,

(3) Average of =all gardens 14-0Q L 29.9 122-:
garveyed in South India,

{4} City af Manchester for 14-4 13-2 85.3

1945 (fur comparison}.
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APPENDIX V1
MEDICAL AND SURGICAL EQUIPMENT FOR A TEA GARDEN HOSPITAL

The fbllowing scale indicates the minimum medical and surgical equip~
ment required for a tea garden hospital with (a) 10 beds ; (3) 20 beds.

It is hardly possible to lay down fixed standards for an industry as wide
gpread in its geographical distribution as the tea industry. Conditions vary
considerably from area to area, and even from garden to garden. The list
hould therefore be regarded as a guide rather than as a fixed scale, and should

o liable to modification on the recommendation of individual tea garden
1edical officers.

As it is not intended that majnr surgery wiil ordinarily be carried out
n this type of hospital, much of the equipment, such as an operating table,
xamination couch, dispensary tables, and consulling room almirahs, need
ot be elaborate, and can be constructed on the garden to the design of the
nedical officer.

It will be observed that the cost of initial equipment per bed in a 10
redded hospital is approximatoely Rs. 747 whercas the comparable cost per
ved in a 20 bedded hospital is Rs. 626. From a financial point of view it
3 therefore preferable for small gardens with a population of 1000 or less
o combine in the provision of & combined garden hospital, provided the
ay out of the gardens is such that every worker will be within easy reach of
he hospital. In some areas the same principle may be extended oven fur-
her, and it may be possible to set up combined garden hospitals with as
nany as 40 beds or more, with corresponding economy.

The provision of a Central Medical Store, and a Central Laboratory,
o serve o group of garden hospitals, would of course reduce the cost per
ed even more.

SECTION I

Consulting Koom Eguipment

10 beds 20 beds
Article

Number Estimated Number Estimated

cost Coat

1 2 _ 3 4 5
- Rs. As. Pa. Ra. Ag. Ps.
Examination couch (local construct) 1 50 0 0 1 50 0 0
Weighing machine 1 28 0 0 1 26 0 0O
Height messuring scale 1 2 0 0 1 2 0 0
Jtretcher . 1 20 0 0 20 0 0

98 98 0 0

=]
<@
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SECTION II

Operation Theatre and Dressings Room Eguipment

T 10beds 20 beds
Article
Number Estimated  Number Estimated
cost cost
1 2 3 4 &
Rs. Aa, Ps. Re.As. Ps.
Brought forward . . 98 0 ¢ 98 0 O
Lnstrument cabinet . . i 150 0 0 1 150° 0 0
Stand, lotion, with 2 basin, complete . 1 42 0 0 1 42 0 0
Table, instument, with 2 glass shelves 1 80 0 0 1 80 0 0
Table, operation, may be of local conatr, 1 100 0 O 1 00 0 0
470 0 O 470 0 O
SECTION III
Child Welfare (linic Equipment
Brought forward . 470 0 0 470 0 0
Children's weighing machine . . . 1 26 0 0 1 26 0 0
Baines' weighing machine | . . . 1 47 0 U H 700
30 0 a0 0
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SECTION IV
Qeneral surjical and diagnostic instrument

10 beds 20 beds
Article -
Number Estimated Number Estimated
cost CustL
1 2 3 4 5
Rs. As. Ps. Rs, As. Ps
Brought forward 5430 0 S5 w0
wural specula, (3 sizes) . . . . oset 1 6 0 0 set 1 [ B V]
‘atheter, I. R, size 6 2 012 0 3 P2 o
Jatheter, 1. R. size 9 2 a4 12 0 3 I 2 «
Clips, towed, cross action & 12 6 0 Y IS 4 0
Dissector, Kocher's I 212 9 2 5 8 ¢
Douche, cye, glass 2 2 0 0 3 3 0 0
Dropper, eye 3 1 0 0 6 200
Foreeps, artery, Spencer wells 5 inch i 28 5 0 0 42 12 0
Forceps, artery, Spencer wells 7 inch 3 21 Yy O 6 43 2 0
."or(-epb. artery, Halstead’s. 2 15 2 ¢ 2 is 2 0
“orceps,Dental No. ] 1 4 7 0 1 4 7 0
. . No.73 1 2 70 I 2 1 0
. . No. 74 1 312 ¢ i 312 ¢
. No. 16 1 312 0 1 317 ¢
. . No. o i 312 0 1 312 0
» » No. 96 1 312 0 1 312 @
“orceps, dissecting, plain 5' 2 312 0 3 510 6
‘orceps, dissecting, toothed 7 2 8 6 ¢ 3 2 9 ¢
orcepa sinus, 7° 2 4 4 6 3 12 6 0
‘orceps sponge hohlmg 2 1512 0 2 1512 o
forces, Sierilizer Cheatle's. 2 1210 0 3 18 15 0
‘orceps, tissue, Lang’s, 67 . . 2 1210 0 3 1815 0
Sloves, I, R, Operation Size 7 4 pr. 512 0 6pr. 8 10 &
H=zmolobinometer scale, Talqumt 2 T4 0 3 11 13 0
Lens, hand . . . 1 2 8 0 1 2 8 0
Mirror, forehead 1 10 ¢ 0 1 10 6 O
Mirror, laryngeat 1, 1 1 7 0 1 1 7 0
Nasal gpeculum, Thudicum’s No. 2 . 1 3 5 0 1 350
Needle, aneurysm . . 2 214 0 2 214 ¢
Keedls suture, cutting, F C T.P. S:ze 8 . 1pkt. of 8 010 0. 2 pkt, I 4 0
Needle, suture, cutting, F.C.T.P. Size 15 . 1 pkt. of ¢11 0 2 pkt. 1 6 o
6
Needle, suture, cutting H.C.T.P. size 9. .1 pkt. of 011 0 1pkt of 01 ¢
]

Needle, suture, eutting, H.C,T.P., Size 15 - 011 0 2pkt. 1 6 0
XNceedle, suture, cutting, strt, T.P, - 1 70 1 pkt, 1 7 0
Needle, suture, R.BH.C, sjze 3 . " 1 9 0 2pki. 3 20
Needle, suture, R.B.H.C, Size § . " 1 9 0 1 pkt, 1 9 0
Needle holder, Sim’s 1 4 95 0 1 4 9 0
Probe, silver, malleable 1 113 0 2 310 ¢
Proke and Director, Wheethouse 1 312 0 1 312 0
tazZor, safty, all metal 1 3 8 ¢ 1 3 8 ©
Reflex hammer . 1 6 0 0 i 6 0 ¢
Scalpel, 2~ . . 3 6 3 0 ] 12 6 0
Scissors, curved on ﬂat, Mayo . 1 4 9 0 I 4 9 0
‘icwsore straight, Mayo . 1 414 0 2 912 0
Secissors, Shop, 77 . . 3 6 9 0 4 812 0
Scispors, straight, both ends aharp . . 2 5 0 0 3 7 80
Shades, eye . 12 3 00 24 6 0 0
Sterilizer, high pressure with Primus Stone 1 513 0 1 513 0 O

complete
Sterjlizer, instrument portable 1 37 00 1 37 0 o
Speculum, rectal . . 1 213 ¢ 1 2145 o
Sphy gmomanmoetor . 1 97 0 0 1 97 0 ©
Splint, knee, Thomas, 23" . . 1 113 0 1 113 ¢

——
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10 beds 20 beds
Article
Number  Estimated Number Estimated
cost cost,
1 2 3 4 &
5plint, knee, Thomas, 25° . 1 113 0O 1 113 0
Splinting, wire, (‘ramers 10 emx 100 em 1 015 0 1 015 0
Test Typo chart . . . . 1 3 0 0 1 3 00
3pud, ave . . . . . 1 3 2 0 1 3 2 0
St.et,hnacopo binanral . . 2 T 20 2 T 20
dyringe, esr, all metal . . . 1 4 3 0 1 8 3 0
Syringe, hypodermic 2 ce,  complete with 2 $ 6 0 3 6 9 0
noodles, .
syringe, secum, 10 ce. . 1 i5 8§ ¢ 1 i6 8 0,
Nyrinwe, Hizginson, complete 1 3.4 0 1 3 4 0
Tape measure, linen | 1 310 0 1 310 0O
Thermometer, clinieal 3 3 3 0 4 4 4 0
Taonguce depressor, metal 2 214 0 3 4 5 0
Tourniyuet, Samway's anchor } 79 0 1 T8 0
Trocar and cannuls 1 14 8 0 1 14 8 0
1,588 9 0 1,694 8 0
SECTION V
Anasthetic tnstruments and appliances
Brought forward o 1,38 9 © 1,694 & ¢
Airway, Hewitt, larpe 1 2 8 ¢ 1 2 8 0
.-\1n\u\ Hewitt, small 1 2 8 0 1 2 8 ¢
Bottle, drop with grooved utopper 2 2 8 0 2 2 8 ¢
Foreeps tongue 1 3 5% 0 1 3 9 0
Mask, ‘wchlmmnlbl.s{‘h large 1 3 6 0 1 3 6 0
Mask, Schimmetbusch, small 1 3 6 0 i 3 6 0
Mouth gag, Sydenham 1 6§ 5 0 1 6 5 0
1,612 11 0 1,718 19 ©
SECTION VI
Obatetric  instruments
Brought forward . < L6121l ¢ 1,718 10 0
Pelvimeter . . . . . 1 10 8 0 1 10 8 0
Farceps, axis tvac tion . . . . 1 90 0 0 i 90 0 ¢
1,713 3 0 1,819 2 0
SECTION VII
Brought forward . o 1,713 3 0O L819 2 0
Bag, ice, head . . . . 2 2 2 0 3 33 0
Bedpan, slipper . . . . . 3 11 4 0 ] 22 8 0y
Bottle, hot water LR, - . . . 3 8 ¢ ¢ ] 18 12 0
Bowl, E.T. 4° 4 1 4 0 8 2 80
Bowl, E.1. &~ 3 111 0 & 3 8 ¢
Box. dres ssings . 3 26 7 0 6 62 14 ¢
Bins with inds for soiled dr&-smgi\ 2 40 0 0 3 B0 0 O
Cup, freding . . N 4 612 6 8 13 8 0O
Jug, measure, E.L. . . . 3 8 70 4 11 &4 ©
Sheeting wunterproo! LR, 2 yde 6 4 0 2yds. 6 4 0
Sputum mugs . . [ 12 0 ¢ 12 24 n 0
Towels, surxical 24 24 0 0 48 48 0 0
Tray 12.1. hidnay bhuped & 3 6 v o 8 12 ¢ ©
Lriral maia . . . 8 4 6 0O 2 17 ©
1,873 2. ¢ 108 1 O




10 beds 20 beds
Article Number Estimated Number Estimated
cost coat
1 2 3 4 5

SECTION VIII
Hospital beds, bedding and clothing

Brought forward . I,8753 2 0 2106 1 0
Blankets | . . . . . . a0 450 0 0 A0 My 0 0
Mattresses . . . . . . i0 250 6 0 20 S0 0
Mattres covers . . . . . 15 160 0w 30 300 0 0O
¢ Pillows . . . . . . - 15 60 ¢ 0 30 120 0 @
Pillow covers . . . . . . 30 3 0 0 60 60 O 0O
Pyjarma suits . . . . . . 20 200 0 0 40 400 0 v
Saris . . . . . . . 20 106 0 O 40 20 0 0
Sheets . . . . . . 40 200 0 O 80 400 0 O
Steel framed beds ‘- . . 10 300 0 0 20 1000 0 0
Waterproof sheats of 2 ydB . . . 10 90 0 ¢ 20 180 ¢
3803 2 0 6.166 1 0O
SECTION IX

Operation  clothing
Brought forward . 3,903 2 0 h,16% 1 ©
Bags sterilising, medivm 3 15 0 O [ W 0 0
Operation cap 1 8 ¢ 0 6 12 0 0
Operation masks 4 I3 8 0O 6 20 4 0
‘-urgeon 5 apron 3 0 0 0 4 40 0 0
jurgean’s gown . . . . 3 60 0 0 4 30 0 0
l'owels, surgical (Lhea,tre) . . . 12 15 0 0 24 30 0 9
4,044 10 © 6,378 5 0

SECTION X

Surgical dressing
Brought forward . 4,044 10 O 6,376 5 U
Cloth, bandage, locse wove . . . 80 yds. 20 0 U 140 yds. 35 0 0
Bandage, suspensory . . 4 3 00 6 4 8 0
Bandage, triangular, uncompreesecl . . 12 i 8 0 24 15 ¢ 0
Gatze, surgical plain . . . . ol yds. 18 12 0 100 yds. 3% 8 0
Lint, plain . . . . . . 61b. 8§10 0 9lb, 1215 0
Pins, safety, asstd, . 1 gross 612 0 | gross 612 0
Plaster, adhesive, zinc oxid qpool 3% 107 yda 4 spools. 12 0 ¥ 8 spools, 24 0 0
Plaster, elastic adhegive 37> 4 yda in tins 6 18 0 0 iz 36 0 0
Tow, country . . 101b. 312 0 201bs. 7 80
Plaster of Paris . . . . 30lb. 78 0 501bs, 12 8 ¢
Wool, cotton abeorbent | . . . 121b. 12 ¢ 0 24 ]lbs, 24 0 0
4,162 8 ¢ 6,584 0 0

SECTION XI

Sutures and ligutures

Brought forward . 4,162 8 0 65904 0 o
Catgut, sterile, plain size 00 & ft. strand in tube 4 tubes 312 0 B tubes i 8 0
Catgut, sterile, plain size 1 5 ft. strand in tube 2 4 0O " 4 8 ¢
fatgut, chromic size 0 . . . . " 2 4 0 + 1 8 ¢
Catgut, chromie size 1 . . . 2 4 0 » 4 8 0
Catton thread, No. 2 Reel of 50 ydﬁ . . 1 Reel 0 4 0 1 Reel 0 4 0
Silkworm gut, medium unsterile, hank of 50 | Hank 012 ¢ 2 Hanks 1 B ¢
4,174 0 0 8,616 12 o

|



10 bede 20 beds
Article
Number Estimated Number Estimated
cost cost
i 2 3 4 )
SECTION XII
Druge

Brought forward . 4,174 0 0 6,616 12 ©

Acid Acetic B, © . . . . . 3 oz. 0 3 0 1 ib, 9 6 0
Avid Horic . . . . . 2 1h. 1 6 0 4 b, 212 0
Acid Hydrochlor, D:l . . . . 2 Ih. 2 0 0 4 ib. 4 0 0
Acid Mondelic . . . . . . 4 oz, 3 0 0 8 vz, 6 0 0O
Acid Seliey (Pulv). . . . .. . SBoz 1 8 0 1l 3 0 0
Acid Sulph Aromat . . . . . 1lb. 1 0 0 2 1b. 2 00
Acid Sulph Dil . . . . . 1ib. o 9 ¢ 2 1b. 1 2 0
Acther Anesthtic B. P, . . . . 4 1b. 8§12 0 S lb. 17 8 ¢
Ammon, Chloride . . . . . 2 1b. 2 0 0 4 1b. 4 0 0
Amylum B_P. . . . . . . 41b, 012 0 8 1b, 1 8 ¢
Aqua Dst. B. P . . 1WRQT. ¢ 2 0 2WRQT. ¢ 4 0
Argent Prot. Mit B. P.C {Argyrol} . . 1oz 3 20 2 oz 6 4 0
AU‘O])IIH‘ "\ulj!hn'-‘; . . . 2 dr. 314 0 4 dr. T12 0O
Benzyl Denzoote I3, P.C. . . . . 11b. 5 0 0 2 1b. 10 0 0O
Culumina Prep . . . . . 2 1b. 2 4 0 4 ib. 4 & 0
Chlorul Hydras B.P. . . - . . 21b, 85 0 0 2 lb. w ¢ o
Chlorvforn. B.P. . . . . . 2 1b. 510 0O 4 1b. 11 4 ©
Chrysprobin B, B . . . . Boz 9 0 0 11b. i8 0 ¢
Elixir Diamorph et Terpm B.P, C R . 2 1b, 7 8 0 4 1b. 14 6 0
Ext. Filiews 1y . . 8oz ¢ 4 0 b 38 8, O
Ext. Glyeyrrhiza L1q B. P . . . 31b. 2 1 0 G lhb, 4 2 0
Ext. Kuorchi Lig. . . . . 11b. 3 20 2 Ib, 6 4 0
Ferriet Ammon Cit B P. . . . . 2 1h. 6 6 0 4 1b, I2 12 O
Formaldehyde, Lig . . . . B80. oz. 1 0 9 11lb, 2 0 0
Glycerinunt . . . . . . 2 ib. 114 @ 4 |h. 3312 0
Glye. Acid Carbal. . . . . . 11b. 2 20 2 1b. 4 4 0
Hexamme . . . . 1thb. 210 0 2 1b. 5 4 0
Bydrag Ox H:\\ B. 1-‘ . . . . 4 oz. 612 ¢ 8 pz. 13 8 O
Hydrogen Peroxide . . . . . 2 kb. 2 2 0 4 Ib. 4 4 O
Yehthyol . . . . . . 20z 152 ¢ 4 oz 3 8 0
Knolin . . . . . R R 7 1b.. 112 0 14 oz 3 8 0
Liniment sapomis . . . . . 4 1b. 2 4 0 8 1b. 4 8§ 0O
Liy. Ammon Acetnt, Yort . . . . 5 1b. 411 © 10 1b. 9 6 0
Lig. Arsenicali= B.P, . 1 1b. 0 5 0 2 1b, 011 o0
Lig. Arwon. Aromatic . . . 2 lb. 112 0O 4 1b. 3 8 O
Lig.Adrenahn Tart, 1in 1, ﬂOO 11 cz. 1 5 0 21l cz 21 0
Luy, Cre wol Saponls B.I’, . . 3 1b. 1 2 9 6 lb. 2 4 0
Liq. Hydrarg Perchler, . . . . 2 lh. 1 6 0 4 1b. 212 o
Lig. Yodi Mitis . . . .21 312 0 4 1b. 3 8 0
Lig. Merph Huirochlor B. P R . . 1'b. 1 7 0 2 1b. 614 ©
Liy. Picis Car, Meth B.P, . . 1ib. ¢ 8 0 2 1b. 1 00
Magues Carb. Yond. . . . . . 41lh. 312 0 8 lb. 7T 8 6
Mugnes Sulphat. . . . N . 7 Ib. P 5 0 14 1b. 210 O
Menthol B.P. . . . . . 4oz 4 0 O 8 oz. 8 ¢ O
Q1. Cajuputi . . . . . 4 oz, 512 O 8 oz, 11 8 ©
O, Coryophylli . . . . . 4 on 3 8 0 8 oz. 700
01, Chenapodium . . . . . 4oz & 4 0 8 oz. 12 8 ©
Ol Juniperi . . . . . . 4oz 2 00 8 oz, 4 0 0
Ol. Rieind . . . . . . 4 b, 3 00 3 1b. &6 0 O
Ol Terebinth . . . . . . 2 ib. 1 0 0 4 b 2 0 0
Ol. Vitaminatum . D . . 14 b, 1512 0 28 Ib. 31 8 0
Paraftin Liy. B.P. . . . . . 2ib. 6 0 O 4 1b. 12 0 0
Paraftin Molle . . . . . 7 b, 210 O 14 b. b 4 0
Posta Zinei Co, B.P.C, . . . . 2 lb. 12 ¢ 0 1 1o, 24 0 0




10 beds 20 beds
Article Number Eatimated Number Estimated
h aoat cost
L Digitalis Co. B.P.C, 1. . . 1,000 111 ¢ 2,000 @ 36 0
stass Bromid. . . . . . I lb. 33 0 2 1b. 6 6 0
stase Citrate . . 11b. 210 0O 2 Ib. 5 4 0
stass Todid. . . 2 1b. 4 0 0 4 b, s 0 0
yiass Permanganate . 11b. 5 2 ¢ 2 1b. 10 4 ©
toflavine Sulphate . { oz 713 0 1 oz. 1510 0
sv. Creta Aromatic . . 2 Ib. 2 00 41b, 4 0 0
iv, Tragacanth Co. . 11b. 8 0 0 2 1b. 16 0 0
Ruine Hydrochlor . . 31lb. 18 0 ¢ PN 3 0 0
utnine Sulphas . 2 Ib. 60 0 0 4 1b. 120 0 O
antonin B.P. . . $ oz, 13 0 0 1 oz, 26 0 0
»dii. Bicarbonas B.P. . 71b. 04 0 141b 112 0
odii. Chlorid B.P. . . . . 2 ib. 1 8 0 4 lb. 3 0 0
wdii. Salicylas B.P. (Crys. ) . . . 7 Ib. i4 0 0 14 1h. 28 0 0
ot Soap (Commercial) . . . . 4 1b. 2 00 8 1b. 4 0 0O
pirit Aether Nitros . . . 2 1b. 1 2 0 41b. 2 4 0
pirit Ammon Aromatic . . 21b. 112 0 4 1b. 3 80
pirit Methyl. Indust, . . . . 71b. 4 6 0 14 1b. 8 1 0
alphanilamide (Pulv.) . . . . 21b. 16 14 O 41b. 3312 0
ulphur Praecipitatum . . . . 2lb. 214 © 4 1b. 512 0
yrupi Aurantii . . 31b, 8156 0 6 1b. 1214 0
abs, Aspirin gr. 5 . . 1,000 3 50 2,000 6 10 0
abs, Acid Ascorbic mg 50 . . 200 16 4 0 400 32 8 0
abs. Acid Nicotintc mg. 50 . . 1,000 6 4 0 2,000 32 8 0
ahs, Calc, Sod. Lactate gr. 7§ . . . 1,000 8§ 9 0 2,000 17 2 0
ahs, Ephedrine Hydrochlor gr. . . 100 914 0 200 19 12 ¢
i-;. Ferri, Sulphes. gr. & . . . 5,000 713 ¢ 10,000 15 10 0
'#s. Hydrarg. cum Creta gr. 1 . . 1,000 611 0 2,000 13 6 0
whs. Laxative Co. B.P.C. . 1,000 I3 0 0 2,000 26 0 0
abs. Paludrine (If suppreaawe Pa.lud.nne
treatment is practised more tablets will be
required) . 3,000 57 09 6,000 114 0 O
aba. Phenobarbltonum Gr 1 . . 500 615 © 1,000 13 14 0
abs. Sulphanilamide Gr. 7§ . . 1,000 14 0 O 2,000 28 0 O
abs, Sulphapyridin. Gr. 7} . 1,000 3B 0 0 2,000 0 06 0
tLs, Sulphathiazole Gr. 7§ . 1,600 70 6 0 2,000 140 0 0
abs, Thyrord B.P. Gr, 1 . 1,000 10 & 0 2,000 20 10 0
etenchlor sthylens . 15 Ib. s 00 30 1b. 30 0 0
inct. Belladonna B.P. . Ilb. 2 6 0 2 1b. 4 00
inet, Benzoini Co. 1lb. 114 0 2 1b. 312 4
inet. Camph Co. 41b. 2 4 0 8 1b. 4 8 O
inet, Catechu . 11k, 1 0 0 2 1b. 2 0 0
'@not. Chloro, et Mul‘ph Co B P.C' . 21b, ?4 12 0 41b. 49 8 @
inet, Dlg,ltahs B.P. . = 2 Ib. 1 8 0 41b, 212 0
et Hyoseyarmus . . 11b, 8 0 0 2 1b. 6 0 0
inet. Ipocachusna . . . 2 lb. 6 4 0 41b. iz 8 0
‘inet. Naeis Vomien | 2 b, 2 0 0 4 1b, 4 00
‘met. Opii. Ilb. 2 00 2 1b. 4 0 ¢
!é Acid Borie Flev. B.P. 51b, 3 70 10 lb. 614 0
‘niz. (iallae cum Opio. 21b. 4 2 0 4 1b, 8 4 0
‘nz. Hydrerg. Ammon Dil B.P. 51b. 12 3 ¢ 10 1b. 24 6 ¢
ny. Pieis earb Cu, B,P.C. 21b. 312 0 4 1b. 7 8 0
‘ng. Todi Denigrescens B.P.C. 2 b, 2 lb. 312 0 41b. 7 8 0
‘ng. Resorcin Co. B.P.C. . 2 lb, 12 0 Ik, 11 &8 0
‘ng. Sulphuris B.P. 71k 3 8 0 14 Ib. 7.0 0
ane Sulph, 1. 1 00 2 b, 2 0 0Q
inc Oxide 4 1b. 2 0 90 § 1b. 4 0 9
e
4,931 5 0 5,131 6 0

b ]
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. 10 beds 20 beds
Article —
Numnber Esgtimated Number Egtimat
CO8’Y cost
SECTION XIII
Drugs for use by injection
Brought forward . 4931 5 0 8,131 6 0
Ext. Hepatis (for m_]actlon 2 ce. amp. of ‘.i
400 G. per amp.) . . . G0amp. 59 6 0 100 amp. 118 12 ¢
Injoct, Procsine ot Adrenalm Fort B. P in
rubber capped bottle of 25 ce. 1 bottle I 4 0 1 bottle 1 4 0
Inject. Quin Dlhydmchlor B.P.C. (amp of
10 ce.) . . 60 amp. 6 1 0 100 amp. 12 8 ¢
Insulin (200 unita) Tube of 5 cc. . . 6 Tubes 7 14 (0 12 Tubes 15 12 0
Nikethamide B.P. Amp. of 1.7 ¢¢c. Box of 5 2 Boxes 6 4 0 4 Boxes 160 8 0
Pitresain Amp. of 1 cc. Box of 6 . 6 Boxes 52 10 0 12 Boxes o5 4 0
Tub. of Apomorphine gr. 1/10, Tube of 2¢ . 1 Tube 1 0 0 1Tube 1 00
Teob. Digitalin 1/100, Tube of 20 « s 1Tube 0 5 0 2 Tubes g1 0
Tab. Emetine Hydrabhler. gr. 4, Tube of 20 10 Tube 31 14 U 20 Tubes 63 12 0
Tab. Morph. Sulph. gr. {, Tube of 20 » 4 Tubes 8 0 0 8 Tubes 12 0 0
Tab. strych Hydvochlor gr. 1/60, Tube of 20 2 Tubes 014 0 4 Tubes 1120
Urea Stibamine (amp. of 071 G.) . 50 amp. G 0 0 [00amp, 12 0 @
5110 0 0 8,486 8.‘
SECTION XIV
Sera and Vaccines
Brought forward 5110 0 o 8,456 B
Anti-taoxin Diphtheri Amp. of 10,000 units 5 amps. 29 11 0 10 amps. 39 6 0
Anti-toxin Totanus Amp. of 1,500 A.T, . 10 amps, 10 ¢ 0 20ampa. 20 G 8
Serum, Antivenom Amp. of 10 cc. {vonc.) 5 umps. 23 12 ¢ 10 amps. 47 8 0
Vaccine, auti. cholera amp. of 10 ce. 25 amps. 23 7 0 30 amps. 46 14 0
Vacrine T.A.B. amp. of 10 cc. 25 ampa. 46 14 ¢ 50 amps. 9312 0
Vuocine anti-rabie 2 courges 2 0 0 4 courses 4 00
Vaccine lymnh. amp. of 1 oe 3 ampa. 0156 0 6amps. 114 0
5,246 11 E 8 159_1-1 L]
SE€TION XV
Clinical laboratory equipment stains and reagents .
Brought forwa.rd 5,246 11 0 8,759 14 0
Filter papers pkt. of 100 | 1 pkt. 015 O 2pkis 114 ¢
Flask, conical 100 ml. 2 010 0 2 010 @
Funnel, glass 1 0 6 0 1 g 6 0
Qlass, cover, pkt. of Q oZ. 1 pkt. 4 I+ O 1 pkt. 41+ 0
Litmus paper , blue 6 books 1 8 0 12books 3 0¢
Litmms vaper, ved . . . . . 6 hooka 1 14 O 12books 312 ¢
Microscope, complete  with  oil immersion
lena.  (This will not be essential if a Cen-
tral Luboratory is provided). . . .1 472 0 0 1 g72 ¢ 0

t
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10 beds 20 beds
Article Number Estimated Numberr Egtimated
cost, cost
Red, glags 2 0 6 0 3 0 9% 0
bhde microscope 3° x 17 36 2 0 0 72 4 0 O
Spirit Lamp 1 412 0 1 412 ¢
Teat tube . 12 doz 4 8 0 18 doz. 612 0
Test tube holder . 1. b2 0 1 012 0
Test tube stand . . 1 015 0 1 15 0
Trough, staining, for § slides » =1 b 0 0 1 5 0 0
Urine glass, specimen . 2 3 2 0 3 411 0
Tinometer . . 1 2 8 ¢ 1 2 8 ¢
Reagenis and stains

Avetic Acid B.P, . . . 8 1l. oz. 0 3 0 lb. 0 6 0
Benedict’s solution (q1 alnta’mve) 11b. 010 O 21b. 1 4 0
Caustic soda 4 fl. oz. 112 0 8 1l. oz. 3 8 0
Nitrie Acict (conc,) 8 fl. oz, i 3 ¢ 11b. 2 6 0

Gil Cedar weod for use WIth cul immersion
leng . . . . . 2 fl. oz, 2 8 0 4 fl. oz. 3 0o
Ozonic Aether . 8 fl. oz. 3 00 1lb. 5 0 0
8tain, geosin, pure Tube of 5 G . 1 tube 013 0 2 tubes 110 0
Stain, gentian viclet . 1G. 01 0 2G. 0 2 0
8tain, ceishmann, powder , . 1G. 09 o 2 G 1 2 9
Stain, methylene blue . 1G. 01 0 2G. 6 2 0
Sulphur Sublimatum 4 oz. 015 0 8 oz. 114 0O
Tinct. Guaicum 4 %z) 1 0 0 8 oz. zZ 0 0
Xylol, pure 1Tb. 4+ 7 0 21b. L E 1]
6,265 15 0O 9,810 9 0

-
SECTION XVI
Dispensary equipment

Brought forward . . 6,260 15 0 9,810 9 ©
Battle green round N.M. T Ib. . 6 013 0 12 1 8 0
Bottla green round 8 oz. . 3 0 6 0 6 012 0
Bottle green Winchester Qt, 8 2 0 0 12 3 0 0
Bottle medicine grad. 6 oz. 2 grosses 108 0 © 4 grogses 216 0
Bottle poison 1 oz, } gross 9 0 O ] gross 13 0 0
Bottle poison 2 oz, 4 groas 13 8 0 1 gross 27 0
Corks, asstd. sizes fgrosses 72 8 0 1lgrosses 144 O O
Corkacrew 1 0 % 0 i [V I )
Funnel 4 oz. E. 1. 2 1 4 0 2 1 4 0
Measure glass 4 nz. 2 112 0 3 210 ¢
Measure glass 2 0z, . b4 2 2 0 3 3 3 0
Mortar, composition 87 1 11 3 ¢ 1 11 5 0
Mortar, pestle I 25 0 1 2580
Pot, delf with cover 8 oz, . 6 4 2 0 12 2 4 0
Scales dispensing with weighta . 1 20 0 0 1 20 0 0

Scales counter to weigh up to 4 lb. with
weighta . . . . . 1 20 v 0 1 20 6 0
Siab ointment . . . - . 1 4 0 1 1 4 0
Spatula, holus . . . . - . 2 2 2 0 2 - 2 2 0
Table, teuk, zinc top (local construet.). . 1 a0 0 0 H 5 0 0
Tin opensr . . . . . . 1 4 1 0 1 4 1 0
6,586 6 0 10,347 11 0

—



10 bedsa 20 beds
Article Number Estimated Number Estimated
cost cost
SECTION XVII
Hospital hygiene chemicals and appliances

Brought forward . 8,596 6 0 10,347 11 ¢

Bleaching Powder . . . . « 361b. 8 0 0 72ih, 18 ¢ 0
Cresol soap . . . . . «  341b. 22 8 0 6Bib, 45 0 0
D.D.T. . . . 10lb. 40 6 0 20, 80 ¢ 0
Kerosens . 5 gala, 3 0 0 10gls 6 0 0
Spray, insect, pvrethrum solution . . 2 gals. 5§12 0 4 gals. 11 8 ¢

' 6,676 10 0 10,508 3 0
SECTION XVIII °,
) .
Furniture of Local Construction
Brought forward . 6,676 10 0 10,305 3 03

Almirah . . 4 300 0 0 8 800 0 0
Basiu and w-xter stand . .e 1 4 6 0
Couch . . . ‘e 1 30 0 ¢
Bedside Table . . 5 100 ¢ @ 1 200 6 0
Benches . 2 40 G 0 k) 6 0 ¢
Chairs 6 60 0 0 12 120 0 0
Dgctor's Tuble . 1 50 0 0 2 WO 0 ¢
Drossiog Trollies w 1th glaas top . .. 6 480 0 0
SBcreens, movable, ward 3 30 0 0 6 B0 w 0
Shelves . . . 3 795 0 0 6 160 0 ¢
Stools . . . 8 25 0 0 10 50 0 O
Tuble larce . . . 1 5 0 0 1 5 0 0
Tubie small 2 40 0 0 4 80 0 0
Total 7,471 10 © 12,517 3 ¢
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APPENDIX VII

DrarT MEDICAL FORMULARY FOR TEA GARDEN HOSPITALS

During the tour it was observed that there was very little attempt at
standardisation of prescribing in connection with tea estate medical services.
It was also noticed that there was a marked tendency to use proprietary pre-
parations when official preparations of at least therapeutic efficiency were
svailable, resulting in unnecessrrry expense.

~ Whilst it is agreed that standardisation of medical prescribing is of
Imited value, and that no attempt should he made to discourage individuality
n prescribing, it is considered that the provision of a Standard Formulary
is likely to be of considerable assistance to the tea garden doctor in the daily
routine of his practice. .

The following draft is therefore submitted, though not without some
diffidence. In preparing the draft the aim has been to provide a sclection of
prescriptions sufficient in range to meet the ordinary requirements of tea
garden maedical practice, to retain as far as possible well-tried preparations,
and to eliminate non-essential drugs.

Other formularies, including the National War Formulary of the Minis-
try of Health, UK., and the various Provincial Formularies, have been
freely drawn upon and it is hoped that this general acknowledgment  will
be accepted.

GENERAL FORMULARY

APPLICATIONS
Application of Benzyl Benzoate.
Benzyl Benzoate . N . . . . . . . 1 oz,
Soft soap . ioz
Surgical spirit . . . . . . . . . . 11l oz
To be applied with a brush.
AUSTRILLAE (Ear Drops)
Aurigt. Acid Horie. ’
Boric Acid . . . . . . . . . . 4gr.
Industrial Moth. Spirit . . } . . . . . 50 min, ¥
Water to . . . . . . . . . . 31l oz.
) Aurist, Resorcinal,
Resorcinol . . . . . . . . . . . 2 gr.
Industrial Meth. 8pirit . . . . . . . . 180 min.
Water to . . . . . . . . . . . 8.0z
Aurist. Sedis Bicrbonate.
Sod. Bicarb . . . . . . . . . . 15 1.
Glycerine . . . . . . - . . . 80O mir.

Water to . . . . . . . . . . . -, oz,
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CAPSULES
Caps. Creceoti. . . \ . . . N N 1 and 3 min.
Caps. Filicie (Male fern).
Extract of mals forn . . . . . . . 15 min.
COLLODIUM
Colled. Acid Salicylic.
Salicylic Acid, . . . . . . . . . 27 gr.
Flexible Collodion to . . . . . . . . . 120 min.
COLLUTORIA (Movrn waABHES)
Collut. F ldehyde, <
QL ErmiT yae {;& .
Solution of Forma.ldehyde . . . o . . . 120 min.
Water to , . . . . . . . . ., Sfl. oz
COLLYRIA (Eve LoTtions)
Collyr, Acid Beoric.
Borie Acid 52 gr.
Digtilied water to 6 d. oz.
Collyr, Zinci Co.
Zine Sulphate 10 gr.
Boric Aecid 26 gr.
Distilled water to 6 fl. oz.
GARUGLES
Garg. ot Chiorat, et Phenol.
Potassium Chlorate 120 gr.
60 min.

Liguified Phanol . . . . .
Water to .~ . . . . . . . . - . 84 oz.
Label :—One tableoonful to } pint of warm water,

Garg. Potass. Permanganate.

Potassium Permanganate . . . . . . logr.
Water to . . .o . . . . . . . oz.
Label :—Dilute with four parts of warm water.
GUTTAE OPHTHALMICAE EYE pDROPS)
-
Gutiae Argent Nitratis.
Silver Nitrate . . . . . . . . . - ter
Distilled water to . . . . . . . . . 120 min.
Quttae Argentoprote
Silver Protei. . . . . . . . . . . logr
Distilled water to . . . Y. . . B . . 120 min.
Gustae Atropinae.
Atropin Sulphate . . . . . - . ! - der

Distilled water to - . . B . . . . . . 120 min.



-

Guitae Zinci Sulphat. et Acid Boric.

Zine Sulphate
Boric Acid

Distilied water to

HAUSTUS (DRAUGETS)

Haust Tetrachlorethylene.—

Tetrachlorethylene . .
Saturated solution of Sodium Sulphate .
‘Ta bo freshly prepared.

Haugt. Potass. Brom. et Chlorel.

Potassium Bromide
Chloral Hydrate
Syrup of Gmgﬁr

Water to

Haust., Filicis (Male fern.).

Extract of Maje Fern. . . . . . .

S8yrup of Ginger .
Mucilage of Tragacanth

Water to

Hgust. Salinae.

Magnesium Sulphate . . . . . . .
Peppermint water to . . . . . . .

INSUFFLATIONS (Ean PoWDERS}

'nsuffac. fodi et Acid Borie.

ILaodine

Boric Acid powder (ﬁne) to . . .

Insufflat. iodoform.

Todoform .

Boric Acid pOWdBr (ﬁne) to

INTECTIONS

To BE ADMINISTERED 8Y THE MEDICAL OFFICER

Tabellae Apomorphine Hydrochlor

Tabellae Digitalin

Tabellge Emetine Hydrochlor . .
Inject Quiran. Di-Hydrochlor . . .
Tabellae Morphin. Hydrochtor . .

Ingulin (200 unils)
Nikethamide B.P.
Pitressin

Ingect. Procaine et Adrenalin Fort. .

Tabellae Strychnin. H ydmchlor. . . .

Urea Stibamine

Liniment. Album.

Soft acap

LINIMENTS

Ammonjum Chloride . . .

0il of Turpentine

Warm water to

§gr.
1 gr.
120 min.

15 gr.
10 gr.
0 min.
1 fl. az.

60 min.
60 min.
120 thin.
11l oz

240 gr.
11. oz.

1 gr.
120 gr..

1gr.
120 gr.

gr. 1/100

gr. 1100

gr. 4

B.P.C.

ar. }

tube of § ce.

Ampggof 1.7 ce,

Amp. of 1 cc,

Ruphoer cappad bot-
tlo of 24 ec.

gr. 1/60.
Amp. of 0.1 G.

66 gr.
11 gr.
240 min.
2 fl. oz.
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LOTIONS

Lotio Acid Boric.

Arcid Boric . . . . . . . . . . 80gr.
Water to . . . . . . . . . . . 81, oz
-

Lotio Calaminae

Calamine . . . . . . . ' . . 175 gr.

Zinc Oxide . . . . . . . . . 178 gr.

Glvcerine . \ . . . . . N . . . 120 min.

Water to . . . . . . . . . . . B oz.
Lotic Proflavine.

Froflavine Sulphate . . . . . . . ' . 3% gr.

Sodium Chloride . . . . . . . . . 31 gr.

Water to . . . . . . . . .. . Bl oz
Lotio Phenolis.

Ligueficd I’henol . . . . . . . . . 100 min..

Waterto . . . . . 8fl. oz

Dilute with an equal quant;ty of hot water before use.
Lotio Picis Carb Alk, B.P.C.

Solution of Coal Tar . . . . . . . . . 80 min.
Sodium Bicarbonate . . - . . . . . v 44 T
Water to . . . . . . . . . . * . 81 oz.

Lotio Piumbi cum Opio.

Liquid Extract of Opium B.P.C. . . . . . . . 10 min.
Strong =oln. of Lead Acetate . . . . . . . 100 min.
Water to . . . . . . . . 84 oz

Dilute with an equal quaantity of water befm:e use.
Lotio Zinci Sulphate.

Zine Sulphate | . . . . . . . . . 174 gr.
Soln. of Bordoaux B. . . . .. - . © 20 min.
Waterto . . . . . . . . . . 41 oz.
MIXTURES
Mist. Alha.
Sodiium Sulphate . . . . . . . . 40 gr,
Light Magnesium Cn.r‘bonatve . . . . . . . logr,
Peppermint water to . . . . . . . . P A

Myat, Amnionium Chloride.

Ammonium Chloride . . . . . . . . 15 gr.
Aromatic Soln. of Ammonia . . . . . . - 5 min,
Liquid extract of L:quonce . . . . . . . . 156 min.
Water to . . . . . . oz
Mist, dnpponfum Mandelate.
Mandelic Acid . . . . . . . . . 40 gr.
Strong Noln. of Ammonia . . . . . . . 5 min.
Liquid cxtract of Liquorice . . . . . . . . 15 min.
Chloraicrm water to . . . . . . . . . {f ooz
Mest, Astringens cum Opio.
Dilute Sulphuric Acid . . . . . . . . . 10 min.
Tincture of Catechu - . . . . “ . . 20 min.
Tincture of Opium . . . . . . . . . 15 min.
Qlycerine . . . . . . . . . « 10 min.

Water to . . . . . . . . . . - } 8 oz
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Mist, Bromid. et Arsenic ||

Potagsium Bromide . . . . . . . . . L5 gr.
Arsenical solution . . . . . . . . 1gr.
Liquid Extract of quuonoe . . . . . . . b min.
Chloroform water to . . . . . 3 fl. oz.
Miset, Camphorae Comp. B
Camphorated Tincture of. Opium . . . N . 16 mi.n.
Strong Soln. of Ammon. Acetate . . . . . . 20 min.
Ammonium Carbonate . . . . . . . . 1} gr.
Water to . A . . . . . . . $#fl. oz.
Miat, Cascara.
Liquid faxtract of Cancara . . . . . . 20 1nin.
Ammonjum (arhonste . . . . . . Iar.
Lignid Extract of Liguories . 20 min.
Chloroform water to . . . . . . . . . 3 fl. oz,
Mist, Creosot, of Todide
Creosote . . . . . . N . 2 min.
Potassium Tndtde . . . . . ' . . bgr.
Liguid Extract of quuonce . . . . . . . 20 min,
Waterta . . . . . . . . . $ 4, oz,
Mist. Digphoretic
Potassium Citrate . . . . . . . 20 gr.
Soln. of Ammonium Aceta.t.e . . . . . 120 min.
Nitrous Spirit of Aether . . . . . . . 10 rmn,
Water to . . . . . . . . . 3 fl. vz.
Mist, Eapect, Sedativ.
Compouud Tincture of Camphor . . . . . . 20 min,
Tineture of Ipecachuasna . . . . . . . 10 min,
Water to . . . . . . . . . . 3 fl. oz

Musi. Ferei Aperiens,

Ferrous Sulphate . . . . . . . . . 3 gr.
Sodium Sulphate . . . . . . . . . 30 gr.
Dilute Sulphuric Acid . . . . . . . 5 min.
Peppermint water to . . . . . . . 1 & oz,
Mial. Ferri et Araen. et Stryck,
Iron and Ammonium Citrate . . . . . . 10 gr.
Tincture of Nux Vomica . . . . B . . b mir
Liquor Arsenicalis AN . . B . . . £ mina.
Peppermint water to . . . . . . . . 3 . oz,
Mist. Hexaminae, B
(¢} Hexamine . . R . . . . . 10 gr
Chloroform water to B . . . 4 4. oz.
i i, oz, half an hour before meuh
(4t} Acid i\u)rlmm Phosphate. . . . . . . 20 gr.
Chloroform water to . . . . . § . oz.
Dose :—4 fl. oz, half an hour after moals.
Miet. Hydrargyri et fodid.
Bolution of Mercurie Lodids , . . « . . 60 min,
Potassium lodide . . . . . N . .. . & gr.
Infugion of Quassis . . . . . . . . 120 min,
Water to . . . . . . . . . . tf. o2,
Mist Kaolin et Morphin.
Light Kaolin . . . . . . . . . . 10 gr.
Sodium Bicarbonate . . . . . 10 gr.

Tincture of Chloreform and Morph.me BR.C . . . . 10 min,
Water to . . . . N . . . . . 4 8. oz,



axtac, magnestum Carbonate
Heavy Magnesium Carbonate
Sodium Bicarbonate
Dilute Hydroeyanic Acid
Pappermint water to

Miat. Opii Acid
Liquid extract of Opium . .
Dilute IIydrochloric -lcld . .
Water to | . . .

Miat, Potass. Citrat, (Mist. Dmntw)

Potassium Citrate . .
Potassium Bicarbonate . .
Tincture of Hyoscyamus .
Chiorotyrm water to . .

Mist. Potass. Iodid.

Potassivwn [odide . .

Liquid Extract of quuonce .

Water to . . .
Mist. Quinin.

Quinine Sulphate . .
Dilute Sulphurie Acid . .
Syrup of Orange
Water to . . . . .

Mist. Rhei. Comp.
Rhubarbh (powdered) -
Light Magnesium Carbonate .
Ginger (powerad) . . .

8cdium Bicarbonate . .

Peppeacniint water to . B
Mist, Sodit Ndioylat

Sodiunm Salicylate | . .

Sodium Bicarbonate . .

Syrup of Orange .

Water to | . . .

Mist. Stramonii et Todid.

Potassium Fodide . . .
Tincture of Stramonium . .
Chloroform water to . .
Mist. pro Spleen . N .

Quinine Hylrochlorid
Lig. Arecnici Hydrochlorid .

Lig. Fervi Perchlor . . .
Magnesium Sulphate . . .
Water 1o, . f . f

Miat, Tuss: Sedativ

Elix Diataerph, et Terpin B P.C.
Menthol . . .
Chioroformn water to .

Pgasta Piois Carbonis

Commercial Coal Tar

Zine Oxide . . .
Starch . .
Yellow Soft Paraffin to

€9

PASTES

LRECERPE |

L

5 mirn.
10 roin.
+ B oz

30 gr.
1¢ gr.
15 min.,
4 9. oz.

10 gr.
30 min,
7. oz.

5 gr.

5 tnin,
30 min.
§ fl. oz.

3 gr,
14 gr.

10 gr.
4. oz.

15 gr.
15 gr.

34, oz:

i

3 gr.
20 min.,

1 fl. az.

3 gr.
3 min.
14 min,
60 gr.
1 . oz.

30 min.
3 pr.
3 4. oz,

14 gr.
120 gr,
120 gr.
480 gr.



Lussar’s Paste~—
Zine Oxide, finely sifted . . .
Starch, finely sifted . . . .
Salicylic Acid, finely sifted . . - .
Yeollow Soft Paraflin to . . . .
PAINTS
Pigment Iodi Co. B.P.C. (Mendl's Paint)—
Todine . . . .
Pgtagsium Iodide .
Water .

0il of Pepp;srmin't
Glycerine to

!—"igmem Triplex—
Crystal Violet .
Brilliant green . . . . . .
Proflavine Sulphate . . . . .
Distilled water to . R . . .

PILLS
Pyl. Hydrarge B.F 4 gr.
Pil. Digitalis Co. B.P.C. (Guy’s Pill}
Pil. Rhei Co. B.P. § gr.
TABLETS

Tab. Acid Acetylsalicylic B.P. § gr (dspirin)

Tab. Acid Ascorbic B.P. 50 mg. (Vitamin C for therapeutic use)

Tab, Acid Nicotinic B.P. 50 mg.
Tab, Aneurin Hydrochlor. 3 mg. \
gab. Caleium et Sedium Lactate B.P.C. 7§ gr.
ab, Calomel B. P. 3 gr.
Tab, Ephedrine Hydrochlor. B.P. } gr.
Tab. Ferri Sulphas B.P. § gr.
Tab. Hydrarge ciom Creta 1 gr.
Tab. Phenobarbiton B.P. 1 gr.
Tab. Potnss. Permanganat. 1 gr.
T b. Quinine Sulphat § gr.
Tab. Santonin 1 gr.
Tab. Stann. Co. B.P.C.
Tab. Syrupi Eastonii B.P.C (Equal to 60 min. of Syrup)
Tab. Sulphanilamide B.P. Y} gr. (0-5 G.)
Tab. Sulphapyridine B.P. 7% gr. (0° 6 G.}
Tab, Sulphathiazol B.P. ( Tk gr. (0:6 G)
Tab. Thyroid B.F, 1 gr.
Tab, Yeast B.P.C. § gr.

UNGUENTS (Ointments}

Ung. Acid Benzoic Co.  (Whitefild's Ointment)—

Acid Salicylic .
Acid Benzoic . . . . . . N
Soft Paraffin to . . . . . .

,

Ung, Acid Boric Flav. B.P.

Ung. Chrysarobin—
Aecid Salicylic . . .

T
Tehthyol . .  « .« ...
Soft Paraffin to . . . . . .

Ung. Gallae cum Opio. B.P.
Ung. Hydrarg. Ammen. dil. B.P,
Ung. Todi Denigrescene B.P.C.
Ung. Picis Carb. Co. B.P.C,

115 gr.
. 115 gr.
. logr.
. 480gr.

5} gr.
11 gr.
12 min
3} min,
14 oz.

P n
g

12 gr.
20 gr.
480 gr.

10 gr.
25 gr.

20 gr.

. 480 gr.
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Ung, Resorein (s, B.P.C.
Ung, Sulphanilamide

Sulphanilamide . . . . . B . .

. « 48gr.
Rydroua Ointment t{o . . . . . . .

. o 480gr.
Ung. Sulphuris B, P,

Ung. Sulph. et Salicylic Aoid—
Sulph. Prasciffitat . » . . . . « lOgr.
Acid Salicylie . . . . . 14 gr,
Boft Paraffin to . - . . . . . . . s 480 gr.
VACCINES AND SERA

T'o be administered by tha Medsical Officer—
Anti-tomin diptheria . . . .

Amp. of 10,000 units.

. . . .
Serum andi-venom . . . . . . . « Amp, of 1 c.c. {conc.}
Fascine anii-cholera . . . . . « Amp. of 10 c.c.
Vaccine anii- typhoui and pamtyphmd . . » . Amp.of 5e.c.

Vace ne lympk . . . . . » « Amp.of1ec.e.




Dale >f Examination and Certification Initials of Medical Presentation and position of F. Heart Maturity
' Officer Foetus
7. Geaszal Condition Teeth Broast & Nipplos Oedema B.P. Hb. Valuo—
g " . Examination:— DUrine .
Date of Exawinution nnd Cettificution Initials of Medical , Comldition Treatment/Remurka
Officer ,




(Reverse)

PosT-NATAT, MATERNITY RFUISTER

Serinl No. Name Sirdar
Date of Confinoment Infunt Male/Female- Tear if any
Hb, pereentage of Mother's blood _
MOTHER INFANT
L 4
3
I*ate of Examination and Certification Initials of Medical Condition Treatment Weight Treatment
Officer if any Condition | Remarks
Lb. oz
HY. Value of Mother on discharge Baby Vaceinated on
e
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