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1. INTRODUCTION 

The Governmen< of Gujarat constituted a Com
mittee to go into the question of a complete overhaul 
of the Hospital Adiministration in the State, as also the 
restructuring of the State Directorate of Health Ser
vices, under the chairmanship of Lt. Gen. S. N. 
Chatterjee (Retd.) wit.l:t the foiiowing others, as mem
bers; 

Dr. P. N. Wahi 

Dr. M. J. Bhat~ 

Shri V. Krishnamurthy 

Shri Krishnamurthy was designated as the Mem
ber-Secretary of the Committee. 

1.1 Terms of Reference.-The terms of reference 
of the Committee were as under : 

(i) To stndy the existing structure and fun.:
tioning of hospital administration and hospital 
services in the Teaching and Non-Teaching 
Hospitals in the. State and . to suggest ways and 
mean.s of streamlining the same so that the hospi
tals in the State can render effective and efficient 
service in the cause of the public; 

(ii) To examine the present set up of the 
Directorate of Health Services- both Medical and 
Public Health wings and to indicate suitable steps 
for -reorganisation and rationalisation of its struc
·tnre and working, in order to ensure its effective 
and dynamic functioning, at the helm of Health 
and Medical Services in the State; 

(iii) To prescribe suitable principles for recruit
ment, training and placement of personnel with a 
view to ensure optimum utilisation of available 
manpower resources; 

(iv) To sugge~t ways and means of making the 
medical services in the State need-based and rural 
oriented, especially with reference to the minimum 
needs programme of the State; 

(v) To advi~e the Government on the question 
of priorities to be adopted in regard to the crea
tion and extension of hospital services (Diagnostic 
and Therapeutir.l especially in specialised field~ 
sucli as T.B., Cancer, Diabetes, Heart Diseases, 
Ophthalmic Services, etc.; 

' (vi) To advise Government on the scope and 
methods for integration of medical research on 

H-867-1 

health problems of special interest to the State 
with creation/expansion of field senlices to ensure 
perfect complementarity; 

(vii) To advise the Government on the struc
ture and organisation of para-medical services in 
the hospitals so that they are able to fulfil on 
their appointed role in the scheme of providing 
medical relief; 

(viii) To review the current procedures of pur
chase of medicines, equipments, instruments and 

·supplies for the hospitals and dispensaries as also 
for the maintenance of vital equipment . and 
instruments, with a view to suggest improvemenl~ 
in the same to ensure better management of 
hospital inventories, consistent with considerations 
of efficiency and economy; 

(ix) 'ro examine the scope for the application 
of electronic data processing in hospital admini
stration and allied spheres. 

The Government Resolution appointing the Com
mittee and laying down its terms of reference is placed 
at Appendix I. 

1.2 Procedure and Methods.-In order to pro~ 
vide the necessary background information to the 
Committee, the Health Department of the Gujarat 
Government had addressed ail other State Govern-· 
ments, seeking information on the organisation, institu~ 
tions and working arrangements of the health delivery 
system in their states and other matters germane to 
the Conunittee's enquiry. Regrettably, the response 
from most of th,e State ·Governments was not hear
tening and inspite cf repeated attempts, the informa
tion sought for, did not become available to the 
Co~mittee, tiii the time of the finalisation of the 
report. Only the State Governments of Madhya 
Pradesh, Haryana and Bihar and the Directorate of 
Health Services of Maharashtra had furnished the 
information solicited from them. 

The Committee met for the first time on the I 7th 
February, 1975 at the Gujarat Bhavan, New Delhi. 
Later meetings of the Committee at Delhi, were held 
at the same venue. As a preliminary step towards the 
understanding of the existing structure of health ser
vices in the State, the Committee prepared a ques
tionnaire for eliciting information · from the State 
Directorate of Healih Services. On the basis of the 
information received, the Committee prepared another 
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questionnaire - (Appendix m - for wider circula
tion, to invite the views and opinions of medical 
educationists, administrators and others connected 
with the processes of health administration, on the 
various issues falling within the ambit of the Commi
ttee's enquiry. The questionnaire was printed and 
distributed to all the medical colleges, district health 
officials, professional associations, prominent public 
men, seniot government officials and others, interested 
in the sphere of medical and public health services. 
In response to the questionnaire the Committee 
received well over 200 detailed replies. 

· In order to understand the existing organisational 
arrangements that sustain the health services complex 
of the Government of Maharashtra, whose experiences 
are of special relevance to the State of Gujarat, the 
Member-Secretary visited Bombay and had detailed 
discussions with the Director of Health Services and 
the Director of Medical Education and Research of 
the Government of Maharashtra. He also had occa
sion to visit the Jaslok Hospital and had very infor
mative discussion with Dr. S. J. Mehta, the Medical 
Director. The Chairman during private visits to 
Calcutta and Lucknow had the benefit of informal 
exchange of views with several leading medical 
administrators and specialists at these centres. With 
this background, the Committee toured the State on 
3 different occasions and visited several medical insti
tutions and interviewed the delegates o( 35 different 
organisations and about 200 individuals in all. The 
Committee visited all the medical colleges and covered 
13 out of the total of 19 districts of the State, during 
the tours. 

A list of the institutions run by the Government, 
local bodies and private organisations, visited by the 
Committee is appended. (Appendix ill). 

During its first visit, the Committee had the 
privilege of calling on H. E. the Governo~ and dis
cussing with him the scope of the Committee's work. 
The Committee also met both the Advisers to the 
Governor Shri H. C. Sarin and Shri K. T. Satarawala, 
the Chief Secretary and the Health Secretary. The 
Committee later held discussions at greater length with 
the officers of the Directorate of Health Services on 
the present administrative frame of the health care 
programme and its future expansion. The discussions. 
have been of great benefit to the Committee' in for
mulating its recommendations. 

At Delhi, the members of the Committee had the 
opportunity of meeting Dr. 1. B. Srivastava, Director-. 
General Health Services, and' of visiting the National 
Institute of Health Administration and Education, the 
Indian Standards Institute, the All India Institute of 
Medical Sciences, the Safdarjung Hospital and Welling-
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don Hospital. The Committee also bad at its dis· 
posal reports of .various Committees appointed by 
the Government of India and some other State 
Governments, as well as a number of excellent docu· 
ments published by the WHO, pertinent to the frame 
of reference. 

1.3 The Committee's Approach.-At the outset, 
the Committee would like to spell out its broad 
approach to the various issues that fall within the 
purview of its enquiry. The State of Gujarat does 
possess a functional network of health services 
supported by a high degree of voluntary effort, both 
in the urban and rural areas. The process of decen
tralisation of authority under Panchayat. Raj has 
generated a fresh awareness among the people, espe
cially in the non-urban regions of the need for pre· 
ventive, promotional and curative services and brought 
the inade;juacies of the prevalent arrangements, into 
sharp focus. In such a situation, the priorities in any 
programme of reorganisation, diversification or expan
sion of health services, have to be clearly set. · A 
crucial question is 'Is the need for. providing basic 
health care to the large masses of people more press
ing, than that of providing sophisticated diagnostic 
and threapeutic services at the urben centres'? The 
answer is clearly in the affirmative. In fact, this is 
but one of the several issues where priorities have to 
be consciously determined and adhered to, in the 
larger interests of the State. 

The Committee has emphasised the need for 
building an efficient and effective health delivery 
system oriented primarily towards the needs of the 
rural population. The involvement of the higher 
medical institutions in this scheme is of vital 
importance and strengthening of these institutions has 
ihus to be dovetailed to this basic objective. Impro
ving the standards of service, adding to the facilities 
presently available and securing the services of quali
fied personnel in the medical institutions are means to 
the same end. In relation to the task that lies ahead 
and the leeway that has yet to be made by the State, 
in providing comprehensive health care to the rural 
populace, the costs are likely to be high, but, the 
costs of a programme of providing basic health ser
vices to the large rural mass are bound to be high. 
The Committee has not attempted any estimate of the 
cost of implementing its recommendations, only be
cause the changes that it has envisaged are pervasive, 
built largely around the existing institutional frame
work, and are not specifically bound to any time 
schedule. A phased programme is definitely indicated 
but one should guard against a slovenly pace. 



2. THE LAND AND THE PEOPLE 

Z.1 Physical Features.-The State of Gujarat important mountains in this series are Girnar and 
came futo being on the 1st May 1960 consequent on Shetrunjaya. 
the bifurcation of the composite State of Bombay. 

Situated on the west cost of India. Gujarat is 
bounded by the State of Maharashtra to its south, 
Madhya Pradesh to the east and south-east and 
Rajasthan to the north-east. To the north-west is 
Pakistan and to the west is the Arabian Sea. 

Gujarat. can be considered to be divided into two 
district physiographical regions : (i) the Gujarat main 
land and (ii) Peninsular Gujarat. The former region 
can further be sub-divided into the north. central and 
south Gujarat plains and the eastern hilly areas. 
Peninsular Gujarat can be sub-divided into Saurashtra 
and Kutch. 

Mainland Gujarat consists of the areas which 
formed part of the former Bombay State before the 
reorganisation .of States in 1956. The peninsular 
region includes the former Part B State of Saurashtra, 
the Part C State of Kutch and the Amreli District of 
the erstwhile Baroda State. . 

2.2 Rivers and Mountains : 
RIVERS : There are two series of rivers : (i) those 
rising from the eastern and north-eastern hills and (ii) 
those from the central uplands of Peninsular Gujarat 
most of these come under the influence of tides and get 
swollen during the monsoon and dry up in summer. 
The important rivers are (i) Tapi (ii) Narmada (iii) Kim 
(iv) Dhadhar (v) Mahi (vi) Sabarmati (vii) Rupen 
(viii) Sarasvati and (ix) Banas. 

The main drainage of the mainland Gujarat region 
is westerly and south-westerly, towards the Gulf of 
Cambay. The drainage pattern of peninsular Gujarat 
is clearly radial and all the rivers rise in the Central 
Highland and flow into the Gulf of Cambay. the 
Arabian Sea and the Rann of Kutch. 

MoUNTAINS : In the northern part of the Gujarat 
Mainland the hills consist of outliers of the Aravalli 
ranges. In the eastern and south eastern parts. the 
hills are outliers of the Satpura. Sahayadri and Vindhya 
ranges. 

In Peninsular Gujarat, the high land can be 
roughly divided into the north-eastern and southern 

, series. ·The north-eastern series from the plateau of 
barren hills indented with several streams. The south 
eastern series physically differs from the northern series 
as they comprise mountains having high peaks. The 

2.3. Soils.-The soils of Gujarat can be broadly 
classified into five main groups (i) shallow residual soil 
(ii) . medium black soil (iii) deep black soil (iv) sandy. 
loam (gorat or· goradu) and (v) coastal alluvium. 

The soils of Mainland Gujarat are predominatly 
sandy in the northern most districts, whereas goradu. 
besar, black and bhatha soils are found in the Charutar 
tract of land in the Central Gujarat plains. Black 
soils are found generally in the southern parts of the 
State. 

In Peninsular Gujarat the soils in 'the plains are 
of the medium black variety whereas in the hilly parts 
the soils are shallow and gravelly, poor in clay con
tent and of low fertility. On the other hand along the 
coast the soils are poor in organic matter and nitrogen. 

2.4. Climate.-The climate of the State is on the 
whole equable, moist in the southern districts and dry 
in the northern areas. The Arabian Sea and the Gulf 
of Cambay washing the western coast reduce the 
temperature and render the climate generally pleasant 
and healthy. The presence of forest covered moun
tains and hills on the eastern border also helps to 
reduce the intensity of the climate. 

The average annual rainfall in the different areas 
of the State varies from 13" to 60" (33 to 152 centi· 
meters). On the basis of the average annual rainfall 
the State can be divided into four zones viz: 

a. 

(i) South Gujarat including Bulsar, Dangs, 
Surat. Baroda. Broach. Panchmahals and Sahar
kantha districts with rainfall between 30" to 60" 
(76 to 152 centimeters). In some parts of Dangs 
the rainfall is around 75" (190 centimeters); 

(ii) North Gujarat including Kaira, Ahmedabad, 
Gandhinagar. Mehsana and Banaskantha districts 
with rainfall between 20" and 40" (51 and 102 
centimetres); 

(iii) Saurashtra comprising the six districts of 
Junagadh, Amreli, Bhavnagar. Rajkot, Jamnagar 
and Snrendranagar, the south central highlands of 
the peninsula and the Gulf of Cambay r~gions, 

generally have a rainfall of 25" (63 centimetres); 
parts of J amnagar and J unagadh districts however 
receive generally less than 25" (63 centimetres) of 
rainfall; 



(iv) Kutch with very low rainfall presents 
many of the characteristics of arid zones. 

2.5 Area and Population.-The State has an 
area of about 195 thousand square kilometres, accoun
ting for about 5.7 per cent of the total areas of the 
entire country (except Sikkim). According to the latest 
population count (1971) the State has a population of 
266 lakhs with 138 lakhs males and 128 1akhs females. 

2.6 Units of Administration.-The State has been 
divided into 19 administrative districts, Ahmedabad, 
Arnreli, Kutch, Kaira, Gandhinagar, Jamnagar, Juna
gadh, Dangs, Panchmahals, Banaskantha, Broach, Bhav-

nagar, Mehsana, Rajkot, Baroda, Bulsar, Sabarkantha. 
Surat and Surendranagar. The districts have further 
been sub-divided into 184 talukas. The State has 
according to the 1971 census, 7 cities and 209 towns. 
The villages number 18697, all but 422, inhabited. 
The average density of population according to the 
1971 census is 136 per sq. km. as against 105 in 1961. 
Inter-se variation between distriats is however substan
tial, the range being from 19 in Kutch to 341 in the 
Kaira district. Gujarat ranks third among to States 
of the country in terms of urbanisation. The broad 
area and population features have been tabulated in. 
the statement below (Table 2.1). 

TABLE 2.1. 

(.d.rea Pop~tlation and Dc118ity-Gujaral State 1971 Oensns) 

Sr. Name of the Area. in Population Density No. of No. of Size of 
No- Ditltrict. K. lll. per inhabi- talukns/ house· 

Rural Urban Total 1012. tated mahals. holds. 

1 2 3 4 5 6 7 
Village 

8 9 10 

1 Jam agar 14125 718036 392407 1111343 79 706 10 6.19~ 

2 Rajkot 11203 1000836 623236 1624072 145 859 ·13 6.29 

3 Surcndranngar 10488 617135 228319 845454 81 648 9 5.91 

4 Bhavna.gar 11155 955671 449614 1405285 126 879 12 6.21 

5 Amn·li 6760 670984 168746 84S730 126 505 10 6.38 

6 Junngo.dh 10607 1170736 435941 1656677 156 1092 15 6.22 

7 Kntch 45612 635315 214454 849769 19 900 9 5.02 

8 Bann.skantha 12702 1145794 119589 1265383 100 1351 11 5.51 

9 Sabarknntha 7390 1083674 103963 1187637 161 1386 10 5.50 

10 :Uchsano. 9027 1703593 388875 2092468 232 1084 11 5.45. 

11 Gnndhinagnr 649 176587 24055 200642 309 75 1 5.07 

12 Ahmedabad 8707 964493 1945814 2910307 334 674 7 5.48 

13 Kairn 7194 1962357 489030 2451387 341 957 10 5.44 

14 Pnnchmahafs 8866 1641634 207170 1848804 209 1903 11 6.02 

15 Vndodrn 7783 1376860 603205 1980065 254 1677 12 5.71 

16 Bhnruch 9045 916587 193014 1109601' 123 1137 11 5.82 

1i Surnt 7745 1184272 602652 1786924 231 1218 13 5.77 

IS Bulsar 5236 1172326 256416 1428742 273 823 8 5.83 

19 DnngiJ 1683 94185 94185 56 311 1 5.40 

Total: Gujarnt.: 195984 19200975 7496500 26697475 136 18275 184 5.75 
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2.7 System of Communication.-By the end of 
the year 1972-73 the State had a total of 5656 km of 
railway tracks in three gauges. The total road length 
was 37513 km. in 1973. This works out to a ratio of 
18 km. per 100 sq. km. of the area of the State, in 
terms of road length and 2.90 km. of railway track. 
The State is served by a vast network of bus services 
operated by the State Road Transport Corporation. 

The perecentage of villages connected by bus 
routes (as on 31st March 1971) is indicated in the table 
below:- · 

Dire<'tly 
served 

61.28 

TABLE 2.2 

lJlSUlTICe IrOW lJlle JllmU::I:III uu~::~·t~~.ovp 

Up to 
1 km. 

4.98 

1.5 km. 

26.27 

above 5 k.m. 

7.47 

66% of the villages of the State are thus 
covered by the bus services run by the State Transport 
Corporation, either directly or fall within a distance 
of one kilometer from the nearest bus stop. Among 
the cities and towns 99.5% are directly served 
by bus services. 

2.8. Democraphy.-During the decade 1961-71 
the rate of growth of population in the State was 29.4 
% as against 24.8 for the whole of India. The sex 
ratio (number of females per 1000 males) in 1971 stood 
at 934 as against 940 in 1961. The rural/urban com
position of the population worked out to 72 and 28 
per cent in 1971 as compared to 74 and 26 per cent 
in 1961. The scheduled castes constitute 6.84 per cent 
of the State's population and the scheduled tribes 
another 13.99%. The percentage of literacy in 
the State is 35.79 per cent in comparison to the 29.46 
% of the entire country. The distribution of the 
State's population according to age-groups is presented 
in the table below. 

TABLE 2.3 

All India Gajarat 
Percentage Percentage 

Age· to total - to total 
group population population 

I. Total ()-14 42.02 43.05 
15-59 51.99 51.68 
60 above 5.97 5.26 
Age not stated 0.02 0.01 

All ages 100.00 100.00 

II. Rural 6-14 42.77 44.20 

15-59 51.00 50.35 

60 above 6.21 5.45 

Age not stated 0.02 nil 

All ages 100.00 100.00 

I) 

H-867-2 

ill. Urban 6-14 39.03 40.13 

15.59 55.98 55.09 

60 above 4.97 4. 78 

Age not stated 0. 02 nil 

All ages 100.00 100.00 

The occupational classification of the working 
population given below, shows that agricultural work·· 
ers constitute 65% of the working population·. 
the largest single group .. 

TABLE 2.4 

Economic Activity 

i. Cultivation 
ii. Agricultural labour 
iii. Live stock, forestry, fishing, hunting, 

plantation, orcliards and allied activi
ties. 

iv. Mining and quarrying 
v. {a) House hold industry 

(b) Manufacture other than house-
hold industry. 

vi. Construction 
vii. Trade and Commerce. 
viii. Transport, storage and communica

tions. 
ix. Other services. 

%age 
of workers. 

43.12 
22.48 

1.98 
0.41 
2.82 

9.25 
1.43 
6.94 

2.86. 
7.71 

The table given below furnishes details of esti~ 
mated live birth rate, death rate and natural increase 
in Gujarat from 1941 to 1972 based on the Sample: 
Registration System. 

Year 

1 

1941-50 

1951-60 

1965-66 Rural 

1966-67 Rural 

1968 

1969 

1970 

1971 

Rural 

Rural 

Rural 

Urban 

Total 

Rural 

Urban 

Total 

1972 Rural 

Urban 

Total 

TABLE 

Live 
birth 
rate 
2 

41.8 

45.7 

44.4 

4!1. 7 

45.5 

52.7 

42.7 

' 35.3 

41.2 

42.1 

36.1 

41.0 

41.6 

35.3 

40.4 

2.5 

Death 
Percentage 
of natural 

rate increase 
3 4 

24.9 1.7 

23.5 2.2 

19.3 . 2.5 

20.1 2.5. 

18.1 2.7: 

21.5 2.1 

18.9 2.4· 

14.8 2.1 

18.1 2.3' 

18.1 2.4. 

13.1 2.3 

17.1 2.4; 

16.8 2.6 

12.2 2.3 

15.Q 2.n 



Kegtstrauon system. 

In the State the live birth rate for the 1951-60 
decade was 45.7, which was second highest in the 
Indian Union. It will be observed that over the two 
decades the live birth rate has declined by nearly 5 
points and is 40.4 in 1972. Among the rural and urban 
areas the birth rate in the urban areas is 5 to 6 points 
lower. 

Some of the other demographic characteristics of 
the State's population are listed in the table below: 

TABLE 2.6. 

Period 1970. 

Item Rural Urban 

1. Crude birth rate 41.7 34.9 

~i. General fertility rate. 188.6 148.0 

iii. Totnl fertility rate 6.1 4.7 

iv. Gross reproduction rate 3.0 2.3 

v. Crude death rate. 12.3 13.7 

vi. Crude infant morality rate 159.7 134.5 

A general idea of the extent of utilisation of medi
·Cal facilities in the urban and the rural areas can be 
had from the two tables that follow, showing (1) the 
percentage distribution of deaths by type of medical 
attention before death and (ii) the percentage distribu
tion of live births by type of attention at delivery. 

"TABLE 2.7 
Period 1970 

Distribution of deaths by type of medical 
attention before death. 

Type of .Medical attention PercentagP. 
Rural 

j, Institutional 7.73 

ii. By recognised Practitioner 17.61 
at homo. 

.iii. By unrecognised Pruotitioncr 29.1! 
and others, 

iv. None 20.09 

v. Not stated 25.46 

vi. Total 100.00 

to Total 
Urban 

15.57 

53.97 

11.17 

19.29 

100.00 

6 

Type of .Medical atte11tion Percentage to Total 

Rural Urban 

i. Institutional 5.22 36.76 

ii. By trained professional at home 4.45 13.91 

iii. By untrained professional 
at home. 

51.55 34.15 

iv. Non professional and others 35.94 15.18 

v. Not stated. 2.84 

vi. Total 100.00 100.00 

2.9 Morbidity and Mortality.-According to the 
data available under the sample registration system the 
estimated death rate per 1000, mid year population of 
the State in 1972 was 16.8. The corresponding figures 
for 1965-66 and 1971 stood at 19.1 and 18.1 respec
tively. The infant mortality rate was 122.2 in the year. 
The expectation of life at birth for the period 1970-72 
was estimated to be 48.64 for males and 48.39 for fe
males as against 40.8 and 39.2 respectively for the 
decade 1951-1960. 

The following table affords data on age specific 
death-rates in the rural and urban papulation in 1970. 

TABLE 2.9 
Period 1970 

.Age group Rural Urban 

Less than one year 176.1 149.5 

1-4 39.0 27.4 

5--9 3.5 3.3 

10-!4 2.5 2.2 

15--29 10.9 6.8 

30-54 46.3 49.6 

55--69 101.1 92.5 

70 124.2 113.9 

All ages 18.3 13.7 

Reliable information on the broad pattern of 
morbidity in the State has not heel\ available and the 
Committee understands that no survey or study on the 
~cide~ce of different diseases has been carried out any 
lime m the recent past In the circumstances, neces- , 
sary deductions on the morbidity spectrum have to be 
made with reference to the registration of patients at 
the O.P.D. of different hospitals and ' the number of 
admissions in-doors. Table 2.10 presents this data 
obtained from two teaching and fifteen district hospitals 
of the State for the year 1971. It can be seen from 
the information tabulated therein, that infective and 
~arasitic diseases account for the highest proportion of 
Jilnesses reported at the hospitals. Next in the order 
of importance are accidents and injuries, and the dis-



. eases of the respiratory system. The major causes of 

.death of in-door patients also follow the same pattern. 

Table 2.11 contains information on the total num

of the State of different categories and from different 
regions. The general picture of morbidity revealed by 
the figures in table 2.10 are confirmed by the data 
available from table 2.11. 

ber of outdoor patients registered at selected hospitals 
TABLE 2.10 

Sr. 
No. 

1 

i. 

Disease group. 

2 

Infective and parasitic diseases. 

ii. Neoplasms 

iii. Endocrine, nutritional and metabo
lic diseases. 

iv. Diseases of blood and blood for. 
ming organs. 

v. :Mental disorders. 

vi. Disease of nervous system and sense 
organs. 

vii. Disease of circulatory system 

-viii. Disease of respiratory system 

ix. Disease of digestive system 

x. Disease of genitourinary system. 

xi. Complication of pregnancy, child 
birth and the puerperium 

xii. Diseases of the skin and subcu. 
t&neous tissue. 

xiii. Diseases of the musculokeletal sys
tem, and connective tiss~e 

:xiv. Congenital anamolies 

xv. Certain causes of perinatal morbidity 

xvi. Symptoms and ill defined conditions 

xvii. Accidents, poisoning and violence 
(external courses) 

Grand total : 

Total 
indoor 
and 

outdoor 
patients. 

3 

266814 

17817 

43630 

34168 

5964 

102648 

37756 

12669~. 

116655 

60007 

52127 

64260 

37456 

15007 

80.56 

38515 

157707 

1185280 

Percen~ 
tage to 
total 

4 

22.52 

1.50 

3.68 

2.88 

0.50 

8.66 

3.17 

10.69 

9.85 

5.06 

4.40 

5.42 

3.16 

1.27 

0.68 

3.25 

13.31 

100.00 

Total 
indoor 

5 

34008 

4787 

3942 

3267 

1471 

12705 

6177 

16983 

15667 

13616 

22681 

5083 

6493 

1923 

2265 

8047 

16406 

177721 

o/oage 
to total 

6 

19.15 

2.81 

2.33 

1.84 

0.83 

7.15 

Total o/oage 
outdoor to total 

patients 

7 8 

232806 23.11 

12830 

39688 

30901 

4493 

89943 

1.27 

3.94 

3.07 

0.45 

3.48 31579 

8.93 

3.13 

10.89 

10.02 

4.60 

9.56 109710 

8.32 100988 

7.67 

12.77 

2.86 

3.66 

1.08 

1.28 

4.62 

10.30 

46391 

29446 

59177 

30963 

13084 

5791 

30468 

139301 

100.00 1007559 

1.92 

5.88 

3.07 

1.30 

0.57 

3.02 

13.83 

100.00 

Note - The information covers two teaching hospitals and fifteen district civil hospitals. Reference year 1971. 

TABLE 2.11 

·sr.No.- ·Disease group Total number of outdoor patients registered. 

Total %age 
death of to total 

indoor 
patients 

9 10 

2353 29.31 

203 

210 

189 

57 

425 

626 

658 

672 

188 

447 

32 

65 

70 

251 

302 

980 

8028 

2.53 

2.62 

2.53 

0.71 

5.29 

7.80 

8.20 

8.37 

2.34 

5.57 

0.40 

0.81 

0.87 

3.13 

7.50 

12.80 

100.00 

Teaching Hospl. Dist. Hospl. 
Bhavnagar 

Cottage Hospital 
Bhilad 

Referral Hospl. Dal>hoi 

1 

j. Infective 
disease. 

.U. ·Neoplasms 

and parasitic 

Ahmedabad 

71 

3 

43584 

2998 

72 

4 

46388 

4931 

73 

5 

66041 

569 

71 

6 

13097 

3282 

'j 

72 

7 

10566 

2739 

71 

8 

7680 

3 

72 

9 

4412 

4 

73 

10 

3036 

18 

71 

11 

11105 

37 

72 

12 

11578 

30 

73 

13 

11178 

20 



1 2 3 4 6 6 7 8 9 10 11 12 13 

iii. Endocrine, nutritional and 
metabolic diseuses. 20661 14669 5112 1302. 4124 55 35 119 1486 1213 783 

iv. Mental disorders 311 5379 3247 792 2014 37 20 15-

v. Discnee of the nervous 
system and sense organs. 22406 38236 39081 3681 5010 192 477 428 7446 3659 3726 

vi. Diseases of the circulatory 
system 1627 8076 11924 530 98 20 313 158 1801 1722 1758 

vii. Di.\iC8SCS of the respiratory 
system 14170 18949 6733 14062 13260 768 90 1410 892 894 780 

viii. Diseases of the genito--
urinary system. 4011 13684 27502 4214 7950 219 1224 1338 4588 4670 4350· 

i:s:. Disease of the Digestive 
system 6992 17806 34512 4611 16626 16 219 625 2886 3062 3021 

x. Complication of pregnancy, 
child birth and pucr--
perium. 3814 7558 6630 7788 3331 75 105 25 594 40 .. 

xi. Diseases of the sikn and 
subcutaneoustissue 2409 8209 12768 3330 1740 50 484 511 2453 2384 245g 

xii. Diseases of the musculo-
skeletal and connective 
tissue. 2037 2094 3534 2450 3998 5 318 314 103 100 120 

xili. Symptoms and ill defined 
conditions. 216 1447 9848 560 686 158 174 981 2439 930 

::riv. Accidents, injuries and 
poisoning. 95716 33929 16350 7245 2892 1054 723 761 2586 2478 2419-

xv. Certain causes of perinatal 
morbidity and mortality 3276 189 5829 2590 2219 2036 

Grand Total : 224227 221544 248680 66934 74348 10823 8542 8917 39585 36508 33595 
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3. HEALTH SERVICES - A REVIEW 

A. Evolution of Health Services in India-Landmarks. 

3.1 For the first time in the history of our 
country a comprehensive survey of the whole field of 
public health and medical relief was initiated in 1943 
by the Government of India with the appointment of 
the health Survey and Development Committee under 
the chairmanship of Sir Joseph Bhore. The Com
mittee was entrusted the task of recommending the 
future development of medical relief in its widest 
sense. Since then several other Committees e.g. the 
Health Survey and Planning Committee, the Study 
Group on Hospitals, the Committee on Multipurpose 
Workers and the Group on Medical Education and 
Support Man power have attempted to redefine and 
restructure health care plans, to meet the changing 
needs of the society. The concept and content of 
medical care and preventive health measures have_ 
undergone rnajor changes with the emerging patterns 
of socio economic development o( the country, making 
it imperative that a constant reassessment of the 
country's need should be made. 

It is often suggested that the Bhore Committee's 
recommendations were over ambitious, but, viewed 
against the background of the little that had been 
achieved by then and all that had remained to be 
done, this was perhaps not unjustifiable. In this con
text it is pertinent to quote the following from the 
Bhore Committee Report : 

"If it were possible to evaluate the loss, which 
this country annually suffers through the avoida
ble waste of valuable human material and the 
lowering of human efficiency through malnutri
tion and preventive morbidity, we feel that the 
result would be so startling that the whole 
country would be aroused and would not rest 
until a radical change had- been brought about". 

An estimate of the economic loss attributable to 
the effects of ill health of the community is always 
difficult to make. While it is posi'ible to estimate 
the financial loss incurred by an individual as a result 
of illness, it will not be feasible to calculate in 
meaningful ·terms, the mental strain silfferred or the 
psychological effects of ill health. It is also not possi
ble accurately, to estimate the finanCial loss that the 
country suffers a·s a result of decreased productivity 
throw>h sickness. The worker can give his best 
only if his physical condition is not impaired by any 
disability resulting from ill health. A nation's 
we a It h. presperity and advancement - whether in· the 
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economic or the intellectual sphere, are thus condi
tioned by the State of the Physical well-being of the 
people. It is, therefore, essential that the allocation 
funds of for medical relief should not be regarded 
merely as a welfare measure but as a -definite invest
ment in human resources for the economic growth 
of the nation. (A summary of the main recommen
dations of the Health Survey and Development Com
mittee is attached as Appendix IV.) 

3._2 Since the publication of the report of the 
Bhore Committee, many important events had 
occured, both in the national and international 
spheres which had their impact on programmes of 
health and medical relief. The Government of India, 
in June 1959, appointed the Health Survey and 
Planning Committee. under the chairmanship of 
Dr. A Lakshmanswami Mudaliar to undertake a 
review of the development that had taken place since 
the publication of the Bhore Committee Report in 
1946 in order to formulate future health programmes 
for the country in the third and subsequent five :~ear 

plan periods. 

The Mudaliar Committee gave its recommenda
tions primarily under the following heads : Medical 
care; public health and communicable diseases: pm
fessional education; medical research; population 
problem; drugs and medical supplies; administrative 
organisation; legislation and indigenous systems of 
medicine. A summary of the main recommendations 
of the Committee is appended. (Appendix V). 

3.3 In the decade that followed the Mudaliar 
Committee's Report, the country witnessed rapid 
industrialisation and a steady rise in population, 
creating in its wake a number of medical and public 
health problems. The Government of India, there
fore, set up a Study Group on Hospitals in August 
1966 under the chairmanship of Shri Ajit Prasad 
Jain. The Study Group was charged with the task of 
undertaking a study of the work of different classes 
of hospitals with a view to improve the standards of 
medical care. and develop sound guidelines for the 
future expansion of the hospital services. The Bhore 
and the Mudaliar Committees' recommendations 
were on general lines, and it was therefore consi
dered essential to set up a Committee specifically to 
deal with specfal services and facilities in the hospi
tals. The Study Group was also expected to make 
recommendations on the future pattern of develop
ment of the hospital services at the regional, district 
and peripheral levels under a phased programme. Jt 



was also to suggest measures required for the inte· 
grated development of hospital services, so that 
peripheral units like the health centres, dispensaries 
and MCH centres could work in close coordination 
with the hospitals which act as referral centres. The 
report of the Study Group was published in February 
1968. A summary of the salient features of the 
report is also appended as Appendix VI. 

3.4 National programmes in the field of health, 
family planning, and nutrition have been in operation 
in the country for many years. Generally, these 
development programmes were being run almost 
independently of each other by separate staff recruited 
under each programme. Horizonal coordination 
between the field workers of the various programmes 
was almost negligible. This state of affairs had 
resulted in a proliferation of ~taff in an unbalanced 
manner, besides exposing the rural population to a 
lost of uni-purpose workers. It was, therefore, felt 
that the integration of the various facilities could pro
fitably be attempted to produce better results, both 
from the point of view of conservation of resources 
and achieving an integr-ated approach to health care. 

The idea of a unified health care progrnmme 
through multipurpose workers was also being discmsed 
both at the national and international forums. The Gov
ernment of India appointed a Committee on Multi
purpose Workers under health and family planning 
programmes, under tile chairmanship of Sh~ Kartar 
Singh, for recommending the structure of mtegrated 
services at the peripheral and supervisory levels and 
training requirements for such workers. The Com· 
mittee was also required to recommend the feasibility 
of having multipurpose/bipurpose workers and the 
utilisation of mobile service units set up under the 
family planning programme for integrated medical, 
public health and family planning services operating 
at the tehsilftaluka level. The Committee concluded 
that multi-purpose workers for the delivery of health, 
family planning and nutrition services to the rural com
munities are both feasible and desirable. The principal 
recommendations of the Committee have been sum
marised in Appendix VII. 

3.5. The Government of India in the Ministry of 
Health and Family Planning set up in November, 1974 
a Group of Medical Education and Support Manpower, 
under the chairmanship of Dr. J. B. Shrivastava. The 
Group has urged that a nation-wise net work of efficient 
and effective health services should be evolved, based 
on certain recommended general principles. The Group 
has recommended that steps be taken to create bands 
of para-professional or semi-professional health work
ers for the community. to provide simple promotive, 
preventive and curative health services and has envi-

saged two cadres, of trained workers, health workers 
and health assistants, to render medical assistance for 
day-to-day illnesses. The Group has also pleaded for 
developing a living and direct referral service complex 
so that improved service is available at PHCfTaluka 
level. A summary of the recommendations of the Group 
can be found at Appendix VIII. 

Besides the national Committees and working 
groups, attempts have also been made in several other 
States, to study problem areas in health care and 
administration and related aspects. The K. N. Rao 
Committee that studied the organisation of Delhi hos
pitals. the Basu Committee set up by the Government 
of West Bengal to go into several quetsions concerning 
teaching hospitals, the Bihar Committee on Medical 
Education, the Maharashtra Committee on the Ratio
nalisation of Teaching Hospitals and the recent Com
mittee of the Tamil Nadu Government on the working 
of hospitals in the City of Madras, have all done valu
able work and have come up with several ideas worthy 
of serious consideration. This Committee has thus had 
the benefits of a wealth information and ideas to draw 
upon in formulating its recommendations. 

B. Healfh Services in Gujarat-In Retrospect 

(i) Public Healfh Services 

3.6 Pre-Plan Era.-Except in the larger cities, the 
public health organisation was concerned till 1940 
mainly with the collection of vital statistical data and 
organising Vilccinations against smallpox throughout the 
State. The organisation consisted of the Director of 
Public Health at the State level and a few :Assistant 
Directors of Public Health, whose main function was 
to conduct and supervise the vaccination programme 
and to advise the local bodies and the revenue officials 
on the control of epidemics, mainly, Cholera and 
Plague. Sanitary Inspectors were appointed in each 
district for the periodical supervision of the work of 
vac~inators. Schemes for protected water supply and 
drnmage were also undertaken in some of the larger 
towns. The total annual expenditure on public health 
measures of the areas now forming part of Gujarat 
State. used to be of the order of Rs. 7 to 8 lakhs. 

- In 1942 a district health scheme was introduced in 
the Surat district and at the commencement of the First 
Five Year Plan, the scheme was in operation in a 
majority of the districts of the State. Special malaria 
survey squads were also set up to carry out detailed 
surveys in each of the districts. Malaria control meas
ures were initiated in the Ahmedabad, Kaira, Panch
maltais and Dangs Districts during the period between 
1.948 a~d 1950. · The establishment of a mobile infec
l!ous dtseases h~spital in 1947-48 was another important 
landmark of thts period. 
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A beginning was also made during this time, to·· 
wards combining. both the curative and the preventive 
aspects of medicine in the rural areas by establishing 
combined medical and public health units. Four such 
units were established in the Surat district. 

3.7 F1rst Five Year Plan.-During the first five 
year plan, efforts were made to implement certain major 
recommendations of the Bhore Committee relating to 
(i) the district health organisation (ii) malaria control 
measures and the (iii) establishment of primary health 
centres. 

The District health organisation was extended to 
cover all the districts and a maternity and child health 
project was also launched in the State, in collaboration 
with international agencies. In the Baroda district, a 
net work of 25 primary health units, each covering a 
population of about 20,000 was established. Six Primary 
Health Centres of the Government of India pattern, each 
covering a population of 60.000 to 66.000 were also 
set up. 

In 1953, a statewide malaria control scheme was 
started in all the known endemic areas of the State, 
covering a total population of 12.5 millions. The mass 
BCG vaccination campaign was also started during this 
plan period, originally under the medical department, 
but was later transferred to the public health depart
ment. 

3.8 Second Five Year Plan.-The key objectives 
of the second plan in so far as the public health depart
ment was concerned, were (i) assignment of priorities 
for control. of communicable diseases, (ii) provision of 
training facilities, (iii) population control by the spread 
of family planning methods, (iv) provision of basic 
health services in the rural areas covering both preven
tive and curative as also MCH services in an integrated 
manner. 

The principal areas of accomplishment during the 
plan were; (i) the establishment of 3 Rural Health 
Training Centres, covering a wide range of training 
programmes, (ii) the starting of a Health Visitor's 
School and a Sanitary Inspector's training class, (iii) the 
establishment of 102 Primary Health Centres of the 
Government of India pattern in the community deve' 
lopment blocks, covering approximately 50 per cent of 
the rural population in the State (iv) the establishment 
of 86 Rural Family Planning Centres attached eith~r to 
the Primary Health Cen:tres or MCH Centres and 41 
urban centres run by voluntary organisations and local 
bodies, with the assistance of the Government of India, 
(v) the establishment of two Regional Family Planning 
Training Centres for providing specialised training in 

family planning and (vi) the establishment of Family 
Planning Training Centres attached to three medical 
colleges in the State, for the training of undergraduate 

.medical and nursing students, (vii) In the field of TB 
control, the entire state was covered in the first round 
of mass BCG vaccination, (viii) Three leprosy subsi
diary centres and 17 survey education and treatment 
centres were established for the control of leprosy. 
Similarly 3 trachoma· control units were also set up 
during the period. 

3.9. Third Plan.-During the third plan period, 
the emphasis continued to remain on (i) the control of 
communicable diseases (ii) population control and (iii) 
rural health services (establishment of PHCs). 

In the field of malaria control, barring five millions 
of the population, the rest of the State entered the con
solidation phase. The entire State waS covered under 
the second round of the mass BCG vaccination cam
paign. Three more trachoma control units were estab
lished during the Third Plan, one by the Government 
and two by voluntary organisations. During the Third 
Plan period, 142 Primary Health Centre of Government 
of India pattern were established in community deve
lopment blocks bringing the total to 244. 

3 .. 10 Three Annual Plans (66-67, 67-68 & 68-69)
All the community development blocks had been covered 
wtih 251 Primary Health Centres and 753 sub-centres 
at the commencement of the 4th Plan. Under the 
family planning programme, District Family Planning 
Bureau were set up in all the districts· of the State and 
there were 250 Rural Family Planning Welfare Centres 
attached to the Primary Health Centres with 750 sub
centres. 

3.11 Fourth Plan.-At the end of nearly two decades 
of planned development there were unmistakable trends 
of improvement in the general standards of health in 
the State. The death rate which was around 24.9 per 
thousand in 1941-50 (census for West India i.e. Bombay 
and Saurahtra including Kutch) had declined to 13.3 
per 1000 population in 1971. The expectation of life 
at birth which used to be around 30 years had gone np 
to 53 years. 

The live birth rate in Gujarat was however high 
at 144 per 1000 population during the year 1971. The 
decenial population growth rate during 1961-71 was 
29.39 per cent, and in order to reduce the live birth 
rate of 25 per 1000 population, the intensification of the 
family planning programme was clearly indicated. 

At the end of the fourth plan the following institu
tions had been set up to provide family planning 
services. 



Number 

(I) Dist. F. P. Bureaux. 19 
(ii) Rural Family Planning Wei-

fare Centres. 250 
(iii) Family Planning Welfare sub-

Centres. 1000 
(iv) Urban Family Planning Wei-

fare. 157 
(v) Post Partum Units at district 

hospitals. 8 
(vi) Family Planning sterilisation 

beds. 379 

Till the end of February, 1973 over 9 lakhs 
sterili,aticns and 1.93 lakhs IUCD insertions had 
been accomplished. 

The control of communicable diseases also con
tinued to receive priority attention during the fourth 
plan. 

In the field of smallpox the transmission of the 
disease has been completely intercepted since 1971. 
Under the National Malaria EradicatiQn programme 
the entire State continued to remain in the attack 
phase till the end of fourth plan. 

All but three districts of the State had district 
T. B. centres by the end of the fourth plan. Provi
sion of 1800 special beds for the treatment of cases 
of turberculosis had been made in various institu
tions. 

As a part of the leprosy control programme the 
State had 156 Survey Education and Treatment Units· 
at the end of the fourth plan period in addition to 5 
Leprosy Hospitals with 745 beds and 3 Leprosy 
Control Units. 

251 Primary Health Centres covering all the 
existing community development blocks have been 
established for providing basic health medical and 
MCH services to the entire rural population of the 
State. In order to ensure a higher degree of medical 
care to· the rural areas a programme of establishing 
referral hospitals with 50 beds each, at selected cen
tres had also been undertaken during the successive 
plans. Each of these referral hospitals was to have 
4 to 5 Primary Health Centres attached. By the end 
of the 4th Plan "15 such Referral Hospitals had been 
organised. 

Government had also taken up a scheme of up
grading 0f Primary Health Centres into 25 beded 
hospitals in a phased manner in the backward areas. 
During the fourth plan, 7 such hospitals were opened 
in the backward areas in the southern region of the 
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State. The referral hospital at Chhotaudepur cover
ing to a large backward and adivasi population was 
upgraded into a I 00 bedded, Class I hospital. 

With a view to provide better epidemic control, 
environmental sanitation and laboratory services in 

· the rural areas, a beginning was made in the back
ward areas by providing epidemic cells in the Primary 
Health Centres. During the fourth plan, 35 Primary 
Health Centres in backward areas had been covered 
under this scheme. 

By the end of the fourth plan the state became 
self sufficient in antirabic vaccine. Annually more 
than 55,00,000 mi. of the vaccine are produced in the 
vaccine Institute, Baroda. Not only are the health 
and medical institutions in Gujarat State fully 
supplied by this Institute, but the requirements of the 
Animal Husbandary department are also being met. 
Steps are underway to start the manufacture of triple 
vaccine. 

The Public Health Laboratory, Baroda was 
strengthened to take up, in a systematic manner, the 
examination of air and water pollution · samples in 
a"ddition to chemical and bacteriological examination 
of water samples and samples of food under Preven
tion of Food Adulteration Act. 

A programme of immunisation of school going 
children against Diptheria, Whooping cough and 
Tetanus, Polio and Smallpox had also been started 
through· all the Primary Health Centres. MCH centres 
and Hospitals of the State. 

3.12 Fifth Plan.-The Fifth 'Plan . provides an 
outlay of Rs. 1261.91 lakhs for Public Health and 
Sanitation. The proposed programmewise outlay is 
given below :-

TABLE 3.1 
(Rs. in lakhs) 

Fifth Plan ouUay. 

(1) Direction and administration 12.34 

{2} Prevention and control of dise 
ascs 94.86 

(3) Prevention of air and water 
pollution !iO. 00 

(4) Drugs control 74.00 

(5) Trninin~ 80.70 

(6) HC'nlth Statistics and rc"'e:J.rch 18.06 

(7) Health Education and publicity 15.3() 

(S) )lanufncturc of serll &YacC:n('. 7.00 

(9) Sanitation sC'rvicros. 200.00 

(10) ~!cdionl roliof 117.95 

(11) Minimum Xn·ds Programme 591.70 

1261.91 



Under the programme for the prevention and 
control of colllltlunicable diseases, it is proposed to 
establish 3 district T. B. centres and provide 200 T.B. 
beds. It is also proposed to provide 6 filaria control 
units, filaria survey units and filaria clinics. Another 
important item is the setting up of a training centre 
for Basic Health Workers. 

In the sphere of institution~! mfdical relief, 8 
cottage hospitals are proposed to be converted into 
referral hospitals. It is also proposed to establish 5 
new referral hospitals, and to strengthen the existing 
referral hospitals and to provide dental services at 
these hospitals. Under the Minimum Needs pro
gramme, 23 Primary Health Centres are proposed to 
be upgraded to 30 beded hospitals for providing 
better facilities to the rural areas. An additional 
amount of Rs. 3000 /· per P.H.Cs. is being given since 
the beginning of the Fifth Plan. Proposals for 
augmentation of the staff ;tt the sub-centres of the 
PHCs and the provision of buildings at all the 786 
sub-centres of the PHCs are contemplated. 

(ii) Medical Services 

3.13 Pre-Plan Era.-Prior to independence, six 
districts of the present Gujarat State Surat, Dangs, 
Kaira, Broach, Panchmahals and Ahmedabad formed 
part of the old Bombay province while the rest of the 
territory was under various princely States. Follow
ing the merger of the ~tates, about 200 hospitals and 
dispensaries of these states were taken over by the 
provincial Government and at the end of December, 
1947, there were 781 hospitals and dispensaries in 
the Bombay province, inclusive of institutions run by 
local bodies, private aided, private non-aided institu
tions and those run by municipalities. The total 
number. of hospitals and dispensaries rose to 1217 by 
the end of 1948. In !1948, the total bed strength of 
the entire province was 9146 of which 1919 beds were 
of the Gu jara t area, Beds in the districts merged 
were however not included in the total. The number 
of beds in the State was 9792 in 1949, of which the 
Gujarat area bad 2:?.86 beds, inclusive of those of the 
merged states. 

Kutch was a separate State before independence 
and was under the direct control of the Central 
Government in 1948. At the time, Kutch had 6 
hospitals and 14 dispensaries. The first hospital at 
~huj h(\d been ~stablished in 1949. 

The medical institutions in the Saurashtra area 
were under the control of the Stare of Saurashtra 
between 1948 and I 956. Prior to the formation of 
Saurashtra, ·different princely states ot tjle rep:ion had 
d~veloped their .own medical facilities and Jar~~ sized 
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hospitals with full facilities for treatment came to be 
set up ~der the aegis of the States, at centres like 
Rajkot, ·runagadh, Bhavnagar and Porbandar. At 
the time of the reorganisation of States on 1st Novem· 
ber, 1956, Saurashtra had 119 hospitals and dis
pensaries and Kutch had 45 medical institutions. 
The eventual position under the bilingual Bombay 
State after re-organisation was as under :-

Old Bombay State 
Kutch 
Saurashtra 
MarathaWad 
Vidharbh 

TABLE 3.2 
No. of Hospitals and 

·Dispensaries 
1314 

45 
119 
65 

193 

Total: 1736 

The number of beds in the Gujarat, Kutch and 
Saurashtra areas as on 31st December 1956 was 6483, 
distributed regionwise as under :-

Gu;arat 
Kutch 
Saurashtra 

TABLE 3.3 

Total 

No. of beds. 
3723 
415 

2345 

6483 

There was no medical college in the Gularat 
region before 1946. The existing 'B. J. medical 
school with the associated Civil Hospital, which was 
training for the students licentiate course since 1879 
was coiwerted into a medical college in 1947-48 with 
50 seats. A new medical college at Baroda with 40 
admission was started in 1949. 

3.14 First Plan.-The first plan mainly envi
saged the establishment of medical colleges. expansion 
of existing hospitals and opening of new ones and the 
increase in the number of beds. A total expenditure 
of about Rs. 44.16 lakhs was incurred on various 
schemes implemented during the plan period as 
a11:ainst the total provision of Rs. 65.16 lakhs. 

The number of admissions at the B. J. Medical 
College, Ahmedab34 was ra.ised to 60 in i 952 and to 
I 00 in 1954. The intake capacity of the medical 
college, Baroda was also raised. to 60 in 1952. A 
"~'" medical college at Jamnagar was established in 
1955 with 60 aqnual admissions. During t].e iir~t 
Plan the following medical institutions were e•tab
lished. 



Hospitals 
Mental hospital 
Dispensaries 
Mobile dispensaries 

5 
1 
4 
7 

, total of 613 beds were added in the various 
al institutions. 

.15 Second Plan.-The programme of expan
Jf institutional medical care continued during the 
d plan also and the following facilities were 
ised :-

Mental hospital 
Hospitals 
Dispensaries 
T. B. hospital 
Maternity home 
Mobile dispensaries 
V. D. mobile unit 

1 
4 

10 
1 
5 

11 
1 

ln all 1931 additional beds were provided at 
various hospitals, T. B. Sanitoria and other medical 
institutions. The admissions at the medical college 
Jamnagar were increased to 100 from 60 duri~g the 
plan period. Iu all, a provision of Rs. 337.81 lakhs 
was made as against which the total expenditure 
amounted to Rs. 387.81 lakhs. 

3.16 Third Plan.-The total plan outlay was of 
Rs. 455-09 lakhs and the actual utilisation was of the 
order of Rs. 457-34 lakhs. During the plan the work 
.of 3 major projects, the construction of the new 
·mental hospital. (660 beds) with staff quarters at 
, Ahmedabad. the construction of the new civil hospital 
'With staff quarters at Mehsana and the remodelling of 
·the civil hospital. Godhra which had spilled over 
from the second five year plan, were completed. The 

·new civil hospitals at Mehsana and Godhra had 
indoor accommodation for 100 and 160 beds respec
tively. 

In the sphere of training of para medical personnel 
significant progress was .made during the plan. Two 
nursing schools with 75 trainees were established at 
Rajkot and Junagadh. One nursing college unit with 
a post basic school was also established at Ahmedabad. 
A scheme for training of X-ray and laboratory techni
cians which was introduced at Jamnagar during the 
Second Plan period was extended to two other 
medical colleges at Ahmedabad and Baroda. By the 
end of Third Plan 211, technicians were trained. 

A Dental College with its own hospital was estab: 
lished at Ahmedabad in 1963 with an annual intake 
capacity of 30. The number of admissions was later 
raised to 50. 

3.17 Annual Plans.-The performance in financial 
terms during this period was as under:-

Year 

1966-67 

1967-68 

1968-69 

TABLE 3.4 

Outlay 

61.88 

93.32 

114.61 

269.81 

Expenditure 

103.71 

92.95 

98.75 

295.41 

The prominent achievements under the three 
annual plans were; 

1966-67 

(i) The net addition of 655 beds. 

(ii) 4 departments were upgraded in the medical 
college, Baroda under the c~ntrally sponsored 
scheme. 

. (iii) . 3 training centres for the condensed licen
tiate. course were opened at Rajkot, Bhavnagar and 
Nadtad. 

(iv) Two general nursing school· with 15 train
ees each were started at Mehsana and Godhra. 

(v) 45 be~s at th~ Civil Hospital Amreli, 100 
beds at the Str T. Hospital, Bhavnagar and 50 beds 
at the Ophthalmic Institute at Ahmedabad 
added. were 

(vi) A Cancer hospital at Ahmedabad with 40 
beds was ·Started. 

A new medical college at Surat was established 
in June 1964 with 50 admissions increased to 60 during 
the plan period. The total number admissions to the 
different medical colleges was raised from 280 to 535 
during this plan period. With a view to maintain the 
ratio of beds to students in teaching hospitals. 220 beds 
were added at the Civil HospitaL Ahmedabad. 129 at 
the I.G. Hospital. Jamnagar and 125 at the S.S.G. 
Hospi131. Baroda. raising the total bed strengt~ to 790. 
500 and 567 respectively at these hospitals. Sixteen 
hospitals and 32 rural dispensaries were added during 
the third plan and the net addition to the bed strength · 1967-68 
of medical institutions was 2276 out of which 1092 (i) 
'Were at the rural hospitals and dispensaries. Two hospitals and two dispensaries were set up. 
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(ii) 55 beds were added at various institutions. 

(iii) The teaching hospital at Baroda was 
.equipped with a medical record department. 

(iv) An additional training centre for condenced 
licentiate course was started at Navsari. 

1968-69 

(i) Two hospitals (Rural) and 6 rural dispen
saries were organised. 

(ii) 300 beds were provided in the different 
hospitals. 

(iii) The Cancer Hospital, Ahmedabad was ex
p_anded by increasing the bed strength 40 to 75. 

3.18 Fourth Plan.-The following were the main 
features of the performance during the period; 

(i) The seats at the medical colleges at Baroda, 
Jamnagar and Surat were raised to 140, 175 and 
100 respectively. 

(ii) 200 beds at Civil Hospital, Ahmedabad and 
400 beds at Civil Hospital, Surat were increased. 

(iii) Under the centrally sponsored scheme the 
department of medicine at B. J. Medical College, 
Ahmedabad and the departments of pathology and 
pharmocology· at the M. P. Shah Medical College, 
Jamnagar were upgraded. 

(iv) A psychiatric clinic was established at the 
Civil Hospital, Ahmedabad also under the centrally 
sponsored scheme. 

(v) Mobile hospitals at the Medical College, 
Baroda and the M.P. Shah Medical College, Jam-
nagar, were established. · 

(vi) The departments of oral surgery and ortho
dontia at the Dental College, Ahmedabad, were 
upgraded. 

(vii) A school for Physiotherapy with 10 seats 
alongwith an orthopaedic workshop was established 
at the S.S.G. Hospital, Baroda. 

(viii) The Post basic nursing school at Ahmeda
bad, was converted into the Post basic nursing 
college. 

(ix) During the Fourth Pian period, 4 new hos
pitals at Gandhinagar, Umarpada, Tharad and an 
ophthalmic hospital at Rajkot were established. 
Besides, 3 dispensaries at Modhera, Lasundra and 
Unai were started. 

(x) The Cottage. hospitals at Jambusar and 
Tharad were converted into Referral hospitals. 
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(xi) During this plan period 6 ophthalmic units, 
6 orthopaedic units and 6 paediatric units were 
established with 20 beds each . 

(xii) In all, 938 beds were added over and above 
the addition of beds in the teaching institutions and 
12 units established. 

(xiii) 18 X-ray machines and 22 ambulance cars 
were provided in different hospitals. Besides, 12 
blood transfusion service centres were established 
and in all district head quarter hospitals, dental 
clinics were started. 

(xiv) One Cancer treatment centre with cobalt 
unit at the S.S.G. Hospital, Baroda was also 
started during the fourth plan. 

3.19 Fifth Plan.-The fifth five year plan envi
sages an outlay of Rs. 829.09 lakhs for the medical 
section. The distribution of outlay by major groups 
is as under:-

TABLE 3.5 

(Rs. in lakhs.) 

Fifth Plan Outlay 

Medical relief 489.00 

Education 150.09 

Training 31.00 

Ayurvedic 154.00 

Homoeopathy 5.00 

Total 829.09 

Among the key targets for the plan is the proposed 
increase of 1460 beds: 15 X-Ray machines and 30 
ambulance vans . are expected tO be provided during 
the plan. The setting up of dental clinics at the taluka 
hospitals and the provision of specialists in the district 
hospitals are other major items. It is also proposed to 
upgrade 20 more departments for postgraduate medical 
education during the Fifth Plan. 

The following table indicates the outlays on health 
programmes during the different plan periods. (Table 3.6) 



TABLE 3.6 

Outlay~ on Healtll. Program'IM 

(Rs. in lakhs) 

Sr. No. Plan Stat<• 

1 2 3 

I. Ist Plan 96.16• 

2. lind Plan 565.19 

3. IIIrd Plan 982.77 

4. 1966 to 1969 722.89 

6. IVth 800.00 

6. Vth 1841.00 

Centrally 
Sponsorred 

4 

N.A. 

@145.18 

229.02 

867.02 

3700.00 

4222.00 

Total 

5 

96.16• 

710.37 

1211.79 

1589.91 

4500,05 

6063.00 

Remarks, 
jf any 

6 

.. 

Note-• Of the total of Rs. 96.16 lakhs Rs. 31..00 lakhs are of Health section excluding the outlay for the areas of Saurashtra 
and Kutch. 

@Only the outaly for Medical Section is given as the outlay for Public Health Section etc. is not available. 

TABLE 3.7 

A break up of plan outlays itemwi8e, ha8 been presented for the third and subsequent plan4 in the table bc>low :-

(Rs. in l.akhs) 

IIIrd Plan 1966 to 1969 IVth Plan Vth Plan Remarks 

Sr. No. Items Approved Expendi- Approved Expcndi- Approved Expendi- Approved 
outlay ture outlay ture · outlay ture outlay 

1 2 3 4 5 6 7 8 9 10 

1. "Minimum Needs Programme 70.00 28.90 16.84 13.04 30.00 35.12 591.70 
2. Control of Communicable diseases and F.P. 553.23 504.22 1194.93 1140.00 3700.05 3612.84 4316.86 
3. Hospital and Dispensaries 180.00 108.80. 61.60 60.06 283.00 303.36 606.95 
4. :Medical Education and Research 183.45 213.78 176.15 210.38 209.00 329.01 159.39 

5. Training Programme 78.25 34.11 17.07 12.35 60.00 19.19 102.40 

6. IBm and Homeopathy 28.36 25.94 50.30 40.12 80.00 56.67 159.00 

7. Other Programme 118.50 144.67 83.02 66.85 138.00 84.34 126.70 

TOTAL 1211.79 1060.42 1589.91 1542.80 4500.05 4440.53 6063.00 

TABLE 3;8 

A 6tatistica.l overvitw of tlte progress acltieved during the different jive year plaWJ in term of specific parameters of 
progrWJ, in tile spheres of preventive and curative healtll servicess, is attempted in the folluJOing tahleH. 

Programme 

1 

1 No. of hospitals and dispensaries (-Rural) 

2. No. of hospita.Is -and dispensaries (Urban) 
3 Total number of bellR (a) Rural 

(b) Urban 
4 {a) Government 1\led.ical Colleges 

(b) Annual admissions · 

(c) Dental Colleges 

16 

Achievements (cumulative) 

lot Plan 2nd Plan 3rd Plan 
2 3 4 

332 338 344 
277 280 288 
408 2339 3041 

N.A. N.A. 8228 
3 3 4 

320 380 635 .. 1 

Targets for 
IHh Plan 

4th Plan (Additional) 
5 6 

395 78 
293 7 

4298 1370 
10860 1344 

4 
725~ 10 

1 



5 

6 

I 

(d) Annual Admissions 

(a) No. of registered nurses 

(b) :No. of re.[!istered midwifes 

(c) N~ of rt:gistered nurses 

(d) No. of dentists registered 

(e) No. of nux. nurse mfws. registered 

(f) No. of health visitors registered 

Control of di~eases : 

(a) N~IEP (i) Units 
(ii) Population covered 

(b) Leprosy control progmmmc : 

(i) Control Cnits 
(ii) ~ET centre~; 

7 ']', B. Control Programme : 

(i) BCG Tubel'Ctlline tcst.c·d 

(ii) Persons \'accinated 

(iii) BCG Direct vaccinated 

8 N. 8. E. P~ 
(i) Primary vaccinations 

(ii) Revaccinations 

TAllEL 3.8 (Contd) 

·2 

N.A. N.A. 

N.A. ~ 

N.A. 7 

N.A. 264 

N.A. 20 

N.A.· 5 

N.A. 19.5 
N.A. 20.6 

3 
71 

4594879 1918404 

1265031 679743 

Nil 983569 

44819JO 

26769596 

4 5 6 

50 50 50 

6001 9354 3500 

670 30·11 N.A. 

779 3839 N.A. 

28I 513 200 

810 3427 N.A. 

80 . 413 NA. 

19.5 19.5 N.A. 
24.2 28.6 N.A. 

3 3 1 
71 110 50 

148I37 71963 

36590 I6172 

4459422 2934504 

5244372 4957249 
8865138 83934:!4 

* Includes 100 :,eats of tlte .\luniciptll medical Colle:ge, Ahmedabad. 

Class of Hospitals 

I 

1. State Public 
2. State Special 
3. Local and l\Iunicipnl 

' 4. Private aided 
;). Private nonaidcd 
6. R.ailwa_n:1 
7. ·Subsidised 

Total 

TABLE :i.9 

'Total Dltlmbcr 
as on 1-1-60 

(for· the 
Gujnrnt area) 

2 

334 
14 

210 

33 

333 
10 

173 
III6 

Total number Total number 'l'otal numbct· Total number 
ns on 31-12-60 ~as on 31-12-66 as on :H-12·6~ a~ on31-l:!-73 

(after the tOr·· 
nv1tion of 
Uujarat Stuto) 

3 4 5 6 

35~* 115* 130 162 
17 '21 21 2I 

225@ 4~9@ 5:?4 774 
34 49 62 64 

:!33 382 383 383 
II 22 22 22 

177 1~5 IS5 1S5 
11211 ]9-·~ -·· 1332 HHl 

* There is sharp r~duction in these two figures b.1Muse a large num )er ·of 1m~dic.al in titntions .. ,ere transfered to the Districti 
Panchayat in 191•3. 

. TABEL 3.10· 

Distribution of G01.:ernmenl Hospital& according to bCtl -~trengt!t 

Range. No. of Govemment hospitalg, % to total No. of Beds % to total 

1-24 40 30.4 511 4.1 
25-49 35 26.7 1159 9.5 
50-99 29 22.1 1875 15.2 
100-199. 12 9.2 1677 I3.7 
200-299 6 4.6 1269 I0.3 
:!00-499 3 2.3 1151 9.4 
500-999 5 3.8 3303 26.9 
1000-& above I .8 1339 10.9 

131 100 12284 100 

17 
H-867-5 



4. HEALm SERVICES ORGANISATION IN GU.JARAT 
AN OVER-VIEW 

4.1 The State of Gujarat came into existence in 
May. I 960. At the time of the bifurcation of the bi
lingual State of Bombay of which Gujarat was an 
integral part, the health services at the State level were 
headed by two independent heads of departments, the 
Director of Public Health in charge of the Public 
Healtli organisation and the Surgeon General at the 
head of the medical wing. The same pattern continued 
for some time in Gujarat after the formation of the 
state. In 1961. however both the departments were 
brought under a single Director of Health and Medical 
Services who was in overall charge of all activities relat
ing to public health, medical services and medical 
education and research. This arrangement persisted 
till recently when a separate Directorate of Medical 
Education and Research was established. 

4.2 At the regional level formerly there were 
Regional Assistant Directors of Public Health under the 
composite Bombay state. These posts were later up
graded into those of Regional Deputy Directors of 
Public Health Services in 1968. Two regional offices 
were continued at Rajkot and Baroda after the forma
tion of the new Gujarat State. The regional organisa
tion was however wound up in 1968 as a measure of 
economy. On the medical side however there was no 
regional organisation at any time. 

4.3 At the district level each district had a District 
Health Officer in charge of all health activities and a 
Civil Surgeon in charge of the Civil Hospital and other 
medical instituti6n in the district. Both were of equal 
status and independent of each other. All the district 
level staff was under the State control till 1963. when 
the District Health Officers were placed under the juris
diction of the District Panchayats. On the medical side 
however the civil Surgeons have remained under State 
Control the Primary Health Centres in the State have 
also passed under the sphere of influence of the Dis
trict. Panchayats. _On the medical side out of 304 dis
pensaries and hosritals in 1963, 186 were transferred 
to the District Panchayats. 

4.4 Onerationally a comprehensive network of 
health services has been developed from the district 
down to the villages of each of the 250 blocks in the 
State under a multi-tier health services organisation. 

First tier of Service.-In each development block 
a primary Health Centre with an attached Rural 
Family Planning Centre has been established with 

sub-centres at the rate of one for every 10,000 popu
lation. These Primary Health Centres and sub
centres provide both preventive and curative health 
services including maternity and child health and 
family planning, school health and environmental 
sanitation services. Each P.H.C. has ~o beds for 
medical emergencies and medicolegal cases, in addi
tion to four maternity beds. 

The State has 251 such Primary Health Centres 
each of which covers. on an average a population of 
80,000 to 1,00,000. 

Serond tier of Service.-At the second tier are 
referral/ cottage hospitals established at the rate of 
one for half a million population or four to five Pri
mary Health Centres. They serve as referral centres 
for the PHCs and by themselves provide, in addition 
to the services rendered by PHCs. better diagnostic 
and specialists services. In the State there are at pre
sent 18 Referral hospitals with an average bed 
strength of 50 and about 50 cottage and other hospi
tals with the bed strength in the range of 15 to 30. 

Third tier of Service.-The third tier is formed 
by the District or Civil Hospitals providing higher and 
specialised types of services, both diagnostic and cura
tive. There are twenty such hospitals. 

Fourth tier of Service.-The fourth tier is formed 
by the teaching hospitals attached to the four medical 
colleges. Such hospitals provide sophisticated ser
vices in several specialities both medical and surgical. 

4.5 A brief review of the progress achieved in 
specified areas is set out in the following paragraphs : 

(i) During the decade 1961-71 the rate of 
growth of population was 2.94% per annum in 
the State. A massive effort was thuS called for, 
to bring down the birth rate to 25 per 1000 
popul~,~tion within as short a time span as possi
ble. The present growth rate is about 41 per 
1000 population. To achieve this 9bjective family 
planning services have been organised through 
a net work of 150 Urban Family Planning 
Welfare Centres run by Government, Voluntary 
organisations and Local Bodies with grants-in
aid. Besides there are 250 Rural Family 
Planning Centres with 1144 sub-centres mostly 
under the control of the District Panchayats. 
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With a view to provide facilities for free sterili
zation operations among women, 622 additional 
beds have been reserved for tubectomy opera
tions in the hospitals run by the ~ Government, 
voluntary organisations and local bodies. There 
are also Post-Partum Units attached to the 6 
Government hospitals at Ahmedabad (/), Baroda 
(2), Jamnagar (1), Surat (/) and Rajkot (1) and 
two hospitals of the Ahmedabad Municipal Cor
poration. l3 more Post-Partum units have been 
sanctioned recently in 13 other- Government 
hospitals where more than 1000 deliveries are 
normally conducted annually. 

Sterilization operations have proved quite 
popular with the public in recent times as is 
evident from the following statistics :-

1957-1966 

1967-1972 

1,46,809 operations 

7,65,839 do 

Two Regional Family Planning Training Cen
tres have been set up at Ahmedabad and Rajkot 
for the training of various ,categories of family 
plannin11; staff. 

For the implementation of the Medical Ter
mination of Pregnancy Act 1971, in the State, 
66 Government. 24 run by the municipal corpor
rations, 6 under other local bodies. l3 con
ducted by voluntary organisations and 112 
private medical institutions· i.e. in all 221 have 
been recognised by August end 1975. 126 
Government doctors and 168 other doctors nave 
been recognised for performing M. T. P. 

(ii) Rural Health Services.-As pointed out 
earlier, the Primary Health Centres have been 
established in each of the development blocks. 
These, along with their 786 sub-centres form the 
nucleus of the rural medical services. The mini
mum staff provided at each Primary Health 
Centre consists of :-

Medical Officer (Class II) 1 

Compounde1· ~ 1 

Nurse /Health viSitor 1 

Auxiliary Nurse Midwife 4 (1 for main cen· 
trc & 3 for subi 
centres} 

Sanitary Inspector 1 

Class IV 4 

At the headquarters of the Primary Health 
Centre, there is a dispensary and six beds. Facili
ties are also available for holding ante-natal, 
infant and preschool child and F. P. clinics. 

During the IVth plan period, steps were taken 
to strengthen gradually the existing Primary 
Health Centres by increasing the bed strength 
from 6 to 25. A beginning has been made in 
the State in the tribal and backward areas by 
upgrading 7 P. H. Cs into 25 beded rural hos
pitals by the end of the fourth Plan. Likewise 
in order to provide better epidemic control 
measures, environmental sanitation and Labora
tory services in the rural areas, a programme has 
been launched in the backward ~areas~, of pro
viding Epidemic Cells in P. H. Cs. During the 
IV plan 35 such Epidemic Cells have been pro
vided. In addition -to the PHC network a large 
number of other medical institutions have come 
up in the rural areas both under governmental 
sponsorship and at the initiative of the Pancha
yats. In all there are 52 government dispen~ 

sarles. 315 Panchayat dispensaries. 280 Ayurve
dic dispensarieS. 14 mobile dispensaries, 185 
SMP Centres. · 11 maternity homes. 78 Child 
Welfare centres and several grant-in-aid institu
tions. Voluntary organisation have also contri 
buted handsomely towards the organisation of 
rural medical relief in the State. An idea 
of the districtwise coverage of medical facilities 
as in 1969 can be had from the following table. 
(Table 4.1) 

TABLE 4.1 

Sr. Name of District No. of Population No. of viHages havinf;t 
No. inhabited 

villa~es. . Dispen- Hospitals Maternity Child Health F. P. Centre. 
sarles Homes Welfare rentr~s 

Centres 

I 2 3 4 5 6 7 R 9 10 -
1 Jamnagar 706 718936 61 3. s. 7 35 38 

2 Rajkot 859 10008~6 113 4 10 9 40 47 

3 Surendranagar 648 617135 76 3 II 2<0 23 36 

4 Bhavna.gar 879 955671 123 1 13 17 ~4 45 

5 Amreli .~~- 6799~4 93 I :; , . .5 2~ 37 
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1 2 3 4 5 

~ Junn:radh 1092 1170736 123 

7 Kutch 900 035315 112 

s Banasknntha 1351 1145794 38 

9 Snha1·kantha 1386 1083674 70 

10 :\I{·h~tnn 1084 170359:{ 16 2 

11 Gnndhinll!!'llr 75 176587 13 

12 ·Ahm<'dnhad 674 964493 82 

1:! KhNln 957 19()2357 142 

14 P:m<'hm"'hnlf- 1903 16416:ll 35 

15 Vndocb.ra 16i7 1376860 144' 

16 Bhnruch 11:!7 916587 87 

17 Surnt 1218 1184272 -I) 

18 Val sad S23 1172326 70 

19 Dan~ 311 94185 5 

Total .. JS275 19200975 1629 

A noteworthy feature of the scheme -of rural 
medical relief is the establishment of the centres 
of Subsidised Medical Practitioners in villages 
wllere medical facilities are not easily available. 
Registered medical practitioners of the allopathic, 
ayurvedic or other systems of medicine are 
granted a subsidy to induce them to settle in rural 
area and are entrusted with the' responsibility of 
rendering medical relief to villages within a radius 
of about five miles of the eentre. Annual grants 
for drugs and medicines, contingent expenditure 
and a permanent travelling allowance are pro
vided for. The overall administrative control 
over the centres has since been transferred to the 
District Panchayats. Sanctioning of additional 
centres has been stopped since 1963 and the 
existing centres are closed as and when the posts 
fall vacant. 

(iii) Intensive Health and Medical Care to the 
Rural Population.-The scheme for intensive 
health and medical care to the rural population 
-Task Force Scheme-has now been started in 
all the districts in the State in selected talukas. 
The main objective of the scheme is to render 
curative and preventive medical aid to the rural 
population economically. by taking health ser
vices almost to their doors. This is sou,:!ht to be 
achieved firstlv by chalking out for each oublic 
health worker whether he be a F.P. worker. a 
malaria worker or a vaccinator. a time bound 

20 

6 

I 

10 

8 

10 

13 

2 

22 

G 

:J 

12 

I 

107 

7 

14 

17 

l:Z 

19 

3>' 

4 

10 

6:! 

19 

58 

12 

22 

17 

3 

3[>4 

3 9 10 

8 43 59 

16 22 44 

4 20 37 

2 35 54 

3 5fJ 77 

! 3 7 

9 26 32 

=~={ 65 75 

2 69 62 

l:l 64 48 

2 50 52 

3 47 45 

7 41 39 

9 8 

------------------------------
161 714 842 

area marked and target oriented programme. 
The· existing single purpose schedule of work is 
sought · to be changed to multi-purpose work. 
Thus when a worker visits a village he will have 
to attend to diverse duties and functions under 
different programmes. The existing territorial 
jurisdiction of a worker will be redefined in such 
a way that he has to cater to a population of 
5000 to 7000 and cover an area within 5 kms. of 
his headquarters. Secondly, Medical Aid Centres 
will be fixed so that there \Viii be one medicll 
aid centre within a radius of a maximum of 
5 kms. This is to be done by utilising all avai
lable medical personnel in the districts. The 
date and time at which medical aid will be avai
lable at the-centre will be fixed and published in 
advance. 

Under the above scheme the services of the 
following staff are to be utilised :- . 

(i) Medical Officer of Primary Health 
Centre. 

(il) Medical Officer of the Rural F. P: 
Centre. 

(iii) Medical Officer of dispensaries. 

(iv) Medical Officers from the District 
hospitals to the extent, they can be made avai
lable. 



(v) Sanitary Inspectors. 

(vi) Block Extension Educators (Family 
Planning). 

(vii) Malaria Surveillance Inspectors. 

(viii) Malaria Surveillance Workers. 

(ix) Vaccination supervisors .. 

(x) Vaccinators. 

(xi) Field Workers (Family Planning). 

(xii) Medical interns. 

(iv) Control 9! Communicable Diseases.
Closely related to rural medical care is the 
problem of control of communicable diseases 
which take up a good deal of the time of the 
medical personnel in rural areas. Measures on 
a large scale are required to be undertaken to 
bring down the incidence of such diseases and 
pave the way for their eradication. 

(a) National Malaria Eradication Programme.-
Malaria control measures were started in the hyper 
endemic areas of State since 1953. From the year 
1958, the National Malaria Eradication Programme, 
has been undertaken throughout the State. The 
salient features of the eradication programme are (i) 
spraying dwelling place with . a suitable .. ins~icide, 
normally twice in a year (ii) case detection z.e. sur
veillance operations throughout the State by fort
nightly visits through special surveillance s~ff. TII_e 
State is divided into 19.1/2 N.M.E.P. umts. eacn 
covering roughly one million population. 

The present position regarding . anti-malaria 
measures is as under:-

Insecticide spray:~As mosquitoes in most of the 
area of the State have now by ·become resistant 'to 
DDT which is the insecticide generally used under 
the NMEP and some areas have illso become resis
tant to BHC, Malathion has been used. 

(b) National Filaria Control Programme.
Filaria is restricted mostly to the coastal areas of 
South Gujarat and Saurashtra and is mostly an UJrban 
problem. Control measures are mainly confined to 
anti-larval oiling at regular intervals. There are s1:vell 
Filaria Control units. 

(c) National T. B. Control programme.- Till 
recently hospitalisation for treatment of cases was the 
known measure in vogue for the control of tubercu
losis. Now the concept of treatment has changed and 
domiciliary treatment of tuberculosis cases near 1their 
homes through the staff of District T. B. Centres and 
the Primary Health Centre Staff, is the accepted 
policy. For this purpose the multipurpose T. B. 
workers wherever they exist and the PHC staff viz. 
A.N.Ms detect T.B. cases and refer them to PHCs imd 
other dispensaries which are being developed as treat
ment centres. . 

In the State there are at present 15 District T.B. 
Centres as per the pattern of the Government of India 
in all except three districts. In these 3 districts, there. 
are T.B. clinics with smaller staff. 

(d) National Leprosy Control Programme.
Leprosy is not a serious public health problem in the
State. Of the estimated 47,000 cases of Leprosy in
the State, three fourths are non-infectious. The inci
dence is comparatively high in the southern dis!Jricts. 
of the State viz. Silrat, Bulsar, Dangs, Broach, Panch
ma:hals and Baroda. 

For -the control of leprosy there are 5 leprosy 
hospitals in the State with a total bed-strength of 745. 
There are also 4 Leprosy Control Units and in addi
tion there 'are 130 Leprosy Survey Education - Treat· 
ments units. 

(e) National Smallpox Eradication Programme.
·ne National Smallpox 'Eradication Programme was 
started in the State, in 1962, with the objective of 
the elimination of clinical cases of smallpox. The 
attack ·phase of the programme was completed by 
1966 and the programme has since entered the main
tenance phase. :lbere are at present 4 vaccinators 
per block. The armual target given to each vaccinator 
Is 46 ·pnmary ·va-ccinations 'per f<ioo popnlatioJ?- and 
33% revacCinations. 

Surveillance-Case detection.~e survelliance 
worker is provided for every 10,000 populatio~ ·and 
one Surveillance Inspector for every 4 surveillance 
workers for . supervision. Ever}' surveillance worker 
visits each village in -his charge ·once in 15 'days and 
takes blood smears of all fevei"' cases ai:Jd . seilds them 
to the Unit office for examiilation. The worker ·also 
at the same time gives to the fever cases 4 ·cbl6roquiue 
tablets for -initial treatment. After the slide is exa
mined at 'the unit headquarters ilild if is fonnll posi
tive for malaria, -the Surveillilftee lnspeetar and the 
Malaria Inspector arrange for further treatment for 5 
days with Primaquihe tablets. 

The disease has started showing a ·downward trend 
.J~ince 1969 ·and. from -197-l the transmission of the 
. disease has been completely intercepted. However, 
the emphasis on the vacGination ,programme ·bas been 
maintained. Please ·see table below : 
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TABLE 4.2 Vaccinatjon 

Year Primary Revaccination 
1968 1104817 946007 

1969 1095792 5157825 

1970 1124698 2138438 
1971 1311885 2275636 

1972 1277282 2384634 

(f) National 1rachoma Control Programme.
The prevalence of trachoma is very hlgh in the 
Saurashtra districts and in the North Gujarat areas. 
The prevalence rate varies from 11.4% in the Dangs 
district to 79.2% in the district of Banaskantha. 
Trachoma control measures were started in Gujarat 
State on a pilot basis in 1958. As in the cases of the 
other National Programmes, the trachoma programme 
was also started on a unifunctional basis by providing 
separate staff. But from the beginning of the IVth 
Plan, this work has been integrated with the general 
health work entrusted to the PHCs staff. The staff of 
the PHCs, distribute eye ointment tubes in their areas 
under the general supervision of the supervisors who 
look after the work in the areas of four P.H.Cs. 
Tracnoma Control work is undertaken by 231 of the 
·Primary Health Centres of the State. 

4.6 Other H ea/th Services.-(i) Vaccine I nsti
tute. Baroda.-To meet the various requirements of 
vaccines in the different parts of the State, a full
fledged Vaccine Institute has been established at 
Baroda. It is now in a position to meet the entire 
requirements of anti-rabic vaccine of the State. Steps 
are under way to start the manufacture of other life 
saving vaccines. 

(ii) Public Health Laboratories.-There is one 
State Public Health Laboratory at Baroda, a Regional 
Public llealth Laboratory at Bhuj and a District 
Public Healtn Laboratory at Palanpur. These Labo
ratories undertake chemical and bacteriological exa
ntination of water and food samples under the Pre
vention of Food Adulteration Act The State Public 
Health Laboratory, Baroda also undertakes research 
work for the prevention of Air and Water pollution 
.attributable to industrialisation. 

(iii) Rural Health Training Centres.-There are 
4 Rural Health Training Centres at Bavla, Padra, 
Aliabada and Sachin whlch impart pre and in-service 
training for health personnel and pre-medical intern
. snip training for· the medical students. ·A Sanitary 
·Inspectors' class is also conducted at the Rural Heatth 
Training Centre, Bavla and the training of Basic 
·Health Workers' under the scheme for the unem
·ployed was also undertaken at Aliabadi1 and Padra. 

4. 7 E.S./. Scheme.-The E.S.I. Scheme was 
started in the State in the city of Ahmedabad, on 2nd 
October, 1964. Subsequently the scheme was extended 
to the following 13 mofussil centres covering in all 
3,96,300 employees family units. 

1. Rajkot 8. Porbandar 
2. Wankaner 9. Nadiad 

3. Cam bay 10. Jamnagar 
4. Petlad 11. Dhrangadhra 

5. Morvi 12. Baroda 

6. Bhavnagar 13. Surat 

7. Kalol 

The Scheme has 'its own diagnostic centres as 
under:-

1. ESIS General Hospital, Bapunagar, Ahme
dabad. 

3. ESIS Diagnostic Centre, Rajpur-Hirpur, 
Ahmedabad. 

3. ESIS Diagnostic Centre at Baroda. 

In addition, diagnostic facilities at other Govern
ment, Municipal, and private hospitals have also been 
made available at Ahmedabad and other mofussil cen
tres. There are 20 such diagnostic centres in the State 
and the insur'l<l and their family members are referred 
to these diagnostic centres. for examination and 
diagnosis by specialists and for X-Ray and Labora
tory investigations as and when needed. 

Dispensaries.-The Scheme has set up its own 
dispensaries at all centres. In addition to these dis
pensaries, Insurance Medical Practitioners, (panel 
Doctors) have also been appointed to cater to the 
needs of the insured residing in areas, where service 
dispensaries could not be established .. 

The Scheme has also provided a Mobile. Dispensary 
for medical care of . the insured residing in villages 
round about Ahmedabad, where qualified medical per· 
sonnel are not available for appointment as panel 

·doctors. 

There are 82 service dispensaries in the State under 
the Scheme. ·In Ahmedabad, 2,35,000 ~mployees · are 
provided .the benefit of full medical care and 1,61,300 
employees in the mofussil ·centres are provided expanded 
medical ·care . 

· Hospitals and Beds.~ There are two ESIS hospitals 
in Ahmedabad, one 500 bedded ESIS general hospital 
at Bapunaga~ and another ESIS chest diseases hospital 
at Naroda with 200 beds. The Scheme has also started 
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.a 12 beddee indoor ward attached to the ESIS diagno- Moreover, an advisory committee has also been 
stic centre at Baroda. In addition, 543 beds are also sanctioned for each ESIS dispensary, in Ahmedabad 
reserved in Government and. non-Government institu- . and in the mofussil centres. 
tion at different centres for indoor treatment of the 
insured. 

Medical Store.-The ESI Scheme has a central 
. medical stores in Ahmedabad. There are other sub
·stores in Ahmedabad, which supply medicines pres

. cribed by panel practitioners to the insured persons. 
A medical store is also maintained by the scheme at 
each centre in the dispensary, where sufficient stocks 
are held. 

Ambulance.-The ESI scheme has its own ambu
lances at Ahmedaoad, Baroda and Surat. At other 
mofussil centres, arrangements for the use of the ambu
-lances of the other medical institutions on payment of 
charges as fixed, have been made. 

Committees.-Government has constituted the fol
.lowing committees for the E.S.I. Scheme: 

(i) Allocation Committee for appointment of 
panel doctors. 

(ii) Medical Service Committee for looking into 
complanits against panel doctors. 

(iii) Pharmaceutical Committee for pharma, 
copia of drugs. 

(iv) Local purchase Committee for purchase of 
·Jirugs locally. 

Staff.-Medical and para medical staff at the ESIS 
dispensaries and hospitals are being sanctioned by the 
Government on the basis of yardsticks prescribed by 
the E.S.I. Corporation . 

Ceiling of expenditure.-The E.S.I. Corporation 
has .laid down norms for treatment to l.Ps and has fixed 
the ceiling of the expenditure on medical care as under 
with effect from 1st April, 1974. 

(i) Restricted medical ' care Rs. 63 per annum 
per emplo
yee family 
unil 

(ii) Expanded medical care Rs. 70 -do-

(iii) Full medical care Rs. 85 -do-

The expenditure on the scheme is shared between 
the ESI ·Corporation and the State Government in the 
prescribed raito of 7: 1. The ESI Corporation contri· 
butes a ith share of the expenditure if it'is within rhe 
ceiling fixed by the Corporation for various types of 
medical care. Any expenditure above the ceiling has 
to be borne by the State Government entirely. The 
expenditure on capital construction for the building of 
hospitals and dispensaries is entirely borne by the E.S.I. 
Corporation. 



S. FUTURE PATTERN OF HEALTH CARE 
:_A BROAD APPROACH. 

5.1. The last two decades and a half have wit
nessed dramatic changes in the field of medicine, 
especially in the techniques of iliagnosis and treatment. 
The pattern of diseases has changed and the conven
tional type of fever hospitals and sanatoria have been 
rendered obsolete. The advances in imnnmology and 
the widespread use of a variety of antibiotics, have 
given a new direction to medical practice. Today, the 
general practitioner has to seek the advice of the 
specialist oftener than ever before, because of the in
creasing complexities of the newer therapeutic regimens. 
This has generated a steadily rising demand for sophisti
cat~d training methods, expensive equipment and sup
plies and highly qualified personnel. The costs of 
medical care have escalated in direct proportion. Increas
ing trends of urbanisation and a new awakening on the 
part of the rural masses to the basic tenets of a "a state 
of complete mental, physical and social well-being", 
have imparted a sense of urgency to the programme of 
expansion of health services. The resources available 
are in any event, limited, and it is therefore imperative 
to plan the future strategy with an eye on getting the 
best out of the available inputs of money, materials 
and manpower. 

5.2. Maurice King in his book "Medical Care in 
Developing Countries", set down the imepratives for a 
future plan of action in the form of twelve axioms; 

(i) The medical care of the common man is 
immensely worthwhile; 

(ii) Medical care must be approached with an 
objective attitude of mind, which is free as far as 
possible from preconceived notions exported from 
industrial countries; 

(iii) The maximum return in human welfare 
must be obtained from the limited money and Skill 
available; 

(a) In estimating this return means must not 
be confused with ends; 

(b) Medical care must be adapted to the needs 
of an interemediate technology; 

The pattern of a medical service; 

(iv) A medical service must be organised to 
provide for steady growth in both the quantity 
and the quality of medical care; 
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(v) Patients should be p:eated as close to their 
homes as possible in the smallest, cheapest, most 
huml">ly staffed and most simply equipped unit 
that' is capable of looking after them adequately; 

(vi) (a) Some form of meilical care should be 
supplied to ali the people all the time; 

(b) In respect of most of the common condi
tions there is little relationship between the cost 
and size of a medical unit and its therapeutic 
efficiency; 

(c) Medical care can be effective without being 
comprehensive; 

(vii) (a) Medical services should be organised 
from the bottom up and not from the top doWn; 

(b) The health needs of a community must be 
related to their wants; 

The role of the doctor and those who help him; 

(viii) The role, a doctor bas to play in a deve
oping country differs in many important respects 
from that he plays in a developed one; 

(ix) The role played by aUXiliaries is both 
different and more important in developing coun
tries than in developed ones; 

(x) All medical workers have an educational 
role which is closely linked to their therapeutic 
one; 

(a) Skilled staff members have a duty to teach 
the less skilled ones; 

(b) All medical staff have a teaching vocation 
in the community they serve; 

(xi) In developing countries medical care re
quires tl:ie adaptation and development of its own 
particular methodology; _ 

(xii) Medical care must be carefully adapted 
to ~e opportunities and limitations of the local 
culture; 

(a) Where possible medical services should do 
what they can to improve the non-medical 
aspects of a culture in the promotion of a better 
life for the people; 



(b) Medical care and the local culture are 
closely linked. 

TABLE 5.1. 
Doctor population ratio in different States (1970) 

5.3. A WHO Expert Committee identified the 
following, as the more important of the objectives, the 
attainment of which can be considered essential to the 
proper functioning of health services; 

Sr. No, State Doctor-population ratio 

(i) Comprehensiveness-Comprehensive health 
services must be available for all; 

(ii) Accessibility-Health Services must be 
located within or close to the community which 
will thus be aware of its availability; 

(iii) Quality-Both the health administrator 
and the physician must strive to deliver high 
quality medical and health care; 

I. Andhra Pradesh I 4416* 
2. Bihar · 1 6083 
3. Gujarat 1 4900 
4. Kerala 1 3981* 
5. Maharashtra 1 2592~ 

6. Rajasthan 1 12662 
7. Tamil Nadu 1 3511* 
8. Uttar Pradesh 1 7672 
9. West Bengal I 1747 

10. All India 1 4313 
Figures relate to 1973. 

TABLE 5.2. 

Bed-population ratio for different States ( 1973) 
. 

(iv) Adaptability-Health administrations must
remain dynamic, so as to be able to adapt them
selves to changing social, economic and political 
conditions and to meet increasingiy heavy demands 
on the exi:<ting health services; 

Sr. No. State. Bed population Ratio. 

(v) Ability to influence and interpret---This· 
implies education of the consumer, by the health 
administrators. The consumer in turn is involved, 
not only through expressing his demands, but also 
by participating activeiy, in the determination of 
his own health affairs. 

5.4. Health services as they are structured today 
have by and large failed in measuring up to these 
objectives. The gross di•parity in the standards of 
medical care available at the peripheral areas and the 
teaching institutions is but one of the major inadequa
cies of the system. Inter regional and inter institu
tional variations and overall shortages, accentuate this 
situation. The Health Survey and Planning Committee 
h?d laid· down a standard of one doctor per 3000 f 
3500 persons by the end of the -fourth plan and one 
hospital' bed for every 1000 population, to be reached 
by the end of the fifth plan. Notwithstanding a regular 
programme of adding to the bed-strength at the govern
ment institutions and increasing the intake of the 
medical colleges, during the five year plans, the opera
tive ratio in the State_ at the commencement of the 
fifth plan is 0.54 for beds in the Government medical 
institu!ions. The position however appears to be much 
better. when the beds at the hospitals run- by the local 
bodks and voluntary agencies, are also taken into 
account. The proportion of hospital beds to a !bon
sand heads of the popiilation in the .latter situation, 
works .out io 0.90. TI1e c;loctor pop!Jlation _ratio stood 
at 1 : 4900 in 1970.- Comparable information for 
so;;e of the other States of the Union is present?d in 
the following tables (Tables 5.1 and 5.2). 
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1. Andhra Pradesh 

2. Assam 

3. Bihar 

4. Gujarat 

5. Karnataka 

6. Kerala 

7. Madhya Pradesh 

8. Maharashtra 

9. Punjab 

10. Rajasthan 

I 1. Tamil Nadu 

I 2. Uttar Pradesh 

13. West Bengal 

14. All India 

:Figure re];.,tei; to 196~. 

Beds per 1000 
population. 

0.65 

0.47 

0.20 

0.56 

0.81 

0.92 

0.33 

0.74 

0.60 

0.53 

0.55 

0.40 

0.78 

0.49* 

Inter district divergence in the bed-population 
ratio is also considerable.· The data bearing out this 
situation is tabulated below-Table 5-3. 



TABLE 5.3. 

'Sr. District No. of No. of Ayw:• Beds Total Beds Other Total Ratio 
itl Govt. No. hospls .. bedH . . vedl>eds ratio beds beds 

'disps. PHCs beds · Govt. voL incl-
with exclu- (4+5+6) beds. o1·gn. uding 
beds ding IoeaJ others. 
upgraded those bodie.<J 
PHCs. upgraded etc. 

I 2 3 4 5 6 7 8 9 10 11 

I Ahmedabad 9 2'693 240 60 2993 1.03 2081 5074 1. 74 

2 Amreli II 333 15 66 414 0.·19 36 450 0.53 

3 Kutch 11 497 15 54 566 0.67 160 726 0.85 

4 Kaira 4 255 30 . 150 ~ 435 0.18 1286 1721 0.70 

5 Gnndhinagnr 1 50 ll 12 73 0.36 35 lOS 0.54 

6 Dangs 3 105 12 117 1.24 117 1.24 

7 Jnmnagar 6 1030 60 1090 0.98 166 1256 1.13. 

8 Junagadh 7 767 40 96 903 0.54 616 1519 0.92 

9 Panchmaha1s 8 448 40 126 614 0.33 106 720 0.38 

10 Bana.skantha 5 332 72 404 0.32 84 488 0.38 

ll Broach 5 260 72 332 0.30 284 616 0.55 

12 Bha.vnagar 6 768 70 84 922 0.66 1294 2216 1.58 

13 l\1ehsnna 8 524 20 114 658 0.31 798 1456 0.70 

14 Rajkot 13 106S 31 84 1183 0.73 325 1508 0.93 

15 Bnrorln II 1623 58 84 1765 0.89 329 2094 1.05 

16 Bulsar 7 214 20 96 330 0.23 454 784 0.54 

17 Sn.barkantha. 4 244 10 72 326 0.27 410 736 0.62 

IS Surat 8 713 102 815 0.46 1029 1844 1.03 

19 Surendranagnr 4 360 15 60 435 0.51 290 725 0.85 

Total .. 131 12284 615 1476 14375 0.54· 9783 24158 0.90 

5.5 The draft fifth plan of the country has laid 
stress on the endeavour in health planning to remove 
the rural urban imbalance and extend health care 
facilities to peripheral areas and backward classes. It 
has been estimated that nearly eightY percent of the 
hospital beds are available in the urban centres and 
only the remaining twenty percent are spread O!lt in 
the rural areas; the ratio is more or less the inverse of 
the population spread between rural and urban areas 
in the State. The availability of beds in the rural 
areas is again no indication of the standards of medi
cal care available to the population. Primary· health 
centres and rural dispensaries without doctors and the 
smaller hospitals. inadequately staffed and poorly 
equipped. also contribute to the total number of beds 
in the rural areas. How far these beds are at all 
utilised is not known, but it is generally believed that 
bed utilisation is very poor in the rural sector. 

In the draft fifth plan, the primary objective is 
stated to be the prevision of minimum public health 
facilities integrated with family planning and nutri
tion, for vulnerable groups, children, pregnant and 
lactating mothers, the need to consolidate past gains 
in the various fields of health, such as comrnunicabl~/ 
diseases, medical education and provision of infra
structure in the rural areas. The accent during the 
plan was expected to be on; (i) Increasing the ~ccessi
bility of health servkes to the rural areas; (ii) Correc
ting regional imbalances; (iii) Further development of 
referral services by removing deficiencies in the dis
trict and sub divjsional hospital; (iv) Intensification of 
the control and eradication of communicable diseases 
(v) Qualitative improvement in training of health per
sonnel; (vi) Development of referral services by pro
viding specialists' attention to common diseases in 
rural areas. 
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5 .. 6 In the· cireum~tllnces, J1humin& the exi?ansion 
of· health servi~s to. meet> the. e,merging needs. aqq. thF 
J::ising expectation:> of. th~ communit:y, WOI!I\1 prov~ to 
be a far mor~ complex. exercise than the mere addi
tion of hosp,itais, q~ beds. or manpower; The entire 
spectrum. of health. cart: d~Uvery encompasses a wide 
range of policies and programmes. The inputs and 
the processes for the production of the required ser
vices and bringing about possible reductions in mor
bidity. mortality and disability in the community and 
other int~:r-relationships, need to be clearly under
stood in the first place. A conceptual model of health 
care delivery system. could be delineated as in the 
chart on prepage. 

The infrastructure that sustains the health deli
very system already exists and several institutons 
participate in the process of generation of the nece
ssary inputs. But a positive correlation between the 
production of the inputs and their consumption has 
not been possible to establish.. Seveml studies carried 
out in the Delhi hospitals have brought out the mala
dies that afflict the system. Their applicability per
se, to the local situation may be in doubt, but they 
do indicate unfailingly the direction of corrective 
action. Some of these studies have borne out that 
d.espite the significant increase in medical manpower 
shortages persist at some levels, while some medical 
gmduates have to struggle for want of job opportuni
ties. In the case of the peripheml services. all cate
gories of health worlrers were fpund to be idle to the 
tune of nearly 40% of their time while 15 to 20% of 
time was spent on. tmvel. The gap t)lat exist between 
the production of m;mpower and its optimum utiliza
tion therefore ne.ed to be narrowed down. 

In the hospital sphere, studies have brought out 
that there has been a substantial un!ler utilisation or 
inappropriate use of physical faci.lities and that ~h.e 
system devised fpr outpatient serytces or the. acqmst
tion. and management of stores and supplies, have 
proved inadequaJe. in relation to. the . needs. :~~other 
major finding has been that the mpattent facthttes of 
the non teac)ling general hospitals were being used 
mostly by people from within a radius of five 
kilometers. 

The available evidence also indicates that the 
existing services of the PHCs. are utilised by the 
population Jiving Within a radious of three miles. As 
a result it has not been possible to assess how far 
they have helped in the containment of disease. 
disability and death except in general terms and that 
too for certain specific diseases for the national 
programmes. 

5.7 The problems that are broue:ht to the fore 
thus, are two fold; (i) those that pertain to the larger 

system such as of stmtegy, planning of resource 
requirell)ents. allocations of resources establishing 
linkages between dillerent institutioJll! and prepariQg 
the ground for larger community involvement and (ii) 
problems relating to the activities and processes .in 
each of the many sub-systems of a micro nature. 

5.8 Relevant to the future stmtegy of develop
ment of health services, is a concept which aims at 
adapting the hospital ~stem to local geogmphy and 
demogmphic and epidemiological features, on the one 
hand· and the efficient utilisation of available resources 
on the other. In order that hospitals may be orga
nised, equipped and adequately staffed with qualified 
pers~nnel to handle tbr conditions occurring less fre
quently, they should be so placed as to serve reason
ably large groups of the population. Commonly 
occurring and mild diseases can be treated in less 
lavishly equipped hospitals, placed at the periphesy to 
serve compact local groups of people. This is the 
new idea of 'Regicnalisation' seeking to accomplish 
the organisation and coordination of all health 
resources within a defined ar.ea. The rationale 
behind this idea and the advantages that it offers, are 
evident. 

The regional health services complex will have 
multiple levels of organisation. At the bottom should 
be the health centres catering to a closely knit com
munity. The WHO envisages a population coverage 
of the order of 10;000 at this level. The next higher 
level is ~epresented by a local hospital with 50 to 
100· beds, the population served being around 40,000. 
Intermediate hospitals for every 2,50,000 of the popu
lation and· having about 300 beds are to operate at 
the next higher range The top position in the orga
nisational network i~ assigned to a base hospital with 
500 to 1000 beds and the population to be covered in 
the mnge of l to 3 million. 

5.9 A substitute of sorts. to the re)!ionalised 
hospital system, exi'ts today in the State though its 
organisational characteristics and operational modes 
are substantially different from the conceptual frame 
of the WHO. The teaching hospitals in Gujarat, 
located in different rel!ions of the State are caoable 
of fulfillinl! the role of the base hospitals and the 
district. taluka and other hospitals can fit into the 
scheme. at the intermediate level. The PHCs and 
rum! dispensaries reorganised with reduced area and 
·population covemge, could form the foundation of the 
entire edifice. 

The Study Group on Hospitals visualised the 
situation thus "The Group is of the ooinion that a 
dvnamic concentration of medical facilities round 
about the teaching hospitals having all the medical 
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specialities and facilities for treating serious patients 
creferred from lower tier hospitals and the radical 
'downward flow of active services from the teaching 
hospitals to peripheral levels through mobile team~ of 
specialists, are the essance of a well orgamsed 
regionalisation". 

The basic features of the scheme of regionalisa
tion of hospital services can be briefly set out as 
follows : (i) Two way flow of patients and record; 
(ii) Two way flow of personnel and services; (iii) 
Mobile Units; (iv) Centralised control but decen
tralised execution; (v) Coordinated programmes of 
education for the entire region; (vi) Two way com
munication both physical and intellectual; (vii) Co
ordination with other community health services. 
The objectives of the new strategy should be clearly 
understood bv all the constituent units of the regional 
organisation ~nd operative procedures should be so 
de~ised as to ensure that a patient is treated as close 
to his place of residence as possible and is also pro
vided comprehensive health care and that specialist 
cover and referral services are available as and when 
needed. The Group on · Medical Education and 
Support M1npowe!" said "from this point of view. it 
is necessary to develop an efficient and readily acces
sible system of referra 1 from the PHC to hiP"her and 
more sophisticated echelons, in the nei~hbouring 
talnka (tehsil. district. regional or medical college 
hospitals). At present most of these hospit~ls func
ticm in almost total isolation from one another and 
without satisfactory links with the local community 
aPd a wide gulf separates them from the p6rnary 
·r.ealth centres. We therefore recommend th•t the 
n6"1arv health centres as well as the Taluka/Tehsil 
"District. re[!ional and medical college hospitals should 
e~ci1 develon Jiving- and direct Jinks with the commu
nitv around them and also have function•) links with 
one another within a total referral services comnkx". 
The Committee concurs in the basic philosophy 
un<lerlvin'! these pro'louncements. This idea has been 
further develoned in the subsequent chapt~rs on 
t~a~hing hospitals and field health services. 

5.10 An off<h0ot of the concept of comprehen
sive health care. ;, the idea of synthesising the 
ad'llinistration of ali health facilities operating in a 
p;von are~ and the provision of integrated services at 
the peripherv. The first report of the Exnert Commi
tt"' of the WHO on the 'Role of lfosnitals in Pro
,l!ra'Times of Community Heal!h Protection'. said 
"th· intel'l"ation of nreventive and curative medkin~ 

in Medic" 1 . ~nd ndmi'listrative practice has been long 
overrlue ... and added that "a general hospitol should 
not limit its_ functions to the restorative snhere alone. 
bPt sho•tld in so far as circum<t,nres permit. orga
nise itself to serve preventive. educational and 

research needs as well". The Health 'Suniey and 
Planning Committee had strongly advocated the idea 
of the integration- of medical and public health ser
vices and envisaged that "under a long term pro
gramme, periodical shifting of .Personnel from medical 
to public health and vice-versa will be desirable if 
the problems of medical relief and public health are 
to be dealt with properly". The Study Group on 
Hospitals endorsed this approach and said "with a 
view to achieve a balance in the distribution of medi
cal care it is necessary to have a unified approach to 
all problems of the provision of good medical and 
health care, under a single administrative authority.'' 

The State has so far maintained separate admini
strative arrangements for the preventive and curative 
health services though at the top, the Director of 
Health Services is the common head of both the 
wings. The envisaged future organisation of health 
services can not countenance such a segmented 
approach and the movement of reform has, unequi
vocally, to be, in the direction of a complete unifica
tion of the health administration of the State. The 
Committee has dwelt on the modalities involved. at 
greater I~ngth. in the ensuing chapters. 

5.11 The policy frame for future action being 
thus setlled, a time bound programme of action has to 
be formulated with specific .targets of performance. 
The thinking so far in the country ha; been, to adopt 
the broad criteria laid down by the Health Survey 
and Plannine: Committee more than a decade ago. 
The targets for the State's perspective plan were fixed 
on the same lines, . both for. the doctor popl:!ation 
ratio and the bed requirement for every one thousand 
of the population. By the year 1986, corresponding 
to a projected population level of 37.3 millions. the 
requirement of beds was calcul•ted as 37300. Simi
hr1v. assuming the scale of o~e doctor for 3000 
persons. the perspective plan concluded that this ratio 
can not be attained by 1986 and propos~cl the ooening 
of two more medical colleges in the State. 

While a target oriented approach · is in keeping 
with the mechanics of nrogramme formulation and 
investment scheduling, the Committee wishes to stress 
that the realisation of the targets alone, does 'lOt 
mean that the problems of organising comorehensive 
health services all over, have been effectively tackled. 
The reach that the medical. institutions are able to 
ochieve in the rural areas and the rano.:e of serv;ces 
thev nrovide are bound to be limited. and '.r best. 
rudimentarv treatment fot ordinary ailments mav be 
made available. But the larger sohere of health 
education and the improvement of the social and 
economic environment will be precluded from· their 
areas of action. The country's fifth plan document 
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invited attention to this phenomenon in the following 
words : "In regard to minimum public health facilities 
generalised norms such as improvements in the doctor
population and bed-population ratios or percapita 
expenditure on health, are not enough. Availability 
of health facilities in rural areas, continues to be 
lopsided. The norm will have to be related to ade
quate expansion of medical and health care to rural 
areas". It is also to be remembered that placed as 
the State is, even •he targets set by the Mudaliar 
Committee can not be expected to be reached with
out a very substantial augumentation of outlays on 
health programmes and unless medical personnel in 
required numbers become available. The former is 
but a remote prospect and the latter, more of a pious 
hope than pragmatism would decree. The problem 
was placed in sharp focus by the Royal Commission 
on Medical Education thus: "We have found from 
our own enquiries that no country in the world has 
really succeeded in persuading recent medical gra
duates to serve in outlying areas where the~' are 
necessarily denied access to specialised medical facili
ties and the constant company of other doctors, with 
its important implications for maintaining professional 
competence and the emenities of social life. which a 
highly educated, young person normally expects" 

5.12 The impracticality, in the existing circum
stances. of an approach that emphasised the provi
sion of health services through professional staff under 
the direct state control, has provoked creative think
ing on non-traditional lines. The Group on Medical 
Education and Support Manpower for instance, can
vassed a new model that "will have to place a 
greater emphasis on human effort (for which we have 
a large potential) rather. than on monetary inputs (for 
which we have severe constraints)". The Group felt 
that what is needed is "the creation of large bands 
of part-time. semi professional workers from among 
the community itself. who would be close to the 
people, live with them and in addition to promotive 
and nreventive health services, including those related 
to (~mily planning. will also provide basic medical 
services needed in dav-to-day common illness which 
account for about eighty percent of all illnesses. It is 
. to supplement them lll)d not for. supplanting them 
that we have to create a professional highly compe· 
tent. dedicated. readily accessible and almost ubiqui
tous referral service. to deal with the minority of 
complicated cases that need specialised treatment" 

The salient features of the scheme, which the 
Committee feels; has fair chances of acceptance in 
the rural communities are as follows : 

(i) Para-professional community health wor
kers.-A large number of locally recruited, 
suitably trained, part-time, para-professional ner-

29 
H-867-8 

sons working on self-employment basis, should 
be organised, who will be readily available to 
provide simple day-to-day medical and health, 
services, to the community. They will form the 
links between the community· and the multi
purpose workers functioning at the sub-centres, 
and the doctor at the PHC. The number of 
such workers should not be restricted. In fact 
the more such workers are trained, the better it 
will be, for the community. Suitable arrange~ 
ments will have to be made for their selection; 

· provision of training and retraining gnidance and 
councelling and periodical evaluation and supply 
of materials needed at reasonable prices. 

(ii) Reorganisation of the services of health 
workers and creation of the new cadre of healtl\ 
assistants. 

Between the voiuntary workers and the primary 
health centres. two cadres, of health workers and 
health assistants are sought to be developed; 

(a) Health Workers.-The number of health 
workers should be ultimately increased from one 
male and one female each. for every 8000 popu
lation as provided in the Fifth Five Year Plan, 
to every 5000 population by the end of the Sixth 
Plan. Every health worker should be trained 
and equipped to give simple specified remedies 
for day-to-day illness. 

(b) Health Assistants.-The existing. supervic 
sory personnel should be d~ignated as ''Health 
Assistants". There should be one male and one 
female health assistant for two male and two 
female health workers respectively. The health 
assistants should be located at the sub centres. 
They should be trained and equipped. to give 
specified remedies for simple day-to-day illne~s 
but at a higher level of competence, than the 
health workers. The health assistants should 
not only function in the ~upervisory role but al90 
work as ·health workers in their own area. TIJe 
female health assistant should take particular care 
of children and expectant and lactating mothers . 

5.13 Health is essentially an individual respon-
sibility in as much as the urge and the willingness to 
take proper . care of one's health should be self-gene
rated. The community has its share of responsibili
ties also. It is the duty of the community to pro
vide a wholesome environment to Jive in and create 
con~Y~nial conditions for the opemtion of preventive 
and promotional health services through the medium 
of health workers and the health assistants. Health 
education has to be extended on a large scale to the 
rural areas to bring about attitudinal changes and to 
create a mood of assimilation of health and hygiene 



as a way of life. The role of the community health 
workers in this regard will be as significant as it is 
difficult Full institutional support for their efforts 
shall, therefore, have to be ensured. 

At the hospitals, the opportunities for imparting 
health education should be fully exploited, though 
very little is being done in this regard, today. Speci
fic instructions to patients on the observance of 
certain practices leading to the cure of aibnents and 
ensuring a speedy recoVery, is but a small part of 
health education. In its wider connotations, health 
education should deal with the dissemination 'of 
ir.r orrn:ltion on broad based health problems and 
creating an awareness about them. Visual and audid
visual communication aids should be extensively used 
1'or the purpose. The outpatients departments of the 
'hospital offers excellent scope for launching pro
grammes of basic health education. Medical social 
workers should be available at all the major hospitals 
to identify situations suited to health education work 
and guide the staff in developing among the patients, 
positive health attitudes and to reorientate their be
haviour in such a way as would help them to get 
well and stay well. The association of voluntary 
agencies and social and community welfare organisa
tions in the programme of health education at the 
hosnitals and permitting their representatives to oarti
cipate in its implementation would have a salutory 
effect. 

5.14 Resource Mobilisation.-The programme of 
eJr!)ansion of health services implies the creation of 
new infrastructural facilities where none exist today 
and adding to them very substantially. wherever they 
are avaihble but are inadequate in relation to the 
felt nP~d. Construction of hosnitals. aullJllentation of 
medical and para medical personnel, addition of 
hosnital bed•. prov;s;on of equipments. vehicles. and 
drugs. constitute an expensive package deal. Taking 
but one constituent of this package, the addition of 
hospital beds, the norms laid down by the Health 
Survev and Planning Committee visualized the availa
bilitv- of one bed for every 1000 population during the 
fourth or fifth plan period. According to the State's 
perspective plan the number of beds required by 
1973-74. to satisfy this yardstick. was of the order of 
~9~00. representing a short-fall of about 5100. The 
Jain Committee had calculated the non-recurring cost 
of T>rnvidinl! hospital beds at Rs. 15.000 I- per unit 
and the recnrring cost of Rs. 4.000 I- per annum. 
Bven assuming the total absence of any cost escalation 
in the intervenin!l years since the Jain Committee's 
renort. the outlav needed for achieving the target 
1eve.1~ for 1973-74 now. would be of the order of 
Rs. 9 1>9 crores. The proPosed fifth plan outlay cf 
the State on health, excluding the control of commu
nicable diseases and family planning, is around Rs. 16 
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crores. The resources constraint is thus, very severe. 
While it would by no means be unreasonable to 
expect that larger allocations in favour of the health 
sector should flow in the future plans, the dictotomy 
between the growing demands on the one hand and 
the inelasticity of resources on the other, belies any 
hopes in this behalf. A realistic course to pursue in 
the circumstances is to look inwards for any scope for 
augmentation of resources from within the hospital 
system. The Jain Committee approached this ques
tion with the necessary sense of pragmatism, when it 
said that the sector of the population which is in a 
position to pay for medical facilities, should pay for 
it. From the data available from the NSS for 1960-61 · 
and an earlier survey among urban middle class 
families, the Jain Committee observed that people in 
the urban areas spend 2 to 5 percent of their incomes 
on medical care and in the rural areas the corres
ponding figures were 2 to 3 percent. The Jain Com
mittee's view, that if the expenditure incurred by the 
people was of this order, then efforts are necessary to 
canalise the amount systematically through recoveries, 
to build up medical care facilities, is very pertinent 
to the present context. The Jain Committee made 
the following specific recommendations inter-alia in 
this connection. 

(i) Levy of a charge of 10 paise per atten
dance in the outpatients departments of hospitals 
and dispensaries. 

(ii) A minimum charge of 25 paise per day of 
hospital stay; 

(iii) Payment of diet charges by patients with 
a monthly income of Rs. 200 I- or more: 

(iv) Provision of paying beds in district and 
other hospitals where they do not exist; 

(v) Setting up pay-clinics in all the major 
hospitals, in towns with a population of 5 lakbs 
and more: 

(vi) Extension of the Employees State Insu
rance Scheme; 

(vii) Starting health insura!lce schemes in 
selected areas or selected groups of the population: 

(viii) Health Cess. 

Examining the same question, the Maharashtra 
Committee on the Rationalisation of Teaching Hos
pitals recommended the levy of the following charges 
in the OPD and on the patients admitted indoors. 

(i) Fifty paise for the first registration, before 
the outpatient department case paper is issued to 
the patient; 



(ii) There should be no additional charge for sarles in the year 1973, can be had from the follow-
routine investigations, like blood, urine, stools, ing table. (Table S.4). 
and sputum examination, as also clinical exami-
nation and the prescription given to the patient; TABLE-5.4 

(iii) However, for special investigations like Sr. No. Ca~egory of Hospital Outdoor Patieuts Indoor Patients 

(a) x-ray examination (b) electro-cardiograph (c) 
special blood examination like blood sugar esti
mation or glucose tolerance curve, fees should be 
charged; 

(iv) It is suggested that as far as x-rays are 
concerned, the patients should be encouraged to 
buy them from either a co-operative shop or 
from similar organisations, working at many of 
our hospitals. Where such co-operatives shops 
or orgariisations do not function, a fee of Rs. Sf
should be levied. Similarly, for E.C.G. or Blood 
examinations, again a fee of Rs. Sf- for such 
investigations should be levied; 

(v) At the inpatient department or wards, a 
uniform fee of Rs. 2 f- per day inclusive of diet 
and linen should be charged to all but the indi
gent patients. A consolidated fee of Rs. Sf- for 
a single special investigation, like x-ray etc. and 
Rs. 10 f- for multiple (more than one) investiga
tions should be levied, ·on all patients (except the 
indigent and poor patients). 

The draft .fifth pl1ln has also recommended the 
levy of a token charge for each outpatient for the 
first visit and a daily charge for an inpatient receiving 
free diet in Government run institutions and suggested 
that the proceeds be used for improving institutional 
services. 

. An idea of the attendanCe of patients· at the OPD 
. and indoor admissions in the hospitals and dispen-
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I. Teaching Hospitals. 7,26,658 1,23,813 

2. District Hospitals 11,47,162 1,39,279 

3. Other Hospitals 39,56,601 2,07,866 

4. . Primary Hclth Centre~ 25,05,295 40,564 

'rota! 84,25,726 5,11,522 

Even assuming that the poorest classes of 
patients to whom all treatment is to be made avai
lable free of charge, are excluded from the total, the 
sco~ of raising some · revenues at the hospitals by 
levying registration charges at the OPD and for 
indoor stay can be considered to be qnite bright. The 
Committee generally concurs in the principle under
lying the recommendations of the Jain Committee and 
the Mahamshtra Committee and would only suggest 
that the question of levy of fees of different kinds 
may be gone into by a departmental Committee, once 
the principle is accepted. A rationalisation of the 
rates for different kinds of special investigations, diet 
charges, ambulance hire charges, and special ,room 
charges may also be taken up as a part of the same 
exercise. 

The Committee has favoured. the idea of setting 
up pay clinics and satellite OPDs under the teaching 
hospitals. The provision of paying beds and the 
extension of the ESI scheme to other towns fn the 
State will also be moves in the ri~ht direction. The 
idea of • a health ces~ has much to commend itself in 
the context of the need for a massive programme of 
health care which the State may have to undertake 
even In the face of serious limitations of resources . 



6. ENVISAGED ORGANISATION OF HEALTH 
SERVICES- STATE LEVEL 

6.1 The terms of reference, require the Com
mittee to examine, the present set up of the Direc· 
torate of Health Services in the State and indicate 
suitable steps for the reorganisation and rationalisa
tion of its structure and workfug, so as to ensure its 
effective and dynamic functioning at the helm of 
health and medical services in the State. Any scheme 
of restructuring the department can not be restricted 
to the State level organisation only, but has rightly 
to cover the entire ~dministrative apparatus in charge 
of the health delivery system. The Committee has 
therefore gone into the question comprehens;vel:, 
encompassi~g all the levels of the health administra 
tion of the State. 

6.2 The salient features of the present organisa 
tiona] net-work are as follows :-

(i) A common head of the preventive and 
curative services wings. barring medical educa
tion; 

(ii) A separate Medical Education and Re
search Directorate, having jurisdiction over the 
medical and. dental colleges, teaching hospitals 
and some training institutions; 

(iii) Functional division at the next lower 
level with no scope of horizontal movement; 

(iv) Water-tight compartmentalisation of health 
and medical services at the district and the area 
levels; 

(v) An. independent E. S. I. set up, with 
separate functional cadres; 

(vi) Independent medical teacher cadres; 

(vii) Non-existence of any intermediate exe
cutive I supervisory authority between the District 
and State levels. 

(viii) Organisation of health services and 
family Planning programmes' in the non-urban 
areas under the District Panchayats .. 

6.3 The Committee has identified three major 
areas of reform of the present system; (i) the elimina
tion of the dictotomy of preventive and curative ser
vices in terms of organisation; (ii) decentralisation of 
health administration in the non-panchayat sphere; 
(iii) Community involvement in the total health care 
programme. To bring about the necessary changes in 
the organisational frame to accomplish these go~ls. 
the Committee feels that the process of refurnishing 
the administrative edifice, should commence at the 
top. In so far as it concerns the top echelons of the 
health administration any attempt at structural 
changes should be inspired by these crucial conside-

rations; (i) the need for a unified authority frame 
covering the whole range of functional health services 

· and (ii) the need for ensuring perfect complementarity 
between medical education and operational health 
services without diluting the emphasis on either. 

6.4 Consistent with this basic approach, the 
Committee favours a composite top level set up in 
which a single functionary the Director of Health Ser
vices. would · be ir. overall · charge of all facets of 
health administration including medical education. 
The Committee is conscious of the fact· that very 
recently the Government· has bifurcated the Directo
rate of Health Services by creating a new post of 
Director of Medical Education and Research. The 
Committee is not aware of the compelling necessity of 
such bifurcation. even as the entire issue of the reor
ganisation of the department was under its scrutiny. 
As such, while taking note of the new~ development, 
the Committee has been constrained to proceed to 
consider the issue in the much wider context of the 
imperatives for a sound organisational structure, to 
administer the health delivery system of the future. 

6.5' The hiatus between the policy making func
tion and the policy execution functic;m. has lost much 
of its relevance in modem public administration and 
especially in a technical sphere like health serviceS', 
the Committee feels that it is essential that the top 
executive· should have direct access to and have the 
right to participate in the policy makinp: process. This 
has already been accepted in practice, in a few other 
states of the country and it is understood that even in 
the state of Guiarat there is a parellel in the State 
Public Works.'Department. .Keepin~ this in view. the 
Committee recommends that the ·top officer in the 
heirarchy, the Director of Health Services should .also 
be an Additional Secretary to the Health Department 
at the· Secretariat. 

6.6 There can be no . denying the fact that 
medical education and research play an important 
part in determining the content and quality of health 
servi.ces in the State. Any attempt to raise the 
calibre of the operational health services will yield 
but limited results, unless, a solid foundation, in terms 
of improving the standards of medical education and 
research in health oroblems, had been laid. It is 
therefore imperative that the problems of medical 
education should be handled with the necessarv in
sight and comprehension, at the top level of the 
departmental heirarclw. The Committee acknow
ledges that two views are. possible on how to ensure 
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this, organisationally. In fact, some states, Maha
rashtra and Tamil Nadu, notably, have set up sepa
rate Directorates of Medical Education, while several 
others have composite Directorates, with medical 
education being looked after by an officer of the 
status ·of a Deputy/Joint/Additional D.irector. 
Admittedly, in practice, the top rungs incharge of 
medical education and medical and health services 
have several concurrent operational responsibilities 
and with two separate Directorates, it woqld be 
exceedingly difficult to ensure effective. co-ordination, 
except perhaps at the behest of a thitd functionary 
placed a step above both, acting as a moderator. It 
would neither be practical nor economical, to intro
duce an additional element in the heirarchy, for the 
sole purpose of ensuring horizontal co-ordination, 
between the two wings of the same department. It 
is also conceiveable that conflicts of jurisdiction and 
ineffective co-ordination will have serious implica
tions for the integrated health delivery programme, 
comprising as it does, different levels of the admini
stration,· different institutions and official and non
official agencies. 

At least. two important associations. the Medical 
Teachers Associati.on and the Resident Doctors 
Association, both intimately connected with ihe 
sphere of medical education, have expressed them
selves -clearly in favour of a single head of the depart
ment looking after both medical education and 
operational health services. A similar view has been 
expressed by the Indian ¥edical Association, Gujarat 
State Branch. The Committee concurs in this view 
generally and feels. that it would be difficult to find 
justification f<>r . an independent Directorate of 
Medical Education. How.eve>, both in terms of status 
and devolution of authority. it is essential that the 
top level· officer on the medical education side should 
have a prominent -position, .with. considerable freedom 
of action, within his functional areas. This in the 
Committee's view, would ensure con~tant attention 
to~ the special problems of mecjical. education ami 
research and help the state in. securing men of high 
abilitie~ to man this. key post. The: appropriate 
designation. for the post would be additional Director 
of Medical Education and Research. 

6. 7 In the realm of operational health services, 
traditionally,,there has been a broad division of work 
between community. health services and hospital >er
vices. ·This ·arrangement is ·logieal and . enables a· 
rational assignment of responsibilities at · the top 
level. Keeping in view the need for a broad parity 
of status as between the incumbents of the second-in
command positi~ns a.s also the. n~ed for improving 
the pros~ts. of pro~otion at ·the senior leveis in the 
helrarchy, the Committee feels; · that two officers 
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~esignated al~o as Additional Directors may· be put 
m charge of Community Health Services and Institu
tional f{ealth Services respectively, under the control 
of the Director. Fl!mily Planning should form a part 
of the sphere of duty of the former. 

6.8 The areas of operation of these three top 
officers would be sufficiently large, but, in terms of 
total operational responsibility and the quantum of 
day-to-day work, there may not be any strict com
parability. Hence, at the next lower rung of the 
heirarchy, uniformity will be difficult to achieve. 
Moreover, the decentralisation of the administration 
of health services that the Committee has in mind, is 
expected to shift the centre of decision-making closer 
to the field of action and the need for a large staff 
element at the headquarters should be therefore. 
minimal. In consequence, the Committee is of the 
opmwn that the level of assistance to be provided 
should be the same under the three wings, though 
there could be variation in the number of assistants. 
The Commi~tee favours the designation of Deputy 
Directors for the officers who are to hold these posi
tions. 

6.9 · There should be a Deputy Director under 
the Director of Medical Education and Research, to 
help him to look after all aspects of medical educa
tion, training and research. The administration of ali 
the teaching hospitals and the programmes for the 
training of medical officers, interns, and nursing :md 
para-medical personnel, should also be in the charge 
of this officer. Matters relating to dental education 
and organising dental services, as a part of the hospi
tal net work, should be put under the charge of a 
Deputy Director of Dental Education. More abeut 
the set up of dental services follows elsewhere in ~his.; 
chapter. 

The load of responsibility that would devofv~ 

on the' officer next lower in the heirarchy, of the 
institutional health services. would be directly in pro
portion ·to the number of medical institutions in the 
state. This functionary will be called upon to 
shoulder the burden of organising and operating the 
cadres speCialists and the general duty medical offi
cers of the health services in the government hospitals 
and oversee the whole range. of activities in connec
tion with the running of the non-teaching institutions. 
The Committee considers that the existing arrange
ment of some hospitals being run under the control 
of· the health section of the Directorate and the others 
by the medical· section, has no rational basis and 
accordingly recommends that, all medical institutions 
with the exception of Primary . Health Centres and 
rural dispensaries should' be managed by the same 
organisational wing . of the Directorate. As such, all 



hospitals by whatever name they are called, will come 
under the supervisory control of this staff officer. 
The Committee suggests the designation of Deputy 
Director (Institutional Health Services) for this post. 
The Deputy Director would also be incharge of non
Government medical institutions in receipt of grants
in-aid, in so far as technical supervision and guidance 
are concerned. He will also have to co-ordinate the 
diverse aspects of the referral services complex, com
prising the local, district and teaching hospitals and 
maintain effective liaison with the medical education 
and the community health services wings of the 
Directorate, to gear up the entire machinery to peak 
efficiency. 

Turning now to the field health services, there 
are two principal areas of operation, Community 
Health and Family Planning. The major responsibi
lity for organising and administering the programme 
of rural health care. is with the Panchayats and in the 
new scheme set out by the Committee, a large part 
of the liability for technical guidance, supeivision and 
control will rest with the Regional Assistant Direc
tors. However, at the state level, it would still be 
necessary to minitor the functioning of the sprawling 
net work of integrated community health services and 
ensure the successful implementation of the national 
health programmes. It would thus be appropriate 
to have a Deputy Director of Community Health, 
looking after communicable diseases, rural health 
services and special health programmes. Family 
Planning being an important national movement and 
having a special significance for the state, will have 
to be put under a separate Deputy Director. The 
Deputy Director of Family Planning could also take 
care of mother and child health programmes, and 
nutrition. 

6.1 0. The creation of the regional posts of 
Assistant Directors would serve as a decisive step 
towards the decentralisation of the health administra
tion. This should therefore lead eventually to the 
dispersal of authority, both technical and administra
tive, in favour of the regional offices. In such a 
situation the head quarters organisation should by 
and large stand relieved of concurrent involvement 
in the operation of the health delivery systel!l in the 
field. The need for a large staff element distributed 
over various levels in the Directorate, stands curtailed 
to that extent. Kr.eping this factor in view, lhe 
Committee feels, that there should be three posts of 
Assistant Directors. one each for Communicable 
Diseases. Rural Health Services. and Health Educa
tion and Tarining. all under the Deputy Director of 
Community Health Services and a fourth post of 
Assistant Director (Family Planning and MCH) under 
the Deputy Director of Family Planning. 

6.11 Another key structural change the Com
mittee reeommends, is that of the integration of the 
administration of the ESI Scheme within the fold of 
the health services of the State. The Committee has 
given careful thought to this question and has exa
mined in considerable detail, the pros and cons of 
such integration. Admittedly, the E.S.I. Schem~ 
caters to a well defined section of the working popu
lation and is governed by the ground rules laid down 
by the E.S.I. corporation. But, preserving the charac
ter and content of the E.S.I. scheme, is not basically 
inconsistent with the idea of integration o~ the various 
categories of technical personnel. The Committee 
finds that in several other states the E.S.I. organisa
tion forms an integral part of the State Directorates 
of health services and is headed by an officer of the 
rank of a Deputy f Joint Director. It should therefore 
present no insuperable difficulty to work ou_t a 
detailed scheme of amalgamation of the techmcal 
cadres. The Committee is however aware, that the 
management of a large cadre of medical officers is by 
no means easy and striking a fair balance between 
the different wings of the department will, be a 
demanding task. The Committee would therefore 
sound a note of caution against any lop sided per
sonnel management policies, under which the man
power demands of the various functional divisions of 
the department would get embroiled in an irreconcila
ble conflict. Once an objective placement policy 
takes root. such problems should vanish and with 
them the major justification for separate cadres. On 
the contrary, the i11tegration of the ESIS and the 
health . services. is practicable and also desirable, 
firstly because it would provide for better utilisation 
of the available manpower and secondly since the 
posts in the E.S.I. set up are mostly located in the 
urban centres, it would facilitate the scheme of rota
tion of personnel between urban and rural areas, if 
the E.S.I. posts were to be pooled together, with those 
of the medical and public health cadres. 

The Committee envisages that the Additional 
Director of Institutional . Health Services will be in 
over all charge of the E.S.I. organisation also. How
ever, since the Employees State Insurance Scheme 
deals with organised labour and the industrial sector, 
it is likely that several problems, relating to the 
scheme of medical relief, canalisation of medical 
supplies and superviSion of the working of the 
various institutions, might demand constant high level 
attention. It would therefore be essential that a 
D~puty Director is appointed to assist the Additional 
Director in running the Employees State Insurance 
Scheme. 

6.12 ·One of the important functions of the apex 
oreanisation of anv field service. is to organise a con· 
current and continuous programme of assessment of 
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performance in diffeernt fields and undertake a perio
dical review and reappraisal of policy. For this purpose 
there must exist, a regular arrangement for the issue 
of instructions and guidelines for action on the one 
hand and the feed back of progress data and reports 
on implementation, on the other. An intelligent 
appraisal of the information that flows in, should 
follow. This shall have to be supplemented by a 
suitably devised scheme of inspection and frequent 
exchange of views, with the field officers. Laying 
down specific targets of performance and reviewing 
actual achievement from time to time, are the other 
vital features of such a system of monitoring. The 
·key objective of the entire exercise, is to gain the 
necessary insight into the working of the field prog
rammes, identify problem areas and bottlenecks imped
ing the implementation process and facilitate quick 
corrective action. Post-facto evaluation of results and 
in-depth studies of the impact of on-going as well as 
new schemes, are also essential for monitoring to be 

. purposeful. In order that this important task may be 
handled competently. the Committee recommends that 
a Deputy Director of Policy Planning and Evaluation 
should function at the Directorate, under the straight 
control of the Director of Health Services. The Statis
tical Cell in the Directorate should be placed under 
this officer. The Committee has in view the following 
spheres of responsibility for the Deputy Director; 

(i) Co-ordination and implementation of the 
operational plans for health services at ail levels; 

(ii) Perspective planning of future expansion of 
health services; 

(ill) Liaison with professional bodies and social 
welfare organisations to organise non-institutional 
medical relief; 

(iv) Budget planning, and cost analysis of 
health programmes; 

(v) Man power planning; 

(vi) Establishment of standards for services, 
personnel, architecture and .equipment; 

(vii) Conduct of research in hospital planning 
and design; 

(viii) Continual evaluation of progress. 

6.13 The state has a Dental College with 50 annual 
admissions. At present the Dean of the dental college 
is not associated actively, either with the formulation 
of the policy regarding dental education, or ~e pro
gramme of organising dental services in the state. 
Earlier on, the Committee has recommended the crea
tion of a post of Deputy Director of Dental Education 
under the Additional Director of M-edical Education 

and Research. While this would be the ideal the com
mittee ·feels, that at the present stage of ev~lution of 
dental education and dental services in the State, it 
would not as yet, be absolutely necessary to have a 
full-fledged post of Deputy Director for Dental Educa
tion. As an interim measures therefore, the Committee 
favours the Dean of the Dental College being addi
tionally designated as the Deputy Director of Dental 
Education and Dental Services. This would however 
mean that the Deputy Director would be notionally 
under dual control, since the organisation of dental 
services will form a part of area of responsibility of 
the Additional Dircetor of Institutional Health services, 
while dental education will fall within the ambit of 
the Additiouai Director of Medical Education. The 
Committee would like to obviate the possibility of 
such a duality and would therefore like to make it 
clear that the Deputy Director of Dental Education 
and Dental Services will be more in the nature of a 
policy adviser to the department and to that extent 
would function ouly through the Additional Director 
of Medical Education and Research. Operational res
ponsibility in regard to dental services would continue 
to be in the charge of the Additional Director of 
Institutional Health Services. 

6.14 In the structure of the health services at the 
top, as it exists toda:(. the supportive non-medical 
administration is not well organised. It is . true that 
a large variety of administrative tasks are interspersed 
in the total job schedule of a technical head of the 
department. To isolate them and take them out of the 
sphere of action of the top man, is neither practical. 
nor desirable, since it would tend to weaken the au!ho
rity structure. However, it is equally true that the 
technical head has neither the time nor the resources 
at his disposal, to discharge these functions effectively. 
This is valid also of the technical deputies, who may 
be placed at the head of the administrative wing. The 
result is that the non-medical administration is either 
wholly neglected or is relegated to the back ground. 
A number of inadequacies and irregularities relating 
to personnel administration, budgeting, spending and 
accounting have come to light time and again, and the 
general impression has always been that the non
medical sphere operates on a low level equilibrium. 
The Committee feels, that this situation requires to 
be remedied speedily. A workable solution· is' the 
creation of a senior post at the Directorate, to look 
after the non-technical tasks that can be broadly 
grouped under the following heads; 

(i) personnel management. 

(ii) budgeting and expenditure controL 

(iii) purchases of stores. 

(iv) housekeeping. 
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To this list one could add the management of 
'Public Relations' as well, though the real need is for 
strengthening public relations specifically at the major 
hospitals. Both in order to give the officer manning 
such a post a sufficiently high status and to facilitate 
the delegation of a large part of the non-technical 
responsibilities, and financial powers of the Director 
in his favour, the Committee suggests that this post be 
designated as Joint Director (Administration). It is 
expected that the Joint Director would be a very senior 
officer drawn from the state civil services cadre. He 
should report directly to the Director of Health Services 
since he would be the staff officer common to all the 
three wings of the Directorate. He should be assisted 
by a Senior Admin,istrative Officer in-charge of the 
non-financial spheres of administration and a Financial 
Comptroller-cum-Audit Officer, to help him in matters 
relating to the budget, regulation of the flow of grants, 
payments, accountmg and audit. This officer should 
com\>ine in himself the role of a Financial Adviser to 
the head of the organisation and of the Chief Accounts 
Officer. It would be useful to obtain the services of 
a senior officer from the Accounts service cadre of the 
State, to hold this post. The purchase organisation 
should also function under the panoply of the Joint 
Director (Administration). 

6.15 The nursing services in the hospitals 0f the 
state are currently under the charge of the Superinten
dent of Nursing Services, who reports to the Deputy 
Director of Medical Services. The nursing staff of the 
ESIS are separately organised under the overall control 
of the Nursing Superintendent. Similarly, under the 
public health wing of the department, the top post in 
the heirarchy is that of the Regional Nursing Super
visor. Nursing education constitutes a separate sphere, 
with the Principal of the College of Nursing in charge 
of graduate nursing education. The Committee is of 
the veiw, that in the revised set up, there is need for 
a concerted top· level involvement to coordinate the 
working of the two spheres of nursing education and 
operational nursing services. Accordingly, the Com
mittee recommends, that the Superintendent of Nursing 
Services be made responsible for all the wings of 
nursing services as also nursing education. This would 
naturally enlarge the field of action of the incumbent 
of the post and make for a substantial addition· to the 
load of work, as well. The Committee therefore con
siders it appropriate, to redesignate this post as Deputy 
Director of Nursing Services. At the supporting level 
there should be three posts of Assistant Directors 
(Nursing) to cater tc the requirements of the Hospital 
wing, the ESIS and community health services sections. 
The principal of the Nursing College could also be 
usefully accommodated on the heirarchy of the 
nursing services, by conferring the. ex·officjo status of 
Assistant Director (Nursing Education). This, while 

ensuring adequate attention to and appreciation of the 
problems relating to nursing education and training. 
at all levels, will also forge strong links, between the
academic and functional areas of nursing services. 

6.16 The Committee is of the view that all acti
vities in connection with the purchase of drugs and 
medical stores should be brought under centralised 
control. The present system of fixing rate contracts, 
to be actually operated by the heads of different 
medical institutions, supplemented by local purchases, 
leaves the entire task of planning of purchases and 
managing their flow, to be handled by them. The past 
experience in this behalf, does not appear to have been 
particularly happy. Moreover, such decentralisation of 
purchases also militates against standardisation of drug 
dispensing and scientific inventory control in the hos
pitals. In any event, the allocation of budget grants 
being the centralised responsibility of the Directorate, 
the scope for comprehensive planning of purchases at 
the institutional level, is also greatly circumscribed. 
The Committee therefore suggests. a no:Q.-s:tock holding 
central medical stores organisation at the Directorate, 
headed by a senior medical officer with some experi
ence of running a district 'hospital, styled as Chief 
Medical Stores Officer. He should be in charge of the 
following functions:· 

(i) Collection, compilatipn and scrutiny of 
indents from the various institutions; 

(ii) Procedures in connection with the deter
mination of rate-contracts; 

(ill) Follow up of the placement of orders and 
delivery of supplies; 

(iv) Inventory review and forecasting of medi
cal stores; 

(v) Verification of supplies and stocks and 
inspection; 

(vi) Advice to the hospitals on emergency 
purchases and control of inter-institutional distri
bution . of surplus stocks; 

(vii)' Technical guidance to the Panchayats in 
securing medical supplies; 

(viii) General inventory control of non-medical 
stores. 

This officer should be assisted by a Purchase 
Officer and a Chief Stores Superintendent. It is essen
tial that the Chief Medical Stores Officer shoJild be 
given adequate training in · scientific inventory · · and 
rna terials management. 

6.17 The construction and maintenance of 
hospital structures and managing the estates, require 
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special attention. Besides, utility services like water 
supply, drainage, electricity, and gas have to be orga
nised and run at maximum efficiency. Barring large 
abnstructions and major repairs, the other tasks of 
maintenance of the buildings and services, are manag
ably small and could be attended to, internally. During 
the course of its visits to the various institutions, the 
Committee came across many items of work relating 
to the upkeep of the hospital buildings, requiring 
urgent attention. The officers in charge assured the 
Committee that these matters had been taken up with 
the local P.W.D. authorities. Either because of paucity 
of funds or because the Public Works Department 
could not assign high priority to such works, delays 
had occurred inevitably. Eulisting the assistance of 
the local forum for coordination to sort out these hsues. 
did not also bring in the desired results, always. 

The Committee is inclined to the view that the 
tasks of maintenance of the hospital buildings and 
repairs to the struchues, deserve to be given higher 
priority and it would be in the interests of hospital 
administration, therefore, to have an internal engi
neering organisation, for this purpose. The annual 
maintenance grants and grants for special repairs 
should be placed at the disposal of the Director of 
Health Services, who will draw up a regular works 
programme, for all the hospitals in his charge and 
also lay-down inter-se priorities. Major repairs to 
buildings and new construction, should however, con
tinue to be handled by the Public Works Depart
ment. It is ouly to be expected, that the engineering 
erganisation at the Directorate will maintain effec
tive liaison with the P.W.D. and speed up the execu
tion of major construction projects also. The engi
neering wing can also be in general control of the 
maintenance of equipments at the hospitals and their 
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repairs. The transport organisation of the Directo
rate, the work shop and the management of hospital 
estates, could also be placed under the engineering 
section. With this in mind, the Committee recom
mend~ the appointment of a senior Executive Engi
neer of the State P.W.D., as the Hospital Engineer
cum-Chief Estate Officer. Regular sub-divibions 
could be organised to cater to the medical college 
centres and also cover medical institutions in their 
ad joining regions. 

6.18 The health services organisation has a 
large number of non-medical personnel belonging to 
the sphere of lay administration, who play a vital 
supporting role. At the senior levels, they have very 
few openings to look forward to and relative to their 
numbers on the lower posts, the opportunities for 
advancement are strictly limited. While the problem 
is no doubt genuine, there is no denying the fact, that 
in a technical department, the chances of career 
advancement for the non-technical cadres can not be 
numerous. The Committee has recommended the 
creation of posts like Joint Director (Administration) 
at the Directorate and Administrators at the teaching 
hospitals. But, the Committee's view is that these 
posts require general administrative abilities of a high 
order and are strictly upper-middle management posi
tions, to which departmental officers can not be ele
vated only on consideration of length of service. 
However, some of the next lower positions could be 
reserved for them. The posts of Chief Stores 
Superintendent, and Senior Administrative Officer can 
be identified in this context. 

6.19 The proposed organisation chart of the 
Directorate of Health Services incorporating all the 
recommendations of the Committe is given below : 
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7. ENVISAGED PATTERN OF ORGANISATION 
-PERIPHERAL SERVICES. 

7.1 With the abolition of the posts of Regional 
Deputy Directors ot Public Health, some years ago, 
the entire responsibility for organising and super
vising the health care programme, has come to be 
centralised at the Directorate of Health Services. No 
doubt, some measure of functional decentralisation, 
resulted from the transfer of rural health services 
including family planning,· to the District Panchayats. 
But, a large part of the health delivery system has 
still remained outside the sphere of the Panchayats, 
especially, the hospital services and some of the 
national programmes. Even in respect of the func
tions transferred to the Panchayats, technical super· 
vision of the health department has continued, though 
without direct answerability. The Committee is of 
the view, that in tho;: face of the need for the integra
tion of preventive and curative services in order to 
organise a comprehensive health delivery system for 
the future, involving the entire range of medical insti
tutirms from the PHC to the medical colleges, the 
States' efforts should lie in the direction of improving 
the quality and content of technical supervision and 
providing focal points of co-ordination. 

The unit of operation best suited for the pur
pose, will of course be the district. The Study 
Group on Hospitals (Jain Committee) which 
strongly canvessed the idea of the integration 0f 
medical and health services, had felt that "the treat
ment of the sick, prevention of disease and family 
planning are integral parts of the national health 
system and as such can not be separated" and had 
therefore recommended that, curative and preventive 
services and family planning and maternity and child 
health work, should be inte?Tated from the highest 
to the lowest operational level. 

At the district level the Jain Committee 
suggested, that there should be a single officer res
ponsible for curative. preventive and family planning 
work. This officer was to be designated as the Chief 
Medical and Health Officer, assisted by two deputies. 
one on the public health side with the designation of 
Deputy Chief Medical and Health Officer (Health) 
and another, on the family planning side, similarly 
designated. The ·Chief Medical and Health Offic<lr 
was to be the ex-officio Medical Superintendent of 
the district hospital and all other medical institu
tions in the district were to be under his charge. 

As mentioned earlier the majo~ s)lar.e of the 
responsibility for operating the rural health services 

rests with the District Panchayats in Gujarat. The 
technical officers in charge of the health and family 
planning programme.<, the DHO and the DFPMO, 
have also passed under the direct control of the Dis
trict Panchayats. In such a situation, the administra: 
tive organisation at the district level, envisaged by 
the Jain Committee, can not be brought into exis
tence, since complex problems of dual control and 
conflicts of jurisdiction would arise constantly., 
Moreover, the wide diversity between districts in 
terms of area, population, the number of medical 
institutions and the socio-economic infra structure, 
militate against the effectiveness of such reorganisa
tion. The need for forging strong links between .the 
rural services under the District Panchayats on the 
one hand and the medical institutions forming part of 
the referral services complex under the government. 
on .the other, is very pressing, nevertheless. As such, 
the most practicable alternative would be to establish. 
a regional organisation with broad authority for pro
moting coordination at the area level and general 
powers of direction, supervision and control over the 
technical aspects of rural health services. One of the 
principal responsibilities of such a regional authority, 
would be the tr~nslation of centrally established 
standards into detailed regional requirements, taking 
into account the regional situation e.g. size and dis
tribution of the population, morbidity and mortality 
patterns, the existing health care institutions and 
special problems of the area. This would mean, 
that each region should be divided into suitable hos
pital command areas and plans formulated for the 
area taking into account priorities, such as areas 
where hospital services are most inadequate and new 
towns or growth centres where there are no health, 
care services. A certain measure of coordination of 
the efforts of the government and non-government 
agencies, will also be called for. 

7.2 The Committee recommends the creation 
of Regional Offices of Assistant Directors for various 
compact groups of districts. It would ·be desimble to 
open five such re!!k•nal offices. covering the nineteen 
districts of the state. as ·follows :-

~egio11 

Southern 

<;entral 

DistrictR covered 

Surat 
Bulsar 
.Broach 
Dangs 

Baroda 
Kaira. 
.Pa.nchmahals 
Sabarkantha. 

Hcndounrtrrs 

Sur at 

Raroda 
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Region 

North 
Wcatcrn 

Northern 

Western 

Distr:cts covered 

Bha.vnagar 
Surendra.nagar 
Kutch 

Ahmedabad 
Mehaan& 
Gandhinagar 
Banaskantha. 

Rajkot 
Jamnagar 
Junagadh 
Amreli 

Headquarters 

Surendranagar 

Ahmedabad 

R<>jkot 

7.3 The Committee contemplates a liberal 
scheme of devolution of authority, in favour of the 
Regional Assistant Directors, who shall have to play 
the role of a catalyst in promoting the objectives of 
the health delivery system of the future. Great deal 
of care should therefore, be bestowed on the selec
tion of suitable officers to man these posts. Since the 
role of the Regional Assistant Director is mainly 
that of a team-leader, the organisation should adopt 
an officer-oriented pattern of functioning. The 
Regional Assistant Director should have a general 
staff officer-a junior level medical officer with at 
least five years experience and an Administrative 
Officer, to assist him in the discharge of his duties 
relating to supervision, inspection monitoring of field 
programmes and general coordination on the totality 
of activities of the health. medical and ESI services 
in the region. 

7.4 The key to the success of the new scheme, 
lies in ensuring the effective participation of the 
official and non-official agencies, connected with it. 
At the district level, general coordination between 
the District Panchayats on the one hand and the 
development departments of the Government on the 
·other, is broup.ht about at the instance of the District 
Collectors. But, a more effective and purposeful 
exercise, is indicated, where the action programme 
for rural oriented health services, is concerned. For 
this purpose, ·a forum on which the teaching hospitals. 
the district hospitals and the Panchayats are all 
represented, becomes necessary. The Committee 
suggests the formation of a Standing Committee, at 
the teaching hospital centres, with the Dean-cum
Chief Superintendent as the Chairman and the con
cerned Regional Assistant Director as the Convenor
Secretary. The Presidents of the District Panchayats 
of the region, M.Ps. of the districts concerned and the 
District Development Officers, should be the mem
bers of the committee. In addition, the Civil Sur
geons. the District Health Officers and District 
Family Planning Officers should be required to 
attend all meetings of the Committee. The Commi
ttee should play. not merely an advisory role. but, 
should also activelv associate itself. in the proces~s of 
1Jlanning for the e"pansion of health services. their 
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implementation and post-facto evaluation. In the 
scheme of setting up the regional organisations, 
suggested by the Committee, only the north western 
region does not have a medical college within it. It 
is therefore suggested, that a Regional Committee 
for this region may be constituted on the same lines 
as for the medical college centres, but with the Re· 
gional Assistant Director as Chairman. This Re
gional Assistant Director may also be included as a 
permanent invitee, to the meetings of the Commitree 
at Ahmedabad. 

District Level Organisation. : 

7.5 The responsibility of orgarusmg medical 
relief in general, and preventive and promotional 
services in particular, having been entrusted to the 
District Panchayats in the non-urban areas of the 
various districts, the net work of Primary Health 
Centres and rural dispensaries have ceased to be 
under the administrative control of the Directorate 
of Health Services. The hospitals at the taluka or 
regional levels, which serve as referral centres, are 
however not under their purview. In fact, some of 
these hospitals do not even come under the supervi
sory jurisdiction of the Civil Surgeons of the district, 
either because they are categorised as Class ~ hospi
tals, with independent Superintendents in charge, or 
because they are under the administrative and techni
cal control of the health wing of the department. 
Such of these institutions as are under the health 
wing, ·notably referral hospitals, do not also come 
under the sphere of the District Health Officers. The 
primary need therefore, is of rationalising the organi· 
sational arrangement~. at the district level. so that, 
they conform to the broad goals of the scheme of 
total health care and are geared up to maximum 
operational efficiency. The Committee recommends 
the following major steps in this direction: 

(i) All medical institutions in the district, 
other than the Primary Health Centres and dis
pensaries under the Panchayats should be placed 
in the over-all charge of the Civil Surgeons, who 
should also be designated as District Medical 
Officers. The Civil Surgeons shall also be the 
Superintendents of the District hospitals. 

(ii) All hospitals other than the principal dis
trict hospitals, should be categorised as Regional 
Referral Hospitals and be under the supervisory 
authority of the District Medical Officer. As 
a necessary consequence, none of these hospitals 
should be under direct state control, or under 
the administrative control of the health · section 
of the Directorate. The present classification of 
hospitals into Class I or Class II and the existing 
diversity of nomenclature should also be dis
pensed with. 



the two officers is appointed as the District Health 
Officer. In fact it would also be worthwhile to 
designate the District Family Planning Medical 
Officer as Additional District Health Officer 
(F.P.) to emphasise the single line of control and 
devise a rational work allocation between both 
the officers, with due stress on family planning 
work. 

District Hospitals : 

(iii) In order that the referral system invol
ving the net work of Primary Health Centres on 
the one 'band and the Regional Referral Hospi
tals and the District Hospitals on the other, may 
function smoothly, a district level Committee of · 
direction, may be formed, with the Regional 
Assistant Director, the District Development 
Officer, the District Medical Officer and the Dis
trict Health Officer, the DHO being the con
venor of the Committee. The District Medical 
Officer should provide professional guidance 
and help to the PHCs and dispensaries and also 
help in organising medical, surgical and diagnos
tic camps at the various PHCs. He should also 
play an active role in securing the services of 
specialists from the medical colleges periodically, 
at the various Primary Health Centres. 

7.6. The Health Survey and Planning Committee 
said "The hub of the net work of medical care servi
ces, should be the district hospital which, must be 
expanded and strengthened with specialist facilities in 
order to be able to serve the needs of specialised servi
ces in the district, by providing the requisite clinical 
facilities in the hospital itself and by having mobile 
teams of specialists who could effectively cover the 
area of the district and provide necessary supervisory 
and consultant facilities at lower levels". The Com
mittee went on to say "It is our view that in the present 
stage of development, reorganisation, expansion and 
improvement of hospital services of the district head
quarters, is the most important single step for the 
improvement of medical care facilities for the people 
at large. Provision of good medical care is becoming 
a highly complex and expensive matter and it is much 
better to concentrate adequate facilities at a few points, 
instead of trying to scatter inadequate and ineffective 
medical care facilities over a large number of points." 
The validity of the aforesaid approach of the Health 
Survey and Planning Committee is unquestionable 
even to-day. With the extension of institutionalised 
medical care in the rural areas, the need for providing 
more sophisticated services at focal points has emerged 
with great force. In the Gujarat context, the taluka 
level institutions have neither developed in the requi
site numbers nor in terms of professional expertise. 
One has therefore to look to the district hospitals to 
play an increasingly important role in the sphere of 
referral services. 

(iv) The status of the district organisation in 
charge of family planning services, continues to 
remain ambivalent. With a large number of Rural 
Family Planning Centres and sub-centres, the 
District Family Planning Officer no doubt has a 
large sphere of action. But both at the area level 
and at the district level, the family planning pro
gramme cannot and should not be set in motion 
in isolation. It should form an integral part of 
the package of preventive and promotional ser 
vices, so as to carry the message of family 
planning to the rural masses in the most meaning
ful manner. This in tum, underscores the need 
for centralised control and direction at the district 
level, in place of the existing duality of operations. 
The Committee favours the idea of the entire 
rural health care programme, including family 
planning, being placed under unified administrative 
and technical superintendence. The major partner 
in the enterprise being the District Health Officer, 
he should logically be the officer in full command 
and the District Family Planning Medical Officer 
should be expected to function under his general 
supervisory authority. In fact, with the full amal
gamation of the preventive and curative services 
at all levels, there would no longer be any justifi
cation for an ironclad functional division of res
ponsibilities, as between the District Health Offi
cer and the District Family Planning Medical 
Officer. The Committee has suggested elsewhere 
the grouping o[ the posts of District Health Offi
cer, District Family Planning Medical Officers and 
a few others, to constitute a single promotion 
group. It should therefore be none too difficult, 
to ensure that in any given situation the senior of 
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7. 7 The Committee had occasion to visit sewral 
District Hospitals in the State and noticed very wide 
diversity in terms of bed strength, staffing, provision 
of specialists services and standard of facilities avail
able to patients. The table below throws light on the 
point. Some of the variations could perhaps be ex
plained, as due to historical reasons. but, there can 
hardly be any justification for not evolving a broadly 
comparable pattern, covering all the district hospitals, 
which are expected to provide specialised services and 
at a· higher level of competence, in a large local area. 



TABLE 7.1 

Sr. 
No. 

Name of the 
Institution 

Sanctioned bed strength No. of Medical Officers Posts specialists sanctioned. 

Gen. Spl. Total Cl.I Cl.II Cl.ill Total Ful 
beds beds. • time 

Gyn, Pae- Ort
aec- dia· hop
olo- tri- adic 
gist. cian SurJ: 

Oph· Phy- Dent. 
tha- cia.n Sur
lmic geon 
Sur· 

1 2 

1. Civil Hospital. 
Kaira. 

2. R. R. Hnspital 
Limbdi 

3. Ci>il Hospital, 
l\It'hsana 

4. Civi Hospital, 
Rajkot 

5. Civil Hospital. 
Broaf!h. 

6. Ch·il Hospitnl, 
Godhra 

7. M. G. G. Hospital 
Navsari 

8. Civil Hospital. 
Palanpur 

9. Ci \'il Hospitnl, 
Himatnngar 

10 Sir T. Hospital, 
Bhavnagar. 

11. Civil Hospital, 
Amrcli 

12 G. K. Gencrnl Hospital, 
Bhuj-Kutch 

13. Centrcnl Hospital 
Ahwa Dan~s. 

14. Cottngo Hospit.al, 
Gnndhinagar. 

15. C. M. Z. & Gen. Hospital, 
Junagadh. 

3 4 5 

60 28 88 

90 122 212 

106 69 175 

201 266 467 

30 50 203 

102 101 203 

28 34 62 

112 103 215 

76 49 125 

260 299 559 

85 !00 185 

84 127 2!1 

45 49 94 

25 25 50 

1!0 274 384 

6 7 

2 3 

3 11 

3 6 

4 16 

3 6 

3 6 

2 3 

2 9 

2 8 

5 15 

2 5 

2 13 

1 3 

4 5 

4 14 

8 9 

5 

14 

9 

26 

1 !0 

1 10 

6 

1! 

10 

3 23 

7 

3 18 

4 

9 

7 25 

surg
eon 

10 

1 

1 

1 

11 

1 

1 

.. , 

1 

l 

1 

geon geons 
12 13 14 15 16 

1 1 

1 1 

1 1 

1 1 1 1 

1 1 1 

1 1 1 

1 1 

1 1 

1 1 

1 1 1 

1 1 

1 1 

1 

1 1 1 

l l 

• Class III Medical Officers in position ha,·e been shown since the vacancies cannot be filled in due to discontinuance of the 
integrated courses. However sanctioned strength at respective places are as under:. 

!. Limbdi-1 2. Rnjot-ll 3. Godhra-2 4. Himatnagar l 5. Bhavnagar-10 6. Bhuj-5 7. Junagadh-ll. 

7.8 The Health Survey and Planning Committee 
had envisaged that each distrcit head quarters hospital 
should be expanded to have 300 to 500 beds depending 
upon the population to be served. The Study Group 
on Hospital (Jain Committee) has recommended that 
every district hospital should have a minimum of 200 
beds, to be raised, depending upon the population of 
the area, upto 300. Considering the present bed 
strength at the various hospitals, the Committee feels 
that this is a reasonable target to aim at, and there· 
fore endorses this view and recommends that in the 
first instance the bed strength at all the district hos
pitals be brought upto 200. Increasing the strength 
to 300, may be undertaken in a phased manner subse
quently, in relation to the needs of the various regions. 
In the case of the Dang district, largely on account of 
the geographical factors and the problems of com
munication in the remote areas, it may be desirable 

to develop one more small hospital at a nodal point 
rather than expand the district hospital beyond the 
200 beds limit. The Committee also noted, that two 
of the District Civil Hospitals . in the Surendranagar 
and Bulsar ·districts, are located away from the district 

head quarters towns and in the Kaira district the epi
centre of economic, commercial and social activity, is 
the town of Nadiad, while the Civil Hospital is located 

at Kaira. The district headquarters towns, apart from 
having a large concentration of government employees, 

. also develop into a fulcrum of infrastructural develop· 
ment, towards which the peripheral population, natu· 

rally gravitates. Keeping this in view, a conscious 
decision to develop medical facilities at the district 
towns may have to be made, with due regard to the 
facilities already available through the efforts of local 
bodies. 
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incentive for these officers, a special remuneration of 
Rs. 125 a month may be sanctioned, on the comple
tion of training. 

7.11 The Civil Surgeon as the Superintendent of 
the hospital and in his new role as the District Medical 
Officer is certain to find his hands full and it is there
fore essential that he is provided some assistance in 
the discharge of his routine responsibilities, of manag
ing the hospital. The Committee feels that there is 
thus adequate justification for a full fledged post of 
Resident Medical Officer at every district hospital. 
Apart from assisting the Civil Surgeon-cum-Superin
tendent generally in running the institution, this officer 
could also usefully oversee the medicolegal work of 
the hospital and look after the ancillary services. A 
junior level medical officer with not less than five years 
of experience should be appointed as the R.M.O. and 
in view of the special position that he would occupy 
as the de-facto number two man in the heirarchy, a 
snitable special allowance may be sanctioned to the 
incumbent of the post. The Matron of the hospital 
should be in full charge of the nursing servic~s and 
should function directly under the Superintendent. 

7.9 Consistent with the role of the district hos
pital as the main centre of specialised thereapeutic 
services within the district, there is a strong case for 
augmenting the strength of specialists at this level, on 
a uniform pattern. The Jain Committee has suggested 
that the district hospitals should provide specialist ser
vices in Medicine, Surgery, Obstetrics and Gynaeco
logy, Eye, E.N.T., Paediatrics, Dentistry, Psychiatry 
and Venera) diseases. Earlier, the Health Survey and 
Planning Committee had made a similar suggestion 
with the addition of Tuberculosis to the list and exclud
ing Psychiatry. While this would undoubtedly be the 
ideal pattern that the state shall have to strive to 
achieve, the Committee feels that a less ambitious 
beginning would be more realistic. In the first place, 
there is a general shortage of qualified personnel in 
specialities like ENT, Psychiatry and Skin and Vene
ra! diseases and it is understood that these departments 
are largely understaffed even at the medical colleges. 
Besides, there is a very wide gap between the present 
pattern of staffing of the district hospitals of the state 
and the norms indicated by the Jain Committee. Both 
in terms of monetary resources and manpower needs, 
this gap cannot be expected to be bridged, except under 
along term plan. The Committee therefore recom
mends, that in the immediate phase, all district hos
pitals must have the services of senior level specialists, 
in Medicine, Surgery, Paediatrics and Obstetrics and 
Gynaecology. The number of surgeons would how
ever have to be augmented in relation to the bed 
strength of the hospital. Accordingly, it would be 
necessary to provide for two posts of surgeons, at hos
pitals with 300 or more beds. The second phase of 
expansion that should soon follow, should cover 
Ophthalmology, and Skin and Venereal diseases. The 
provision of additional specialists, can be taken up in 
the third phase, in the larger hospitals. 

7.12 As can be seem from the Table No. 7.1, 
there has been no attempt to standardize 'the staffing 
at the district hospitals, with reference to their sizes. 
The Committee Understands that no specific yard
sticks have been adpoted by the department, while 
sanctioning posts of medical and paramadical staff. 
Especially in the sphere of specialists services, the lack 
of uniformity in the existing staff-structure is difficult 
to understand. The present practice is of General Duty 
Medical Officers drawn from the Gujarat Medical 
Services Class II cadre, being entrusted a large variety 
of specialised duties as well. The general complaint of 
the Civil Surgeons and Superintendents of the different 
hospitals was, of inadequacy of staff of all categories 
and particularly of the General Duty Medical Officers. 
The fact that posts of Class ill Medical Officers sanc
tioned- at the district hospitals are counted towards the 
total strength, but are in fact vacant, because there is 
virtually no fersh recruitment at this level, makes the 
problem all the more acute. The Study Group on 
Hospitals (Jain Committee) -has attempted the stand
ardisation of the staffing pattern for hospitafs of 
different bed strengths. This and the recommendations 
of the Committee for Hospital Equipment and Stand
ardisation (Ayyar Committee) taken together could 
constitute a working basis for the regulation of the 
staffing at the district hospitals. A tabulated statement 
of the recommended staffing pattern in the immediate 
phase for hospitals of different sizes broadly following 
the recommendations of both these Committees, is 
given below : -

The Committee learns that Dental Surgeons have 
already been posted at all the district hospitals. It will 
however be necessary to equip the dental wing ade
quately, in terms of supporting staff and equipment, 
to offer the complete range of dental services. The 
provision of a dental hygienist and a dental mechaniC 
at the dental clinic of a district hospital would be a 
step in the right direction. 

7.10 The staffing scheme of a 200 bed district 
hospital must necessarily include, a Pathologist, a 
Radiologist and an Anaesthetist. The Committee is 
aware that fully qualified men in these fields are scarce 
and i1 may therefore be advisable to appoint one 
general duty medical officer- of the junior level each, 
on these posts. These officers should be given suitable 
training at a medical college for a period of nine 
months to a year. In order to provide the needed 
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Post 

Surgeons 

Physician 

Obstetrician and 
Gynaecologist 

Paediatrician 

Anaesthetist 

Pathologist 

Radiologist 

TABLE 7.2 

For 
100 
Beds 

1 

1 

1 

1 

1 

1 

1 

---
No. of posts 

For For For 
200 300 500 
Beds Beds Beds 

I 2 2 

1 1 2 

1 1 1 

1 1 1 

1 1 I 

1 1 1 

1 I 1 

General Duty Medical 
Officer One M.O. for every 20 beds 

Resident Medical Officer 1 1 1 

Dietician 1 I I 

Matron 1 1 I 1 

Assistant Matron 1 I 1 1 

Nursing Sisters 5 10 I5 25 

Stsff Nurses 20 40 60 100 

Ra.diograph('r I 2 3 4 

Physiotherapist 1 I 2 

Occupational Therapiet I I 2 

Steward I 1 I 2 

Compounder 3 5 7 IO 

Operating Room Asstt. 2 4 5 8 

Wnrd Boys 3 6 8 10 

Nursing Orderlies & Ayas 10 40 60 so 
La b. Technician 3 4 6 6 

La b. Assistants I 2 3 4 

Lab. Attendants 1 2 3 4 

Considering the existing organisational pattern in 
the state and the present inter-institutional diversity 
in the ratio of beds to General Duty Officers, the 
Committee feels that a beginning can be made by 
augmenting the strength of General Duty Medical 
Officers, to conform to a ratio of one for every 
twenty beds. In computing the beds strength, the 
total number of beds, irrespective of the division 
between general and special beds, should be adopted, 
as the determinative criterian. This· ratio, however, 
falls substantially short of the norms recommended 
by the Jain Committee and efforts shall therefore 
have to be made, to bring down the ratio, in the 
first instance to one to fifteen, and eventually, reach 
the standards envisaged by the Jain Committee. 

Interse adjustments between hospitals, may also be 
attempted to apply this ratio uniformly. In the case 
of the para-medical staff, the norms recommended 
must however be maintained, in as much as, they 
would be essential to attain the standards of service, 
expected of district hospitals. The Committee would 
like to include a physiotherapist and occupational 
therapist each, among the essential para. medical staff 
of all the district hospitals. 

7.13 The Committee found, that some of the· dis
trict hospitals have Honorary Medical Officers 
attached to them. Whatever may be the arguments 
in support of the continuation of the system of 
appointment of Honoraries, on the staff of the medi
cal colleges, the Committee believes that there can 
be no place for them in the d1strict hospitals, espe
cially in the ·envisaged future pattern of larger inte
raction between the hospital complex and the com
munity. It is evident that with the claims on their 
time from their private patients, they could hardly 
give enough attention to the needs of the hospital, 
especially in specialities like surgery, medicine or 
obstetrics and gynaecology. The Committee would 
therefqre urge the · immediate replacement of all the 
Honorary Medical Officers in these specialities by full 
time incumbents, according· to the pattern of staffing 
recommended for the district hospitals. The Com
mittee however does envisage a role for the Honorary 
Medical Officers in the future set up. In the first 
place, it may be necessary to appoint some of the 
leading local practitioners, in the specialities where 
there may be difficulty in obtaining the services of 
full time medical officers. Secondly, organising out
station camps, both for diagnosis and treatment 
would necessitate the active participation of the 
private practitioners. A careful review of the actual 
situation at the various hospitals should be made. 
before a decision to continue the services of Honorary 
Medical Officers is taken. 

7.14 In addition to the principal district hosp1-. 
tals, some of the districts have other hospitals 
accorded the Class I status, with independent 
Superintendents. To cite a few examples, the Civil 
Hospital at Porbandar with 231 beds, the General 
Hospital at Dhrangadhra with 73 beds, the General 
Hospital at Visnagar with llO beds, the K. K. Hos
pital at Savarkundla with 71 beds, all fall under this 
category.· Largely on account of the locational 
advantage some of these hospitals cater to a extensive 
hinterland. There can be no doubt as to the need 
for their absorption in the structure of referral ser
vices and bringing about some measure of uniformity 
in the organisation and functioning of these institu
tions. The Committee feels that the staffing of these 
hospitals should .be regulated with reference to the 
bed-strength. All such hospitals with less then 100. 



beds shoul4 have the same pattern of staffing as 
recommended for the taluka level hospitals elsewhere. 
For hospitals with 100 or more beds, but less than 
200, the provision of the services of a Surgeon, and 
a Gynaecologist in the first instance is recommended. 
The Superintendent should in these cases be an 
officer of the senior level in the cadre.. The hospitals 
with a bed strength of 200 or more should have the 
same complement of technical staff, as the District 
Hospital. 

Taluka Hospitals : 

7.15 At the intermediate levels of the referral net 
work, the taluka hospitals have a crucial role to 

· play. The Health Survey and Planning Committee 
had contemplated, that a Taluka hospital should 
serve as a referral centre for the majority of routine 
types of cases from two or three primary health 
centres, in its area. The taluka hospital was to have 
a minimum bed strength of about 50 and have a staff 
of at least three medical officers, dealing with medi
cine, surgery and obstetrics and gynaecology. The 
Committee obtained from the Directorate of Health 
Services a list of talukas of the state, that did not 
have any government hospital within their territorial 
limits. The list was long, accounting for nearly half 
of the total number of talukas in the State. In dis
tricts like Baroda, Surat, Broach and Banaskantha, 
more than 50% of the talukas of .the district did not 
have any Government hospitals. A large number of 

. the talukas identified as backward, on the basis of 
the survey carried out by the State Bureau of Econo
mics and Statistics, some years ago, also came under 
t"I!is category. The pockets of large concentration of 
tribal people, also figured in the list. 

The Committee is aware that a mere list of the 
tvpe ·mentioned above, is by itself not determinative, 
either of the size of the problem, or its entire rami

. fications. The area and population of the different 
talukas are subject to wide variation lind the exis
tence of medical institutions run by local bodies and 
voluntary agencies, has also to be taken ·into account 
in this context. The Jain Committee bas however 
recommended, that the talukas that do not have 
hospitals at present, should he provided with one 
hospital each with a minimum bed strength of 50 
and in the talukas that have hospitals, but where the 
number of beds is Jess "than 50, the bed strength 
should be raised to 50. This Committee is entirely 
in agreement with this view. However, having regard 
to the .magnitude of the twin tasks of construction of 
new hospitals and adding to the bed strength of 
existing institutions, it would be necessary to lay 
down the priorities to be observed in the execution 
of the plan. The state has already undertaken a 
programme of setting up referral hospitals, covering 
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4 to 5 primary health centres and the conversion of 
some of the cottage hospitals into referral hospitals, 
has also been contemplated. The Fifth Five Year 
Plan of the state provides for the establishment of 
3 allopathic hospitais in urban areas, 5 new referral 
~ospitals and the upgradation of 15 cottage hospitals 
mto referral hospitals by raising the bed-strength to 
50. The ~epartment also has on hand a programme 
of upgradmg selected PHCs, into 30 beded hospitals, 
the fifth plan target being, 23. It would be worth
while to take advantage of all these schemes to give 
due . priority to the needy areas. 

7.16 The Taluka level medical institutions, go 
under the names of Cottage Hospitals, Referral Hospi
tals, Class IT ·Hospitals or Secondary Health Centres. 
There are also some Class I hospitals other than the 
district hospitals. There is considerable variation in 
the matter of staffing, bed-~tren:gth, facilities and even 
the pattern of supervtsion and control over their work
ing. The Committee has already suggested that all 
these hospitals should come under the general control 
of the Civil Surgeon. 

The Jain Committee has recommended that the 
Taluka hospital shOuld have three medical officers, 
one each for the three basic specialities, medicine 
surgery, and gynaecology and obstetrics. The doctor 
in charge of obstetrics and gynaecology should prefer
ably be a lady. The envisaged future role of all such 
institutions is the same and some measure of unif~r
mity . in the standards of service must therefore be· 
brought about. The nomenclature for such hospitals 
should be indicative of their role in the health delivery 
conglomorate, as much as, its area coverage. The 
Committee suggests that an. these hospitals be desig
nated as 'Regional Referral Hospitals'. 

7.17 The staffing pattern recommended by the 
Jain Committee deserves to be adopted uniformly. The 
Committee is however aware, that it would be very 
difficult for the department, to recruit specialists in 
the required numbers, especially because, the needs of 
the district hospitals will _also have to be met simul
taneously. A practical solution appears to be, to recruit 
a sufficient number of post-graduates in these basic 
specialities,· at the junior level and constitute them 
into a separate pool for deployment to the taluka 
hospitals. The provision of a special remuneration of 
Rs. 125 per month would act as the necesasry incen
tive, apart from the opportunity for later promotion to 
the cadre of senior level specialists at the district hos
pitals. A junior level medical officer trained in anaes
thesia should also be posted at each of the taluka 
hospitals. 



7.18 The taluka hosptial should also have a good 
pathological laboratory capable of undertaking investi
gation of all routine specimens viz. blood, urine, stool 
and C.S.F. There should also be an X-Ray plant .of 
30 to 50 M.A., in addition to lamps for ultraviolet and 
infra-red therapy. Each hospital should also have an 
ambulance van. 

7.19 The recommended staffing pattern for the 
Regional Referral Hospital with 50 beds is as follows : 

Medical Officers 2 
Lady Medical Officer (0 & G) 1 

Anaesthetist 1 

Junior Matron 1 

Staff Nurses 10 

Compounders 2 

Dresser 1 

Laboratory Technician 1 

X-Ray Technician 1 

Ward boys 4 

7.20 Considerable thinking has already gone into 
the question of standardisation of equipment for his
pitals of various sizes. The Hospital Equipment 
Standardisation Committee (1963) has laid down certain 
norms which can serve as a guide to bring about the 
elimination of the needless diversity as between medical 
institutions. 

Primary Health Centres and Rnral Medical Care 

7.21 The concept of the Primary Health Centre 
as a new approach to meet the health needs of the 
rural areas, was first developed by the Bhore Com
mittee. in 1946. The pattern of providing one PHC 
in each community development block, as an integral 
part of the community development programme, came 
to be adopted uniformly, all over the country and it 
was visualized that the PHC should serve as the focal 
point. from which integrated health services, both pre
ventive and curative, would radiate to the entire popu
lation of the community development block. The PHC 
was thus expected to become the hub of all health 
activity in the block and was to provide the following 
range of services: (i) Medical Care/Medical Relief 
(ii) Control of communicable diseases· (iii) Environ
mental sanitation (iv) Maternal and Child Health and 
Family Planning (v) Limited School Health and Nutri-. 
tion (vi) Health Education (vii) Vital Statistics. The 
ba.sic strategy was multi-functional. However in view 
of the major health problems that faced the country 
at the time. some unipurpose programmes for the 
control of communicable diseases, were also formu
lated and put into operation, simultaneously. 

7.22 A. precise evaluation of the working of the 
Primary Heatlth Centres, does not appear to have been 
attempted at: any time, but, several problem areas of 
their functioning and inadequacies in the working of 
the program1me, have no doubt, come to surface. Even 
as early as 1961, the Health Survey and Planning 
Committee htad found that the Primary Health Centres, 
as constituted and staffed then, were not competent to 
offer an int<!grated health service and their activities 
were not pu'blic health oriented, in the manner and to 
the extent necessary. Later. the Study Group on 
Hospitals, in 1968, reaffirmed this finding and said that 
despite the increase in the sanctioned staff for the 
Primary Heatlth Centre complex. enough attention was 
not given to preventive work. 

Technic:dly, the PHC has not grown in stature 
from a government rural dispensary, with a maternity 
home attach<!d to it, into an institution forming a vital 
part of the rural community. As such, community 
participation in the health care programmes, has not 
been wholly reassuring. In terms of services, both 
quality and content, there is a lot left to be desired. 
Medical reli<!f is provided mainly, as out patient care 
at the PHC :and the periodic visits of the Medical Offi
cer, to the s:ub-centres. The ANM at the sub-centre, 
largely attends to minor ailments in the field of 
Maternity a11d .Child Health. Because of their pre
occupation vvith m~dkal care services and the general 
administrative responsibilities, the Medical Officers 
have not be€m abie to devote enough attention to the 
development of the preventive services. 

'fhe utilisation of beds at the PHCs has been sub
ject to large variations and in most cases was found to 
be general!~( low. Besides, general organisational 
problems have hampered the working of the system. 
Two Medica.! Officers for a population of almost one 
lakh on an ~tverage, prove to be inadequate. The para
medical ·staff has grown in size over the years and 
supervision l'1as therefore become increasingly ditlicult, 
Although the~ PHC is the integrated health care unit at 
the area leve~l. there is still a manifest tendency to run 
several ·progJ:ammes. vertically. Construction of build
ings, sub-cen Ires and staff quarters has not received the 
deserved pri,Jrity attention. The supply of equipments, 
provision of diagnostic facilities. and ensuring an ade
quate flow o.f drugs. are the other important problems 
demanding atttention. Tl)e last and perhaps the most 
significant issue, is that of improving the terms and 
conditions o1F services of the personnel working in the 
rural areas. Here again, special consideration is neces
sary for tho,,e posted to work in the remote tribal 
regions or other difficult areas of the state. 

7.23 In. the slate of Gujarat, along side th~ Pri
mary Health Centres, a large net work of rural dis-
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pensaries, maternity homes and hospitals exists already. 
There are also a few mobile dispensaries. The respon
sibilities of rural health care l)aving been entrusted to 
the elected bodies at the district and taluka levels, ·the 
process of community participation and involvement 
in the health delivery system, has been greatly facih-

tated. Moreover, a large number of voluntary agencies 
and charitable institutions have participated, actively, 
in strengthening the programme of institutional medical 
relief. An idea of the districtwise distribution of PHCs, 
RFPCs and their sub-centres and dispensaries under 
the Panchayats, can be had from the table below : 

'lABLE 7.3 ., 

Sr. District ·No. of Sub-centres RFPCs Sub-centreS Mobile disp. Rural disp. 
No. PHCs. under PHCs under RFPCs under-Pancho.- under Panoha.• 

yats. yat!l. 

1. Ahmedabad 10 35 10 60 22 

2. Amreli 11 33 11 35 IS 

3. Banaskantha 12 38 12 72 30 

4. lfaroda lli 54 16 84 I 42 

J;. Bha.vnagar 14 44 14 55 11 

6. Broach 14 44 14 48 3 17 

7. Bulsar 18 55 18 62 1 12 

8. Dang>~ 2 6 2 6 2 under 
Govt. 

9. Gandhina.gar 2 6 2 12 

10. Jamnagar 10 30 10 53 li 

11. Junagadh 16 51 16 66 30 

12. Kaira 19* 63 19 133 32 

13. Kutch 9 26 9 38 4 62 

14. ~fehsana 19 60 19 1!0 44 

15. Panchmahal§ 23 71 23 93 2 7 

16. Rajlcot 14 42 14 58 17 

17. Sabarkantha 13 41 13 67 I 21 

18. Surat 19 57 18 60 2 23 

19. S urimdranagar 10 30 10 32 12 

Total 251 786 250 1144 17 4!1 

-;fuaddition to 19 PHCs established under Community Development Prn!!rnmme 6 additional PHCs hm·e been established in Kaira 
district under Intensive district scheme for Health and Family Planning undertakin,!! with financial aid from the Ford Foundnt.ion. 'l'hus 
in Kaira district there are actually 25 PHCs. · 

7.24 The institutional frame-work that exists 
thus, shall have to be geared up efl:ectively, towards 
the attainment of the priorities of any programme of 
comprehensive rural health care, which can be set 
out as follows : 

(i) Family Planning Services to combat the 
rapid growth of population; 

(ii) Control of mass prevalence diseases under 
organised programmes of control and ,eventual 
eradication; 

(iii) Improveme11t of environmental sanitation 
and personal hygiene; 
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(iv) Maternity and Child health, including 
immunization; 

(v) Nutritiou supplementation for pregnent 
mothers and lactating mothers and children in 
the 0-5 age group; 

(vi) Health education, orgamsmg self help 
and encouragement of active community partici
pation; 

(vii) Early detection of major ailments 
through a programme of screening; 

(viii) Detection and treatment of common 
diseases that would constitute an overwhelmingly 
large population of the patient tum out;· 



(ix) A sympatnetic appreciation of the local 
cultures and resources and attempts at the utili
zation of the most simple and inexpensive of the 
techniques and appurtenances of medical care, 
available within the existing body of technical 
knowledge. 

7.26 The total deployment of medical and 
support personnel at the PHCs and the attached 
RFPCs has followed . the pattern indicated in the 
table below : 

TABLE 7.4 

Staff patterntof RFPC Staff pattern of PHC 

The main tasks that have to be undertaken to 
make the scheme of priorities fully operational are : 

I. MedicallO,fficer Cl.II 

2. Block Ext. Educator 

I I. 

I 2. 

• Medical Officer Cl. II I 

Health Visitor I 
3. Health Visitor 1 3. 

(i) Integration of curative, pr~ventive and 
promotional services effectively at the field level; · 

4. AN;>I 

5. Computer 
I 4. 
I 5. 

ANM I 
Compounder I 
Driver I 

(ii) expansi0n of the present institutional net
work with special attention to backward areas: 
and 

(iii) Innovations and new approaches 
basic concepts. to achieve a quick 
through, in the direction of improving 
care. 

to' the 
break 

·health 

7.25 There can be no doubt that any future 
strategy of development of a package of health 
services must evolve around the nucleus of the 
Primary Health Centre complex. It is therefore 
essential that these should be viable units and 
achieve greater functional cohesion among the 
medical and para-m~dical staffs. A major require
ment in this behalf will be the reduction of the 
population coverage of the main centre and the 
sub-centres. 

The Jain Committee's observations in this regard 
are worth recalling. Commenting on the fact that 
the population coverage of the PHC is large, the 
Committee said that in practice, however, the PHC 
does not serve more' than 30 to 40 thousand people 
living within a radius of two to four miles of the 
main centre or the sub-centres, and recommended 
that by the year 1976, at least one sub-centre in the 
block should be raised to the status of a PHC. 
Another suggestion of the Committee was, that in 
suitable cases where the need is felt, the number of 
beds in the PHC should be raised to 10 and that full 
use of the specialists visiting the PHC at regular inter
vals should be made and the medical officer of the 
PHC should keep cases needing specialist attention. 
in readiness and the ambulance -services should be 
made futl use of to make referral services successful. 
Two other important points made by the Committee 
were (i) the allopathic dispensaries functioning within 
the jurisdiction of a PHC should be treated as sub
centres of the PHC and (ii) the laborartory technician 
with the microscope, provided under the malaria 
eradication programme, should be utilised to under
take simple tests of the patients attending the PHC. 
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6. Jr. Clerk I 6. Peon I 
7. Drh·er I 7. 

Staffin~ pattern of sub-centre 

One Part-time attendant with 
each Al\~I with Rs. fiO/- p. m. 
One F. P. Asstt. per 20 000 
population.· 

Sweeper I 

Staff pattern of PHC sub·centre · 

The setting up of the Rural Family Planning 
centres has thus resulted in the virtual doubling of 
medical manpower in the area of the community 
development block. The R.F.P.Cs. and the sub
centres operate alongside the Primary Health Centres 
and their sub-centres and attempts to coordinate the 
working of both appear to have yielded only limited 
results. The department has no doubt issued instruc
tions that the two medical officers should handle the 
OPD alternatively and divide visits to the sub-centres 
between themselves. But it is to be remembered' 
that the services of the PHCs and sub-centres ar~ 
generally availed of by the population in their imme
diate vicinity and large masses of the rural popular 
are, as yet, beyond their reach. Moreover, the loca
tion of the PHCs and the sub-centres in various dis
tricts, have left big segments of the rural community, 
uncovered. An attempt to relocate the RFPCs and their 
sub-centres in such. a way as to include these areas 
in the service spheres of these units, could yield wel
come results. Perhaps, one of the existing sub
centres, conveniently located with reference to the 
vast hinderland, could serve as the new Rural Family 
Planning Centre. The .Committee learns that the 
Government of India had at one time issued instruc
tions more or less on similar lines but had to rescind 
them later, in view of the huge capital costs involved. 
This would no doubt be a major constraint, but, the 
committee feels that the basic approach outlined 
~hove in valid, nonetheless. As a working solution, 
Jt would be possible to constitute a mobile team of 
the medi~l officer in c-harge of the RFPC and key 
para-med1cal staff, to cover certain fixed medical aid 
centres in th_e outlying villages, which are not a part 
of the effective area of operation of the existing cen
tres and sub-centres. This would be but an ineffec
tive substitute for a regular Health Centre, which 
should be the long term goal. 



Towards this end, the Government may think of 
choosing new locations for the RFPCs, wherever 
infrastructural facilities have not already been orga
nised. Even if residential and non residential struc
tures have been constructed at some places, th.:y 
could be made use of, for the conversion of selected 
PHCs into 30 bedded hospitals, and shifting of a 
few RFPCs to new areas, will still be possible. 

had a proposal for the supply of motor cycles to 
them. This would be a workable solution both from 
the point of view of the costs involved and the state 
of communications in the rural areas. 

7.28 The effectiveness of the PHC is consi
derably hampered by the low budget provision for 
drugs and medical supplies. The drug budget of the 
PHC at Rs. 9000 !- amounts to barely 10 paise per 

7.27 · Two other steps that can be visualized in head of the population covered, per year. A large 
the context of the reduction of the population cove- number of those who avail of the services of the 
rage of the Primary Health Centres and sub-centres PHC at Rs. 9000/- amounts to barely 10 paise per 
are, (i) A properly phased programme of upgrading cines, prescribed by the Medical Officers and in most 
selected sub-centres in to full-Hedged primary health of the areas of the State, procuring them from 
centres and (ii) Linking of sub-centres and the Pan- outside sources would also be a problem, in the 
chayat managed allopathic dispensaries into ·an inte- absence of drug stores in the vicinity. Thus, if the 
grated· satellite health unit under the PHC. These prescribed drugs in the required quantities, are not 
rural dispensaries have medical officers of their own made available to the patients from the PHC, the 
and most have posts of compounders, · also. The · whole process of treatment is reduced to an empty 
Committee learns that at present, the dispensaries ritual. ·The Committee was happy to know, that 
function independently of the PHCs and do not par- many of the District Panchayats supplement these 
ticipate in preventive and promotional health pro- allocations to the PHCs for the supply of drugs, out 
grammes. This is also true of the mobile dispensa- of their own fund~. In the minimum needs pro
ries. It is also likely that' the services of the medical gramme of the State also, a provision has been made 
officers are not fully -utilised and coordinated with for increasing the annual allocation for medicines to 
the activities of the PHC since the Medical Officer of Rs. 12,000/- while even this would be on the low 
the PHC has no control over or liaison with these side, the Committee recommends that efforts should 
dispensaries. The linkage as envisaged above, would be made to at least reach this level, in the immediate 
provide for the optimum utilisation of the available future. 
manpower and ensure maximum complementarity, of 
the curative and oreventive health services, at the 
base level. The department has already in view, 
the conversion of some of the sub-centres into dis
pensaries and what has been suggested above is· 
substantially in keeping with the main content of 
such a scheme. 

The Medical Officers of the dispensaries could 
also be assigned a few medical aid centres at focal 
points in the surrounding areas. It is true, that their 
mobility is strictly · circumscribed, since, they have no 
vehicles available to them. But the public transport 
system in the state is very well developed and it 
should therefore not be too difficult, to operate a few 
peripheral medical aid centres, during the eight 
months of the fair season. The village panchayats at 
the concerned villages, could be expected . to provide 
the physical facilities and ·general manpower and 
material support, for running these centres. 

The task force scheme in the state, under which 
all the available manpower is sought to be utilised 
for the effective coverage of the villages falling with
in the area of a PHC; is a step in the right direction 
and deserves .to oe continued. The problem of 
mobiiity · of the Medical Officers constitutes a major 
impediment to the ·implementation of the scheme and 
the committee learns that the department originally 
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7.29 The availability of medical manpower is 
crucial to the successful operation, of the health deli
very system, in the rural sphere. While there has 
been a general improvement in the supply situation, 
the position in regard to the staffing of rural dispen
saries and the PHCs, · is not entirely satisfactory. The 
problem of manning the posts in the remote areas
and the tribal pockets is still acute. The Committee· 
has given anxious thought to this vexed question. 
The solution ·to the problem seems to lie largely in 
the provision of monetary and non monetary incen
tives. to the staff po~ted to the rural centres. Exa
mining this question at length, the Jain Committee 
has suggested the following steps : 

(i) Improvement of the working 
at the Primary Health Centres;· 

conditions 

(ii) Reasonably comfortable residential 
ters, with sanitary facilities for all staff; ' 

(iii) Formation of a unified· cadre 
doctors in the State Government Services; 

quar-

of all 

(iv) Grant of Rural allowance to Medical 
Officers; 

(v) Posting by rotation in iura! · and urban 
centres; 



(vi) Regular 
hospitals; 

training facilities at district 

(vii) Provision of professional journals 
help in keeping knowledge uptodate; 

(viii) Provision of transport facilities. 

to 

These suggestions are unexceptionable and 
efforts to implement them will go a long way in 
ameliorating the conditions of service of medical 
officers in the rural areas. 

The Committee has recommended elsewhere in 
the report, the amalgamation of various field cadres 
of medical officers and has stressed the adoption of 
the system of rotation between rural and urban post
ings. In addition, the Committee would also recom
mend that weightage for rural service should be 
given, when registration for post graduate studies, is 
considered. 

A few other specific proposals are also worthy 
of consideration : 

(l) Allotment of Government owned residen
tial accommodation, in towns having facilities 
for higher education, to the families of Medical 
Officers posted to remote rural areas, at con
cessional rentals: 

(2) Provision of free hostal accommodation 
and subsidised messing facilities, to the children 
of Medical Officers, serving in outlying rural 
stations; 

(3) Double increments for every year of ser
vice in the rural areas, after a minimum tenure 
of three years; 

( 4) Counting journey time from the place of 
posting to the district head quarters or the 
nearest rail-head as duty, before the commence
ment of, leave of any kind; 

(5) An opportunity to return to a refresher 
-course every two years for 2-4 weeks so as not 
to feel professionally stagnant; 

( 6) A concessional railway ticket once a year, 
"for an annual holiday with the family, artywhere 
inside the State: 

(7) Permission to use Government vehicles at 
concessional rates for private journeys. 

·The most significant of all these will of course 
be the grant of a rural allowance. In Gujarat a tribal 
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areas allowance at the rate of 20% of the basic pay 
is admissible to technical staff, working in snch areas. 
The problems of personnel posted in the tribal areas 
are even more complex than these at other rural 
locations. However there can be no two opm10ns 
about the need for monetary compensation for the 
inconveniences and privations that the Medical Offi
cers are faced with, while serving in the rural areas. 
A monthly allowance at the rate of 20% of the 
basic pay may uniformly be sanctioned, to all the 
me<:Jical officers, posted at centres having a popula
tion of 5000 ot less. The rate of the allowance may 
be raised to. 30% of pay in the case of the tribal 
areas. 

7.30 The problems of medical relief in certain 
difficult areas deserve very special · attention. The 
Committee understands that the Dangs district and 
parts of Kutch, Banaskantha and Panchmahals dis
tricts, are perhaps the only areas that would fall 
under this category. The proper solution in such 
areas is to modify the normal rule of one PHC for a 
community development block and raise the number 
to two. Besides, th" medical officer of the PHC 
should visit centrally located villages on fixed days 
and examine patient•. and dispense medicines. Intro
duction of a few mobile dispensaries attached to the 
PHCs to render clinical aid, v:ill also be a useful 
step. 

7.31 Gujarat has already tried the concept of 
associating private medical practitioners, in the 
scheme of rural medical relief. While the system of 
subsidised medical practitioners as it exists may not 
have been perfect in the working, it may still held 
the key to the restructuring of, rural health services, 
with certain modifications. Where voluntary organi
sations are prepared to run such health care centres 
in the villages, affiliated to their own hospitals, or 
dispensaries, Government may support such vent~res, 
by sanctioning appropriate grant-in-aid. The scheme 
could be made fully operational, if, with the assis
tance of organisations like the Indian Medical Asso· 
ciation and Voluntary agencies that run their own 
hospitals or dispensaries in _the nearby urban areas, 
panels could be prepared of general practitioners, 
willing' to work at the sub centres of the PHCs or 
other selected centres, part time and on fixed days 
every week or fort-night. Payment of a reasonable 
honorarium and the provision of the services of the 
compounder from the PHC or dispensary shall have 
to be arranged and the vehicles of the PHC will have 
to be_ made available for transpertation. A variant 
of the scheme could also be thought ot under whicn 
a local medical practitioner weuld make his · services 
available on a part time basis on fixed days at the 
sub-centres, 



7.34 The main thrust of the future strategy of the 
development of rural· health services, has to be towards 
cent per cent village coverage. Literally, the "Health 
delivery system" should become available at the village 
and even at the very threshold of the villagers. This 
implies tl:ie creation of rudimentary facilities at the 
area level backed up by an institutional net work, of 
progressively rising levels of expertise and supporting 
services. Organisationally, such a deliv;cy system 
would have a multi-tier structure. At the first level 
of contact and that, at the villagers door-step, will be, 
the basic health workers who are to provide intensive 
health education and services in a compact area. The 
Priinacy Health Centres and sub-centres should provide 
a Wide range of preventive and curative services and 
under the aegis of the mobile health teams seek to 
reach the non-user segments of the population and 
influence their health care aspirations, in a positive 
direction. 

7.32 The turn out of medical graduates from the 
.different medical colleges of the State has been fairly 
large over the recent years and although there are no 
indications of actual unemployment among medical 
graduat~s, as in sorJe other States, the stage might 
well be reached, in the not too distant future, when 
the towns and cities can no longer gainfully absorb 
any additional influx of medical practitioners. The 
bonds executed by the students admitted to the MBBS 
courses, shall have also to be made operative, by find· 
ing them placements, in the health services. Combining 
both these factors usefully, a scheme could be devised 
for providing the services of medical graduates at 
selected places, in the rural areas. The selection of 
centres shall have to be made with reference to the 
present level of availability of medical facilities and 
the prospects of private practice at these places. Under 
the scheme, the Government could provide seed money 
and· a monthly stipend to the medical graduate, the 
stipend being available for a period of 18 months on 
·a tapering scale, reduced by a third of the amount, 
every' six months, on conditon that he agrees to set 
up practice, in one of the approved rural centres and 
binds himself down to continue at the same centre for 
period of not less than three years. The government, 
in collaboration: with the rtationalised bimks, can also 
arrange for loans at concessional rates, for meeting the 
costs of setting up the dispensaries. The Committee 
learns that a similar scheme was put into operation 
in the State for the benefit of Ayurved practitioners 
last year. The Ke~ala Government has already experi· 
mented with the scheme of health cooperatives in the 
State. A careful assessment of the working of the 
scheme and its relevance and feasibility in the context 
of the local situation may also be usefully attempted. 

The PHC has no fullfiedged laboratocy or X-Ray 
units or facilities for surgical treatment of diseases and 
hence the need for the second tier, that would consist 
of an institution, having arrangements for indoor treat
ment, X-Ray and laboratocy investigations and sur
gecy. In addition, such an institution should also 
provide the services of specialists in basic specialities. 
At the next higher level should be the capable of pro
viding extensive facilities for diagnosis and treatment 
and a wide range of specialised services. The ape,x 
level is represented by the teaching hospitals, with 
highly specialised personnel and sophisticated equip· 
ment, to cater to complex treatment needs. For its 
effective functioning the multi-tier health care complex 
depends on the development of an efficient referral 
system, from the penphery, right up to the medical 
college hospitals. This also underscores the need for 
an efficient ambulance service and dependable inter 
communication between the PHCs on the one hand and 
the hospitals in the nearby locations, on the other. 
While the flow of patients from the lower to the higher 
echelons would be a normal feature, there is a strong 
reciprocal need for the specialists at the higher levels 
to move out to the lower level institutions, frequently 
and according to scheduled programmes. In other 
words the hospitals should move out into the com
munity. 

7.33 Strengthening the role of Voluntary Organi
sations in the sphere of Rural Health Services is both 
possible and desirable, in the face of the uneven inter
district distribution of institutional medical services. A 
liberal pattern of grant-in-aid, covering both recurring 
and non-recurring expenditure and special terms of 
assistance for institutions in the tribal areas, or remote 
rural com_munities, would give the right impetus to the 
voluntary organisations. The district and taluka pan
chayats which are incharge of organising and adminis
tering rural health programmes, could also be encour
aged to streamline and expand. services in the rurai 
sector, by evolving a similar formula for grants-in-aid. 
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8.. MEDICAL COLLEGE HOSPITALS A."'D 
HEALTH CARE 

8.1 Gujarat has four Government medical colle
ges with a total of 625 seats, distributed as follows: 
(i) The B.J. Medical College, Ahmedabad-210 (ii) The 
Medical College, Baroda-140 (iii) The Medical Col
lege, Surat-100 and (iv) The M. P. Shah Medical 
College, Jamnagar-175. The attached hospitals have 
a bed strength of 1339, 924, 530 and 770 respec
tively. In addition, there is a fifth medical college run 
by the Municipal Corporation at Ahmedabad. The 
Committee visited all the medical colleges and the 
hospitals attached to them and held detailed discus
sions with the members of the teaching fraternity-both 
the Honorary and Full Time teachers-and the under
graduate and post-graduate students. 

Studying the organisations and the working of the 
Medical College-Hospital complex at the different 
centres the Committee encountered considerable diver
sity in different operational areas. While the medical 
colleges at Ahmedabad and Baroda are headed by the 
Deans, the attached hospitals have separate Superin
tendents, borne on the cadre of Deans, at the top of 
the hospital structure. At Surat and Jamnagar, the 
Dean is also the Superintendent of the hospital. The 
Civil Surgeon at Surat is the Joint Superintendent of 

the Civil Hospital, under the Dean. The Committee 
was also informed that a separate post of Chief Medical 
Officer-cum-Superintendent, has been recently created 
at the· Jamnagar. hospital. · This post was to be filled 
by drawing upon the non-teaching cadre of Deputy 
Director of Medical Services. The teaching faculty at 
Ahmedabad, and Baroda comprises both full time and 
honorary medical· teachers, whereas at the other two 
institutions the teaching staff consists entirely of full 
time incumbents. The Committee understands that 
persisting staff shortages at both these institutions, have 
necessitated some re-thinking on this issue and recently 
the Director of Medical Education and Research has 
been asked to enlist suitable part-time or honorary 
teachers for appointment, in case full-time medical 
teachers in the required number were not available. 
The four medical colleges are affiliated to four diffe
rent universities of the State and uniform standards of 
teaching and evaluation of students have thus not been 
possible, to achieve. Similar diversity persists in the 
sphere of post-graduate medical education also. The 
following table presents information on the distribu
tion of units in the different subjects as between the 
four colleges. 

TABLE 8.1 

B. J. ~Iedical College, Medical College M. P. Shah l\Iedicnl Government Medical 
Ahmedabad Baroda College, Jamnaga.r College, Surat 

Sr. Subject 
No. No. of Professors No. of Professors No. of Professors No. of Professors 

Units Units Units Units 
Full Hono- Full Bono- Full Hono· Full Bono-
time rnry time rary time rary time rary 

1 2 3 4 5 6 7 8 9 10 11 12 13 14 

1. 1Iedicine 6 2 4 6 2+1 3 5 5 3 3 
Asst. 
Prof. 

2. Paediatrics 2 1 1 2 2 2 1 1 2 
(1 vacant) 1 (Asstt.Prof.) 

3. Psychiatry 1 1 I 1 1 1 
(vacant) 

4. T. B. 2 2 1 
(Asst. 
Prof.) 
(vacant) 

5. Dermatology and 1 1 1 1 1 1 1 1 
Venerioloey (Asstt. (vacant) 

Prof.) (Asstt. 
(vacant) Prof.) 
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1 2 3 4 5 6 7 8 9 10 11 12 13 14 

6. Infect. Diseases 1 1 1 1 
(Asstt. (vacant) 
Prof.) 
(vacant) 

7. Neurology 1 1 

8. Cardiology 1 1 

9. Nephrology 1 1 

10. Gastro-Enterology 1 1 .. 
(Asstt. 
Prof.) 

11. Diabetes, 

12. Surgery 6 2 4 6 3 3 5 5 3 3 

13. Paediatric Surgery 
(1 vacant) 

1 
(Tempe-
rarily 
converted 
into 
Prof. 
Ophth.) 

14. Ophthalmology 5 4 1 2 1 1 2 2 2 2 
(vacant) 

15. E. N. T. 2 1 1 1 1 1 1 1 1 
(Asst. 
Prof.) 

(vacant) 

16. Orthopaedics 3 1 2 3 2 1 1 1 1 2 
(1 (vacant) (vacant) 

vacant) 

17. Neuro·Surgery 1 1 
(vacant) 

is. C. T. Surgery 1 1 1 1 1 
(Asst. 
Prof.) 
(vacant) 

19. Flastio Surgery 1 1 .. 1 1 

20. Urology (Surg.) 1 1 1 
(Geneto-Uri. Surg.) (conver. 

ted into 
Chief 
M.O. i/o 
Irwin 
Group of 
Hospital) 

21. Anaesthesiology 1' 1 1 1 1 1 2 2 
(vacant) (vacant) 

22. Radiology 1 1 1 1 1 1 2 2 
(vacant) (vacant) 

23. Obst. and Gynaec. 5 2 3 3 2 1 2 2 2 2 

24. Intensive Care Unit 1 

25. Dentistry ... 1 1 2 2 1 1 
(Asst. 
Prof.) (Asst. 

Prof.) 

8.2 Compared to the non-teaching institutions, medical students, the interns, postgraduates and the 
the teaching hospitals work under certain major con- para-medical staffs. The sheer size of the hospital, the 
straints, in view of the training needs of undergraduate presence of a large number of professional men belong-
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ing to the different specialities and super specialities 
and the constant need for synthesising the demands of 
patient care with the requirements of practical instruc
tion to the students, pose a variety of problems, to be 
resolved with understanding and imagination. The 
principal problem areas in the management of a teach
ing hospital can be identified as follows: 

(i) Improving the general and financial admini
stration; 

(ii) Making the various services at the hospital 
more efficient; 

(iii) Ensuring that patients get ·prompt and 
adequate medical attention; 

(iv) Promoting coordination in the different 
sectors of the hospital to facilitate the develop
ment and functioning of specialities and super 
specialities; 

(v) Planning the Internship and Residency pro
gramme to ensure proper training and post
:graduate specialisation; 

(vi) Strengthening tlie essential support services 
like Radiology, Anaesthesia and Laboratory servi
ces; 

(vii) Streamlining the procedures of purchase, 
storage and distribution of drugs; 

functional areas of the head of the teaching institution 
and the head of the attached hospital unit, broadly 
coalesce into each other and a scheme of dichotomous 
control cannot but detract from the quality of teachlng 
and the standard of patient care. The head of the 
college-hospital complex should be the Dean-cum
Chief Superintendent. He has to be the king pin of 
the entire organisation frame and on his intiative and 
resourcefulness will depend, the sound development of 
the institutions in his charge. In addition to super
vising the internal administration of the medical college 
and the hospital, he has also to represent these institu
tions to the outside world. He would be called upon 
to keep himself in close touch with the staff and 
students of the college and the large number of medi
cal and para medical personnel in the hospital. His 
personal involvement in patient care, will improve the 
standards of service at the hospital. 

8.4 Incongruous as it may seem, a Dean selected 
from the cadre of Professors does not have any training 
or experience to draw upon, whlle dealing with the 
complex tasks that confront him, in hls assignment. 
The Committee therefore feels, that the second-i.n· 
command position should be used as a training ground, 
for prospective candidates for appointment as Deans. 
Thus, in the proposed heirarchical structure, the 
Committee envisages the Dean-cum-Chief Superin
tendent, having two top level assistants, a Vice-Dean, 
to help him look after the responsibilities relating to 

(viii) Resolving the shortages of staff and devis-
ing a sUitable pattern· for the future," in view of . the teaching . _programmes and a Superintendent, to 

assist, in running thr. hospital. Senior professors by 
the Medical Council dictum ·regarding full time, rotation, shot~l!i be appointed on the posts of Vice
non-practising staff. 

No doubt, many of these problems are encoun
"tered in the non-teaching hospitals as well, but; the 
large inflow of patients in the wards and the O.P.D. 
and the wide range of specialised serviCes that a teach
ing hospital is expected to provide, add a new dimen
sion to the problem. Interlinking of teaching and 
patient care, makes the situation even more complex. 
Some out of these key issues have been gone into, by 

Dean and Superintendent, on a fixed tenure of two 
years, in addition to their duties as the heads of their 
own departments. It would however be useful, to 
reallocate their' teaciJng and clinical duties partly, so 
as to enable them to devote greater attention to the 
supervisory responsibilities. The provision of a spe
cial remtineration of Rs. 150 p.m. would also be 
warranted, in view of the extended sphere of func
tioning, envisaged for them. 

the Committee, in the paragraphs that follow. - The 8.5 The Maharashtra Committee on the 
rest are dealt with in separate chapters, in common Rationalisation of Teaching Hospitals, has recom
with other hospitals. - mended the decentralisation of all the sectors of the 

hospital, making the head of the department 
8.3 The existing administrative set up of the shoulder administrative responsibilities of the sector 

teaching hospitals suffers as much from the lack of assigned to him, with the other teaching staff of the 
functional cohesion as the_ lack of uniformity of the department, ·assisting him in these tasks. The 
pattern of organisation, referred to earlier. The con- ·'strength of the system lies· in the fact that every 
sensus among the large number of medical teachers, officer at different stages of hls career, could acquire 
whom the Committee met at the different medical worthwhile administrative experience, as he advances 
<:olleges, during its visits, was clearly in favour of a along the heirarchy. This scheme provides a prag
unified administrative structure covering both the matic solution to the malfunctioning of the admini
medical college and the attached hospital, with a strative structure of the teaching hospitals and there·_ 
common head. This is, as it should be, because, the fore deserves to be tried at al1 the hospit;lls attached 



to the medical colleges. As a part of this, arrange
ment, medical teachers of the level of Assistant Pro
fessors, could be inducted as Deputy Deans, on the 

tors of the State Civil Services, should man these 
posts. 

organisation of the medical college and assigned 8.8 It is well known that the financial admini
specific functional areas, like undergraduate teaching stration of most of the hospitals, is less than satisfac
programmes, training of medical and para-medical tory. Numerous irregularities in organising pur
'persomiel and university matters. Similarly, under chases, payments for services and maintenance of 
the hospital wing, Deputy Superintendents could he stocks, have come to light, time and again and affec
put in charge of (i) Laboratory, Pharmacy and X-ray tive procedures of expenditure control have been 
"Services (ii) Medical Stores and (iii) Ancillary ser- conspicuously absent. The Committee, therefore 
vices. The number -of the Deputy Deans and the recommends the apppintment of a Senior Accounts 
Deputy Superintendents need not be fixed. Depend- Officer drawn frOI)l the Audit and Accounts cadre, 
ing upon the size of the hospital and the volume of to be in charge of budgeting, audit and accounts. 
work, the number could be permitted to vary within · There should also be a Stores and, Supplies Officer 
certain overali li~!Jits. A special remuneration of to handle purchases. storage and issue of medical 
Rs. 100 p.m. may be sanctioned to the Deputy Deans stores and the procurement of non-medical supplies. 
and Deputy Superintendents, who should also hold The Committee has already recommended the crea
their post for a tenure of two vears. tion of a separate Hospital Engineering organisation, 

The adoption of this scheme would necessitate 
'Some changes in the mode of recruitment of the 
Deans-cum-Chief Superintendents. It is essential to 
the working of the system, that the appointment is 
made by way of selection of Professors who have not 
less than seven years of standing in a clinical or para
clinical department and experience . of two years as 
either a Vice-Dean or Superintendent. It is generally 
'likely that Professors drawn from the clinical side, 
would have had some experience of hospital admini
'Stration and it would therefore be proper, to draft 
them on the college side as Vice-Deans and draw 
upon the services of the Professors of para clinical 
'SUbjects to man the posts of Superintendents. This 
would further facilitate the process of selection of 
Deans, with sufficient background experience, in the 
administration of the college-hospital complex. 

8.6 The nursing services at the teaching hospi
tal should be organised under a Chief Matron repor
ting directly, to the · Superintendent of the Hospital. 
The entire contingent of para-medical staff should be 
placed in the charge of one of the Deputy Superin
tendents of the hospital. A Chief-Steward may be 
appointed to assist him in running the paramedical 
and ancillary services at the hospital. 

8.7 In order to relieve the top hospital autho
rities of the considerable load of general administra
tive and financial responsibilities that the running of 
a large hospital would entail, it would be desirable 
to create a post of a non-medical 'Administrator'. 
The choice of an officer with high managerial abili
ties and sufficient experience in the sphere of general 
administration will be crucial to the working of this 
arrangement. The · Committee feels that carefully 
selected officers of the rank of Senior Deputy Collec-

as a part of the Directorate of Health Services. A 
sub-division may therefore be located at each medi
cal college, with a Deputy Engineer, incharge, who 
could also be styled as the Estate Officer. These 
sub-divisions should also cater to the requirements of 
all the medical institutions within the region, defined 
for them. 

The organisation chart for a teaching hospital with 
these proposals, duly reflected in it, will be as follows: 

Organisation chart for a Teaching Hospital. 

I 
Vice Dean 

Dy.leans. 

. I 
Dy Engineer~ 
cum-Estate 
Officer 

Dean-cum Chief Superintendent 

I 
Administrator 

I 
I 

c 
Supermtendent. 

·1 I 
Chief :by. 
Matron Superintend 

Chief Ste
ward. 

enb!. 

I 
Senior 
Accounts Officer 

-1 
Stores and 
Supplies 
Officer. 

8.9 The pattern of administration outlined above, 
requires for its effectiveness, a judicious use of the 
devices of coordination. Setting up different functional 
Committees, would be a very essential step, in this 
connection. A Standing Committee, consisting of the 
Dean, the Vice Dean, the Superintendent, the Admini
strator and the Senior Accounts Officer, is a must, to 
broadly oversee, the diverse facets of the working <'f 
the institution. It would be particularly helpful in 
evolving a system of budgetary control, comprising the 
formulation of departmental budgets, allocation of 
grants and review of expenditure. 

8.10 The active participation of the professional 
staff of different depattments in the administrative pro-



cess, can have a po31t1ve impact on the standard of 
services at the hospital. To facilitate such 'larticipation 
a series of Committees could be constituted as follows: 

(i) Executive Committee of the hospital, with 
the heads of the Medical, Surgery, 0. & G., Patho
logy, Radiology and Anaesthesiology departments. 

(ii) Committees for casualty and emergency 
services; 

(iii) Committee for services, stores and supplies; 

(iv) Committee for medical audit. 

The scope of these different committees should be 
clearly demarcated and the responsibility for follow up 
action should rest squarely, with the convenors of the 
Committees and the Superintendent of the Hospital. 
The formation of Committees in the college sphere has 
been dealt with elsewhere in the report. Qu>!stions COI\

cerning · the development of specialities and super 
specialities and key issues of under graduate and post
graduate education are also discussed in separate 
chapters. 

8.11 The pattern of staffing of the medical .co1f.e
ges, is governed by the regulations of the Mcdkal 
Council of India, both in relation to the number of 
posts of different categories and the qualificatim1s re
quired. The real problem however, is that of finding 
qualified medical teachers in adequate numbers. A look 
at the staffing sjt\ll).tion of the medical colleges in the 
State is disillusioning. The following table illustrates 
the present position of teaching staffs, at the four 
medical colleges: 

Sr. ~Iedicnl Posts of 
No. College 

Professors Asstt. Professors Tutors 
Sane- Vaca- Sanct Vnca.- Sanct· Vacant 
tioned ant ioned ant ioned 

B. J. Medical 27 3 61 27 94 29 
College, 

Ahmedabad 

2. Medical 34 5 47 16 45 16 
College, 
Baroda. 

3. Medical 27 5 46 18 76 22 
College, 
Jamnngnr 

4. Medical 27 10 37 10 66 28 
College, 

Surat 

A large number of vacancies thus exist, at all l~vels 

and the proportion of vacant posts, is fairly large at 
the Jamnagar and Surat medical. colleges .. Tl)e shortages 
of manpower are manifest in the clinical and the non
clinical departments alike and are particularly serious, 
in the super specialities. The under-graduate medical 
students and many of the resident doctors, expressed 
great apprehension at the disturbing state of affairs and 
requested the Committee to suggest steps to rectify the 
situation. The Committee also learnt wtih concern, 
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that there has been a fair tum over of medical teachers 
in the recent years and tbat the response to the recruit
ment notices by the Public Service Commission has 
not been encouraging and in some cases the Commis
sion has not been able to select a single candidate. 

Having regard to this background, the two promi· 
nent questions that stand out are; (i) is there any need 
for a basic rethinking on the staffing pattern of medical 
colleges with reference to the imperatives of patient 
care, teaching and research ? and (ii) is there scope 
for flexibility within the existing system, to adjust to. 
the changing situations and the demands of the future ? 
As for the first, some of the witnesses, especially the 
Honorary Medical Officers strongly urged, that an 
ideological commitn1ent to the full time system,. must 
be given up and a fair proportion of private practi
tioners should be inducted into the teaching depart
ments of the medical colleges, as they are better equip
pe<l to impart clinical bed-side teaching than full time 
teachers. The opposite view is, that the cause of 
medi~al educa.tion cannot be served by people who are 
1!-0t fully devoted to it and in the scheme of priorities 
of a private practitioner, the needs of teaching would 
not have. the pride of place. The Royal Commission 
on Medical Education summed up this situation in the 
following words : 

"Th!!re are still full-time teachers v. ho see the 
part-time as a prosperous busy practitioner, who owes 
his success to clinical acumen rather than painstaking 
inyestigation, whose teaching is based on personal 
dogma rather than scientific fact and whose interests 
requii:e the w.!Jims of private patients, to take priority 
over the neo;ds of his students. There are stiU part" 
time teachers, who see the full timer as a 'desiccated 
preacher, more interested in the advancement of medi. 
cine than in the welfare of his patients and unable to 
offer his students any guidance as to the realities of 
life, outside the ivory tower of his own weU equipped 
and over-staffed unit". The Royal Commission con· 
eluded that medical education demands the employ
ment of both full-time and part-time teachers, because 
each has something to offer that the other ldcks and 
because each suffers from limitations inherent in the 
pattern of work he has chosen. 

While there is great merit in the foregoing obser· 
vations of the Royal Cominission, it is 'important to 
note that their practical applicability to. the· Indian con~ 
text is beset with serious problems. Firstly, there is 
$e injunction of the Medical Council of India, that 
posts of medical teachers at the medical colleges, must 
be full time and non-practising. The existing honorary 
system wherever in vogue, is to be replaced by 1977, 
SeC9nc:l(y, the Government has already accepted the 
principle of medical persOIIDe! on teaching posts, not 



being permitted to practice privately and the scheme of 
t~e non-practising allowance bas been devised pre
Cisely to meet this requirement. Thirdly, so long as 
the doors are kept open for the non full-time medical 
teachers, the programme of filling in all the full-time 
posts would receive a set back and in any event the 
number of part timers who could be retained and the 
departments in which they would function, would he
come ~ubject to undesirable manipulations. Fourthly, 
the existence of two categories of medical teachers, 
one devoted to the job of teaching on a full time basis 
and the other, with their attention divided between the 
claims of private practice and the load of academic 
responsibilities, introduces a dichotomy in the struc
ture of the teaching fraternity. Having regard to all 
these factors, the Committee is of the view that there 
can be no basic rethinking on the concept of 'Full 
time, Non practising' medical teachers. 

8.12 The adherence to the concept of full time 
non-practising staff has wide remifications. It is firstly 
conditioned by the limitation of resources for the crea
tion of the required number of full-time posts and 
secondly by the availability of qualified personnel. It 
is to be remembered in this connection, that with the 
present structure of salaries and conditions of sen,ice 
under Government, the scope for attracting eminent 
professionals into the medical teacher cadres, is not 
very bright. The large number of vacancies that exist 
in the different medical colleges of the State has 
exemplified this position. Even with a liberal revision 
of salaries the wide gulf between the earnings in private 
practice and the emoluments under Government would 
persist, the non-practising allowance notwithstanding. 

can not also be considered violative of the true spirit 
of the Medical Council's dictum in favour of full time 
teachers, since, in any, uuit there will either be the full 
time staff or the session consultants available continu
ously, for teaching and hospital service, during the 
entire working hours. The Maharashtra Committee on 
the Rationalisation of Teaching Hospitals bas given 
concrete shape to this concept in the following terms; 

(i) There will be two sessions every day of 
four hours each; 

(ii) During the six working days in a week 
there will be in all 11 sessions; 

(iii) A minimum contribution of six sessions 
per week should be obligatory; 

(iv) Qualification of a consultant for appoint
ment to the session system should be based on 
the following principles; 

(a) Post-graduate qualification in the specia· 
lity; 

(b) Five years professional experience after 
acquiring a post-graduate degree; 

(c) 3 years teaching experience; 
(d) Preferably some contribution to Medical 

Literature. 

The quantum and areas of work for each session,. 
could be laid down for individual appointments, in 
consultation with the heads of the department, in such 
a manner, that the consultant's services are utilised 

Top specialists are therefore not likely to be to suit his experience and the purpose for which the 
drawn towards the full time posts. Senior full time · appointment is made. The sessions could for example, 
teachers on the look ont for opportunities of specia- be for clinical work, OPD, operative work, teaching 
lised work, perquisites and incentives may also be tern- or where feasible, for research. 
pted to leave the service of the Government,· unless the 
work environment improves considerably. The Com
mittee therefore feels that a flexible approach would 
be justified, consistent with the present circumstances. 
Induction of sessional consultants and the introduction 
of geographical practice for the full time staff, are two 
major steps that might be considered, to strengthen 
the existing structure of the medical teacher cadres. 

8.13 The lion's share of the responsibility for 
managing the hospital services and shouldering the 
load of clinical teaching, has obviously to be borne by 
the full-time staff. However, 25 per cent of the posts 
could be manned by outstanding clinicians of high 
standing, recruited as session consultants. This would 
help tide over at least partly, the twin constraints. of 
financial ·and manpower· resources contingent upon the 
replacement of the honorary system. Moreover, this 
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8.14 The strength of full time medical teachers 
who are expected to be the main stay of the teaching . 
departments and shoulder predominantly, the burden 
of running the hospital services, will have to be sub
stantially augmented in the near future, to achieve the 
twin objectives of the withdrawal of the honorary 
system and the total implementation of the staffing 
norms laid down by the Medical Council of India. 
If the recruitment experience of the past were any 
indication, the prospect can not be considered to be 
wholly reassuring. The Committee therefore feels, that 
careful advance planning of every phase of the change 
over to the full time system is called for, and a begin
ning ·should 'be made even now. Fresh induction of 
honorary staff in the place of retiring honoraries should 
be stopped a:nd denying further extension of tenure to 
the honoraries who have reached the age of retirement. 



would be another key step in this direction. The 
Committee would also commend the following addi
tional suggestions on the lines of the Maharashtra 
Committee for the Rationalisation of Teaching Hospi
tals, for the Government's consideration; 

(i) The replacement of retiring honoraries or 
those who have completed their current terms of 
appointment, by full time staff or the session con
sultants should be systematically pursued till 19i7; 

(ii) The required number of middle level posts 
in the clinical departments, may be created first, 
so a~ to measure upto the MCI requirements in 
regard to these posts, in all units, including the 
super specialities. The posts of Professors/ 
Readers may be created under session heads so as 
to facilitate their training; 

(iii) Whenever any posts are to be filled, either 
of the full time category, or of session- consultants, 
the existing honorary staff may be permitted to 
offer themselves for selection. Relaxation of age 
limit may also be considered in suitable cases for 
smoothening· this process; 

(iv) Posts of full-time teachers in the basic 
specialities of Medicine, Surgery and Obstetrics 
and Gynaecology may be created and filled, in 
the fi;st instance. 

8.15 The feasibility of the entire programme of 
replacement of the honorary medical teachers, depends 
on the availability, in time, of the full time staff. As 
the Committee has observed, at various places in the 
report, the large disproportion between the earnings in 
private practice and the emoluments offered by the 
Government, is a major deterrant. Any attempt to 
establish a linkage b~tween the salary structure under 
the Government and the level of incomes from private 
practice would be fanciful and shall have to be dis
carded as such. The glaring disparity can hardly be 
mitigated by the non· practising allowance at current 
rates sanctioned to the full time staff. 

A viable alternative can only be, what preserves 
substantially the essential features of the pr.esent system 
of full time non-practising staff at the med1cal colleges, 
but also permits of adjustments, in order to impro~e · 
the earnings of the medical teachers. The s~a.rch m 
this direction, has inevitably led to a redefimt~on of 
. h pt of 'Private Practice' and the evolutiOn of t e conce , Cl' · • 
the phenomenon of 'Group Practice' and Pay-. IDICS • 

Th B su Committee on Medical EducatiOn and 

M ed. Ia Services in West Bengal bas said "It would 
e1ca 1··· htth 

b . the interests of the senior c 1DIC1ans t a ey 
e m . ts'd 

should have arrangements for seeing patients ou I e 

their duty hours within the campus of the Institute." 
The Royal Commission on Medical Education had also 
suggested a similar arrangement, in the case of part
time consultant teachers in Britain as "Geograpically 
full time Practice." The Maharashtra Committee on 
the Rationalisation of Teaching Hospitals, outlined the 
modalities of the scheme thus; "What is envisaged here 
is a system whereby proper consulting rooms, labora
tories and clinics are organised, in basic hospital 
services and specialities during specified hours, where 
by proper rotation, full-time staff conducts pay-clinics. 
Appointments for the patients would be given by office 
staff and the fees would be collected by the Superin
tendent's office and careful account would be main
tained, of all the receipts and revenues. The fees 
charged for various services would be specific and 
fixed, for various clinical and laboratory services. The 
personnel at the payclinic would also be specified by 
rotation, as also the frequency of such attendance 
depending upon patient-load." 

The advantages of the change over to the 'Geogra
phical Practice' concept are obvious. In the first place, 
the sharing of the receipts between the Government and 
the medical teachers would give a boost to their earn
ings without any additional burden on the state ex
chequer and secondly, the revenues thus generated b~ 
the hospitals, could be reinvested to improve the 
facilities and the standards of service at the teaching 
hospitals. 

8.16 A logical sequence of the Pay clinic 
pattern will be, "Group Practice" under which the 
entire unit, is assigned consultation duties and fees 
are shared between the members of the group on an 
equitable basis. The staff of the supporting services 
like Pathology or Radiology could also claim a share 
in the fees levied, in specified proportions. Para
medical staff shall also have to be paid extra 
remuneration for the services rendered by them, 
beyond their regular hours of duty. The Committee 
recommends that the income generated from the Pay 
Clinics, should be shared between the Government 
and the professional groups, in the ratio of 60:40, 
subject to overall ceilings for individual categories 
and that the overhead expenses of running the clinics 
should be met out of the Government's share and 
surpluses should be earmarked for being spent on 
projects of expansion or improving facilities at the 
concerned hospitals or on approved programmes of 
research. With the introduction of the new arrange
ment, the non-practising allowances for the participant 
medical teachers may be withdrawn. 

8.17 While the Committee bas no apprehensions 
as to the practicability of the idea of pay clinics, the 
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pre-requisites for the general introduction of Pay 
Clinics at the teaching hospitals will have to be care
fully worked out. A proper lay out of the pay clinics 
and the provisions of necessary amenities therein, 
should be insisted upon. Consulting rooms and nursing 
homes with facilities like Electro Cardiograms, 
Laboratories and X-Ray shall also have to be provided. 
All this would require to be sustained by sound 
organisational support from the hospital administra
tion, so as to make the experiment of the Pay clinics, 
workable. The key to the success of the scheme lies 
in the degree of consumer satisfaction, the extent 
to which the paying patients are made to feel that 
the Pay clinic is not a rehash of the OPD or the 
general ward of a Government hospital. 

8.20 The problem of orgarusmg hospital ser
vices in towns with a large population, has many 
facets. Largely on account of the composition of the 
population and its spatial distribution, a certain 
measure of dispersal of hospital facilities in the diffe
rent parts of the city, does become necessary. More
over, the occupational classification of the city popu
lation and special . features of the pattern of morbi
dity in the local area may also have to be kept in 
view and the types of services provided in the hospi
tals, have to be reoriented to specific needs derived, 
therefrom. The existence of a number of voluntary 
organisations providing medical aid, as also the 
medical institutions run by Civic bodies. makes the 
position, really complex. On the one hand, a pro
liferation of medical institutions in an unplanned and 
uncoordinated manner results, and on the other, 
duplication of sophisticated facilities at various cen
tres creates a seriou~ drain on human and material 
resources, not all of which are put to optimum use. 
It should therefore be possible to regulate the crea
tion and expansion of medical facilities in the major 
cities by coordinating effectively, the activities of all 
agencies involved in the programme of providing 
medical · relief. A central body could pool . the 
resources available in the city and plan the utilisa
tion of existing facilities to the optimum level and 
pian future expansion purposefully. 

8.18 . Monetary compensation apart, improve
ments in the service conditions and the provision of 
amenities like housing would act as positive incentives 
to the full time staff of the Medical Colleges. A 
rational placements policy that takes into account 
the needs of the teaching institutions and the 
circumstances 'of the individual members of the staff 
is another essential step in this direction. Provision of 
facilities for research and participation in ·scientific 
conferences and seminars within the country and 
abroad should also be thought of. 

8.19 An important question that was brought 
up before the Committee, concerned the status of 
honorary and part-ti[11e teachers vis-a-vis the fnli time 
staff, in the various units and especially, as to who 
should be at the · head of the unit, or department. 
The Royal Commission on Medical Education said; 

"We think that the burdens and responsibilities 
of administration· in the school should be distributed 
in proportion to the amount of time that members 
of staff are committed to devoting to the work of the 
School. Those who can give only a small part of 
their time to medical education, should not expect, 
or be expected, to have the same voice in the 
School's affairs as those whose main interests lie in 
this field". In the same connection it is also relevant 
to _quote Sir Robert Piatt; "As to the question, who 
should be. the head of the department, one must 
remember that there are only 24 hours a day and a 
Professor of Medicine has teaching, hospital practice, 
research and administrative duties to perform. Where 
is the time for private practice left ?" In the fact of 
these· clear pronouncements, there can be no doubt 
that ·the administrative responsibilities of the depart
ment should devolve squarely on the full time staff. 
Of course the honoraries should have due represen· 
tation on all the important committees of the college 
and the hospital. 
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Taking the case of Ahmedabad city with its 
population of around I 8 lakhs, two teaching hospi
tals, one under the Government with 1339 beds and 
the other under the Municipal Corporation of Ahme· 
dabad, with a bed strength of 750 exist side by side. 

. In addition, the Municipal Corporation runs two 
general hospitals with a total bed strength of 447 and 
an eye hospital · with 80 beds, all attached to its 
medical college. There is also the hospital, run by 
Employees Slate Insurance Scheme, having 200 beds 
providing a· whole range of specialised services. The· 
E.S.I.S. also avails of beds at other hospitals for the 
specialised treatment· of the insured. 

Similar is the position at Surat with the Govern
ment Medical College and hospital and hospitals run 
by the Municipal Corporation and other agencies. No 
doubt these hospitals are located in different parts of 
the town and cater to the are3s round about and 
should therefore have normal facilities for treatment 
of outdoor and indoor patients. But a proper syn
thesis of the efforts of all the concerned agencies in 
the cities could lead to better zonal coverage of 
hospital services without duplication and concentra
tion of highly specialised services at central points so 
as to derive the best utilisation of the available skills 
and expensive infrastructuml facilities. 



8.21 k; between the two medical colleges in 
Ahmedabad both affiliated to the same university 
there has been no attempt to coordinate the post 
graduate teaching programmes and the development 
of super specialities, with the result that both the 
institutions incur considerable expenditure on over
heads and on creating and running the departments 
of post graduation. With the overall shortage of 
staff, it does not become possible to man the depart
ments at either of these institutions, to conform fully 
to the norms laid down by the Medical Council of 
India. The Committee understands that departments 
like skin and V.D., Preventive and Social Medicine, 
T.B., Psychiatry and Neuro-Surgery are not fully 
developed at either of the Medical Colleges in Ahme
dabad city. Similarly, the development of highly 
specialised departments like Plastic surgery, Cardio
logy, Cardio Thorasic Surgery, Paediatric surgery, 
Nephrology, Urology, Genito Urinary surgery, to 
name only a few, could be planned and organised 
better, if the two teaching institutions could coordi
nate their efforts in the direction effectively. Once 
this is accomplished, it would be possible to treat 
each speciality as a referral service, 'not only for the· 
city hospitals, but for the other )lospitals also, for 
purposes of diagnosis and treatment of patients, as 
well as the training of medical personnel. 

8.22 The solution to this problem -appears" to 
lie in institutionalisittg the arrangements for coordi
nation, between the two teaching institutions . and 
other city hospitals. The Committee recommends the 
creation of a City Hospital Authority, in· the· two 
cities of Ahmedabad and 'Surat in the first place .. 
The City Hospital Authority should coordinate . the 
activities of all the m3.jor hospitals in the city, both in 
relation to the teaching programmes and -programmes 
of patient care. Expansion of existing hospital 
services, addition of beds in the existing .. institutions, 
opening of new departments and acquisition of
sophisticated equipments. should be subject to the 
expert advice of thi~ authority. The ideal situation 
would be to cover the private. charitable institutions 
also. under such a discipline. This m~y be. difficult 
to achieve in practice, but the Government may 
regulate the recognition of such instit)ltions for grant
in-aid and actual release of grants, with reference to 
the recommendations of the City Hospital Authority. 
This Authority should consist of representatives of 
the Government, the Directorate of Health Services, 
the Municipal Corporation, and the Boards of 
Management of the hospitals run by private agencies 
and the Superintendents of the concerned hospitals. A 
Committee of the Deans of the Medical. Colleges and 
the Superintendents of the attached hospitals 
concerned may be specially constituted, to coordinate 

the various aspects of undergraduate and post-gra
duate teaching. These two authorities should work. 
in close collaboration with each other. 

8.23 Establishing a fully equipped record and· 
reference and information service would be an essen
tial pre-requisite, of the scheme. It is a common 
experience that patients treated at one hospital, move 
over to another, in the same city. and the whole pro
cess of investigation and indoor treatment are 
repeated at the second centre, without reference to 
the diagnosis and treatment had earlier. While res
tricting such inter-hospital movement may be difficult, 
in the outpatients department, it may not be too 
difficult where indoor cases are concerned. A regular 
system of referring cases to the appropriate centres 
and providing the necessary· information on the 
availability of specialised services at particular hos
pitals, would have also to be established. A central 
control room could also be organised to run the 
ambulance services in relation to the accident and 
emergency relief programme. · The Committee is 
aware, that the trouble free working of the scheme 
will depend solely on. the effectiveness. of the pro
posed City Hospital Authority. This in. turn· is 
directly related to the extent to which the variouS' 
agencies concerned are prepared to shed the insular 
approach, and subordinate considerations of prestige 
and self-importance,. to the_ broader concept of public 
service and . consent to defer to its ,judgement. and 
direction,_,; The support and .symp~t}ly of the Govern
ment, the .. civic:~ bodies and .the medical profession 
would be essential- to make. the scheme, function. with 
any measure of effectiveness. 

824 "Medicine is coming of age as a sociai 
science· in- the, services of society". Traditional con
.cepts· of medical practice within .. the narrow confines
of a hospital campus are no .longer valid and "Present 
ideals of health care transcend _ the platitudinous to 
become infused with real content; health emerges as 
an obtainable social objective of being given a func
tional; organisational matrix, effectively. related to· 
human striving to a .better life as a whole". The envi
saged pattern of health care for the future should there
fore provide for a larger interaction with the commu
nity so ,that its instit!ltional frame is tempered .to be 
responsive to- the· needs. of society.. While the basic 
objective is of providing comprehensive health care to 
the entire population, the distressing imbalances in the 
l~vels of development as between the rural and urban 
regions, place the attainment of the goal, .almost beyond 
reach. 

As outlined in an earlier chapter this dilemma can 
only he resolved, by evolving a multi-dimensional 
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regional organisation to cover compact geographic areas. 
The medical college will be at the apex, with the res
ponsibility for treatment, teaching, training of person
nel and research, oriented to the evolving needs for 
the community. At the middle level, should be the 
district and sub-region<.l hospitals, largely service orien
ted and also handling the task of providing supervision 
and direction to the peripheral units. The peripheral 
units comprising the Primary Health Centres, th.e sub
centres and the rural dispensaries represent the cutting 
edge of the health delivery apparatus. The activities 
of these three functional complexes, should be comple
mentary to one another, so as to achieve the best use 
of available manpower and provide health services at 
progressively higher levels of competence and profes
sional specialisation. This implies the organisation of 
efficient referral services linking all the three levels of 
the regional network. Movement from below would 
be the normal featu~e of the referral system, but the 
process of involvement of the hospitals in the various 
facets of community health, will not be complete, un
less the out flow of &ervices in the reverse direction 
is activated. This is also crucial for inculcating in 
the interns and post-graduates at the hospitals, a sense 
of social obligation· and commitment to the goal of 
community development. 

The modus operandi could generally be on the 
following lines; the professors and heads of the clinical 
departments of the teaching hospital would visit the 
district hospitals in the region once a fortnight. They 
would attend the out-patients sessions, take ward 
rounds, see complicated cases, perform operations and 
generally guide the staff of the district hospitals. At a 
later stage it would also be possible to effect similar 
liaison between the teaching hospitals and sub-divi
sional or taluka hospitals and even selected primary 
health centres. Muhile teams of specialists from the 
~edical college hospitals should also move out into the 
interior regi~ns, to conduct short duration diagnostic 
and treatment camps. The responsibilities that would 
devolve on the medical colleges in such a scheme of 
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two-way movement from and towards the community 
would be threefold-diagnostic, curative and instruc
tional. The role of the medical college specifically 
would be; 

(i) To organise the training -of doctors fully 
reoriented towards the health care of the com
muni•ty; 

(ii) to impart comprehensive training to. the 
para-medical staff at all levels to equip them to 
play their part in the health team; 

(iii) to conduct refresher courses both for the 
medical and para-medical personnel, so that none 
is left behind in the mainstream of health activities. 

(iv) to facilitate a continuous turnover of 
people from the periphery through different health 
organisations, to the medical colleges; 

(v) to set up a central public health laboratory 
in close association with the diagnostic labora
tories, to serve as a referral centre of the district 
and regional referral hospitals as well as the 
primary health centres; 

(vi) to supply all necessary chemicals, reagents, 
glassware· and medical and technical know how, 
for the laboratories located in the various groups 
of health care centres under their charge; 

(vii) to provide a continuous stream of faculty 
members, registrars, residents, house-surgeons and 
interns and undergraduate students to the district, 
and regional referral hospitals and primary health 
centres so as to establish effective coordination of 
health care and training activities at these centres. 
In fact the medical colleges should undertake the 
task of providing expertise to the sub-units at all 
levels with a constant circulation of both personnel 
and material. 



9. SPECIALISED HOSPITALS AND SERVICES 

9.1 Mental Hospitals.-No estimates of the inci· 
dcnce of mental illnesses, are available for the State. 
The Bhore and the Mudaliar Committees had estimated 
that mental health services were required for 1·2 
mentally ill persons per thousand. The WHO had 
recommended the creation of beds on the scale of 1 
per every 10.000 population. The Jain Committee set 
a target of 1 bed for every 15,000 population, to be 
reached by 1976. Every district hospital was ·expected 
to have a psychiatric ward, with a minimum of 5 beds 
and every teaching hospital a psychiatric wing, of 30 
to 40 beds. The Committee also recommended the 
setting up of regional mental hospitals with 300 to 
400 beds, to cover contiguous districts in groups of 
seven or eight. The existing facilities for the treatment 
of mental ailments is summarised in the table below: 

TABLE 9.1 

No. Item Government Non-Government. 

1. No. of mental hospitals 4 

2, No. of beds at the mental 
hospitals 538 

'3. No. of beds in the wards 
of teaching hospitals 50 

4, No. of Psychiatric clinics 

5. No. of Psychiatric OPD 
at teaching hospitals 

1 

3 

1 

82 

1 

1 

The number of admiwon~ in the Government 
mental hospitals was 923 in 1965-66 and stood at 852 
in 1973-74. 

The position that stands revealed thus, is far from 
·satisfactory. The State is no where near the yardsticks 
recommended by the Jain Committee, either in terms 
of the total number of beds or the institutionalised 
facilities expected to be created. 

9.2. The Committee feels that the mental hospi· 
tal. Ahmedabad which has a sanctioned bed strength 
of 317 but has in effe~t extra beds squeezed in, to the 
extent of another 227, should be developed into a full 
fledged regional hospital of at least 500 beds. The 
Committee learnt that a new building for the mental 
hospital, constructed more than a decade ago, has 
continued under the occupation of Government offices. 
Needless to say, efforts must be made to restore the 
building for its intended use, as early as possible. 
Similarly. the mental hospital at Jamnagar needs to be 
developed to provide adequate coverage to the entire 
Saurashtra region. Increasing the facilities at the 
,teaching hospitals. including the provision of additional 

beds in the Psychiatric wards, requires priority atten
tion. Proper linkages should be. established between 
the psychitry departments of the medical colleges and 
the mental hospitals so as to cater to the needs of 
specialised treatment on the one hand and under
graduate and post graduate education on the other. 

9.3 Development of outdoor facilities at the 
mental hospitals deserves to be attended to. Rehabili
tation and follow up services are also to he usefully 
provided. The problem of setting up separate wards 
for mentally retarded children at~d separate homes for 
chronic cases, would have to be tackled in the long 
run. 

9.4 At the district hospitals, a beginning requires 
to be made, by organising psychiatric units with a 
few beds. The present shortage of qualified personnel 
would not permit an elaborate set up and for the pre
sent, specialist services shall have to flow trom the 
nearby medical colleges. 

9.5 The Gujarat Government has shown its keen 
interest in the sphere of mental health by appointing 
an Honorary Mental Health Adviser at the State level. 
However, the future planning of mental health services 
would be greatly facilitated if a State level co-ordina· 
tion Committee consisting of the judicial, police, social 
welfare and medical departments, is set up with a broad 
advisory and consultative jurisdiction. 

9.6. Tht:. Committee learns that Post Graduate 
degree courses in Psychiatry could not be started in 
Ahmedabad on account of the inadequacy of staff at 
the medical college. The availability of trained man
power to meet the State's future needs would be in 
serious jeopardy, if the situation does not improve. 
Training of para medical staff like Clinical Psycho
logist, Psychiatric nurses, occupational therapists, and 
Psychiatric social workers shall also have to be 
arranged with reference to the emerging (needs of the 
State. 

9.7 Dental Hospita/s.-At present there is a 
Dental College at Ahmedabad with a hospital of 20 
beds. The Committee feels that efforts require to be 
made to develop dental services in the districts as well. 
The Committee found that in the district hospitals there 
was wide variation in the range and quality of services 
offered. Even where facilities were available, the main-
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tenance was not upto expectations, nor were t.'ley found 
to be fully utilised. The Committee recommends that 
each district hospital should have a dental centre, to 
provide comprehensive dental care, with a qualified 
dental surgeon in charge, supported by trained staff. 
The other major hospitals in the districts and eventually 
all the taluka hospitals should have their own dental 
clinics, under a phased programme of expansion. 
Periodical 'Dental Clinics' should also be organised at 
the taluka hospitals and selected P.H.Cs. A regular 
programme of instruction in dental hygiene deserves to 
be instituted, for school children. 

9.8 The Committee learns that the ratio of den
. tists to the population is 1 : 80,000 with the usual 
concentration in the urban areas. Creation of hospital 
facilities apart, it would also be necessary to create 
favourable conditions for dentists settling in practice 
in the smaller towns and the non-urban centres. The 
State Government could make full use of the scheme 
devised by some of the leading banks to grant loans 
to dental graduates to set up practice in the rural and 
sami-urban areas. The State Government's responsi
bility should, however, be restricted to the provision 
of some seed money and subsidising the rate of interest 
on loans, as also the payment of a stipend, for the first 
six to nine months of setting up of private practice. 
Government's assistance in this form may be made 
available, subject to the stipulation that the beneficiary 
1:oncerned should undertake to serve the same a•ea for 
not less than three years. 

9.9 Opthalmic Hospitals.-The incidence of eco
nomic blindness in Gujarat has been determined to be 
0.42 per cent in the urban population and 0.62 per cent 
in the rural population An estimated. 1.75,000 are 
suffering from serious visual impairment and are equal 
number are visually handicapped. 50 per cent of the 
blindn~ss has been attributed to cataract. 

For the population of 28 million in the State, the 
number of qualified eye specialists, is very small, the 
number is not likely to exceed 150. The concentration 
of eye-specialists in the principal towns is another 
rna jor limiting factor in the State's efforts to provide 
rural oriented services. 

Tabulated below are the broad features of the 
network of institutional ophthalmic services. (See 
'Htble 9.2). 

9.10 The Health Survey and Planning Com
mittee had considered it necessary for each State to 
have one ophthelmic hospital with 300 to 500 beds 
and each medical college centre to have 50 to 100 
ophthalmic beds. Considering both the factors of 
geographical location and the availability of the 
necessary facilities and expertise, the Committee feels 
that the M&J Institute of ophthalmology should be 
expanded to serve as the premier centre for highly 
specialised treatment of eye diseases. The medical 
colleges at the three other cities have their own 
departments of ophthalmology which could be suit
ably equipped and developed to cater to the regions 
served by them . 

9.11 Many of the district hospitals do not have 
posts of eye specialists, including the large hospitals 
of Bhavnagar and Junagadh. The Committee has 
already recommended that each district hospital 
should have a post of a specialist in eye diseases. 
This will have to be implemented early, in view of 
the magnitude of the problem in the State. The 
Health Survey and Planning Committee had envi
saged that each district hospital should have 10 to 
15 ophthalmic beds. This pattern has been suggested 
by the Jain Committee also. This Committee agrees 
that this should be the operative target to be reached 
in the near future. Gujarat is again fortunate in 
having several service minded organisations that have 
set up eye hospitals and organised eye-camps in the 
remote rural pockets. Government support to such 
efforts and, a planned expansion of these camps could 
no doubt extend the coverage and improve the con
tent of the services provided. 

9.12 The Committee realises that the problem 
of eye-care, in the rural areas particularly, is an 
admixture of socio-economic and medical factors and 
a programme of comprehensive eye care has to 
cover a number of facets like the relief of curable 
blindness, efforts to prevent blindness, educating the 
people in basic eye care, stimulation of school health 
programme, provision of low visual aids to the par
tially blind and the rehabilitation of the incurably 
blind and helping in the employment of the visually 
handicapped. Thus. the future strategy has to en
compass the activities of government, semi-govern
ment and non-government organisations. In the 
towns and cities the main thrust should continue to 

TABLE 9.2 

Item 

1. No. of Eye Hospitals 

2. No of beds available in 

3. No. of Eye camps orgli.nised under Government 
and Non-Government sponsorship -

(a) Government 
(b) Non-Govrnment 

(a) Government 
Eye Hospitals 

(b) Non-Government Hospitals 
(c) Wards of General Ho•pitals both 

Government and Non-Government 
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Year of reference 
19R5-66 1970-71 1973-74 

2 3 3 
N. A. 5 5 

66 116 228 

N.A. 215 215 

N.A. N. A. N.A. 

18 19 30 



be the provisiOn of institutional care. But in the 
rural areas, largely on accou~t of the manpower 
constraints, the reliance shall have to be placed on 
mobile ophthalmic centres. Such centres can be 
organised under the joint sponsorship of the govern
ment and non-government agencies, at selected loca
tions in the countryside. The services made availa
ble by such centre5 should include, diagnosis instruc
tional programmes and conducting routine surgery 
and referring complicated cases, to regular hospitals. 
The leadership and organisational support furnished 
by the medical college would be vital to the success
ful implementation of the scheme as envisaged. In 
the final analysis thi• would be but another step in 
the process of strengthening the bonds between the 
medical colleges and the community, by enabling the 
full utilisation of fhe services of eye-specialists and 
post-graduate students of the medical colleges in the 
cause of the rural population, on the one hand and 
providing on the other, opportunities for the study 
of the eye-care problems of the non-urban re~ions 
by the post-graduate students and the resident staff 
as a part of their own education. 

9.13 The Committee would also like to draw 
special attention to the need for periodical check up 
of school children fer the detection and treatment of 
eye diseases. This should form an important aspect 
of the school health programme. 

9.14 T. B. Hospita/s.-According to the 
National TuberculoS!S Survey conducted in 1955-58 
nearly, 1.5 percent of the country's population suffer 
from active tuberculosis, of whom a fourth were infec
tious. The estimated number of X-Ray /sputum posi
tive cases is 1.4 lakhs. 

Thanks to the initiative of a large number of 
private charitable institutions, a number of T.B. 
Oinics and hospitals have been established through
out the State. The overall picture of institutional 
facilities for diagnosis and treatment as available at 
present, can be had from the table below : 

TABLE 9.3 

Ikm 

1965-66 
1 

1. No. of T. B. Demo-
nstration Centres 1 

2. No. of T. B. Clinics 
including Dist. T.B. 
Centres. (a) Govt. · 7 
(b) Non.Govt. 1 

3. No. ofT. B.Ho•pi 
talsfSanitoria (a) Govt. 4 

{b) Non-Govt. 12 

Year 

1970-71 
2 

1 

17 
1 

4 
12 

1974-75 Remarks 
3 

1 

18 Dist. T.B. 
3 T. B. Clinic 

4 
15 

(',entre 

15+3=18 

1 

4. Xo. of beds avai1a
lable in 

(a) Go·.-t-T. R.Imts. 

(b) Non-Govt. T.B. 
Ins!<!. 

(c) \Vards of Gen. 
Hosp. etc. 
both Go,·t. & 
XoQGovt. 

5. Ko. of B. C. G. 
Vaccinations. 

2 3 

894 946 . 

212 213 

683!91 8861 41 8,90,991 

At the base level, domiciliary treatment is pro
vided through the Primary Health Centres and dispen
saries. Diagnostic and treatment services have rightly 
been integrated with the other preventive and cura
tive services of these institutions. 

9.15 In keeping with the changed approach to 
T. B. cure, the Committee feels that the emphasis 
should shift from hospitalisation to domiciliary treat
ment and opening of new hospitals and expansion of 
existing institutions should be carefully regulated. 
The stress should be on optimum utilisation of exis
ting beds at the hospitals, admissions 'being restricted 
to (J) medical emergencies, (2) surgical cases a11d (3) 
sputum positive cases and (4) cases not responding to 
domiciliary treatment. The length of detention at the 
hospitals would also have to be controlled. En
forcing such discipline on the large number of private 
institutions, would no doubt be difficult, but govern
ment which has accepted a considerable liability for 
providing financial support to them, shall have to 
devise suitable measures in this behalf. Simultane
ously, efforts should be made to develop facilities for 
indoor treatment, in the districts where the existing 
position is not satisfactory. 

9.16 The Committee feels that closer links should 
be forged betwen the T.B. institutions at the district 
and taluka level and the hospitals. This would enable 
the full utilisation of technical expertise and the physi
cal facilities. The medical officer in charge of the 
T.B. centre could act as the specialist at the district 
hospital. The functioning of hospitals and clinics run 
by voluntary organisations would also have to be simi
larly co-ordinated with the district health and medical 
organisation for the same purpose. These institutions 
could also be effectively involved in a programme of 
early detection of T.B. cases, in peripheral areas and 
follow up of cases discharged from the hospitals. A 
Regional Committee under the stewardship of the 
Regional Assistant Directors may be constituted, to 
bring together the public health and medical authori
ties of the district and the representative of voluntary 
organisations engaged in T.B. work, to provide a sense 
of identity of purpose and complementarity of action 
programmes between them all. 
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9.17 Leprosy Hospitals.-The esthl'lated popula
tion at risk in the State is around 5 millions, especially 
in the districts of south Gujarat. The number of cases 
of leprosy in the State has been estimated to be 47,000. 
Three government and two non-government hospitals, 
with a total bed strength of 745 and an equal number 
of dispensaries and clinics, provide institutional servi
ces. Under the National Leprbsy Control programme, 
130 Survey Education and Treatment units have been 
set up, each one covering a project area comprising 
20,000 people and an out project area of around 
30,000. The area covered is roughly coextensive with 
the immediate command area of a P.H.C. A leprosy 
supervisor for every 6 or 7 SET units has also been 
appointed, to guide and control the working of leprosy 
assistants of the SET units. In addition, four control 
tmits, headed by medical officers and 4 to 20 non 
medical assistants and other staffs have been estab
lished in the moderate and high endemic areas. Tw(} 
urban leprosy centres attached to the medical colleges 
of Ahmedabad and Jamnagar, have come into exis
tence recently 

9.18 The Commmee feels, that the integration of 
the leprosy ptograinme with the Primary Health Centres 
is a step iii the right direction. However, it would be 
essential to maintam adequate stocks of sulphones at 
the centres. Occasionally the services of special!sts 
may be obtained for the SET centres. for examination 
of patients.- In the endemic areas, due emphasis should 
be laid on the early detection of leprosy among school 
going children, under the school health programmes. 
People should be educated into the belief that leprosy 
is no longer incurable and that its control is _directly 
linked to the general health consciousness and promo
tion of personal and environmental hygiene · and 
prolongea snlphone treatment 

9.19 The Commmee was aeeply impressed by 
the excellent work done by voluntary agencies in the 
field of leprosy treatment. It was particularly gratify
ing to note that the M. P. Shah Kusht Nivaran Dham 
at Bhavnagar has been able to organise p~riodicall~, 
reconstructive surgery on leprosy patients w1th the. a1d 
of piastic surgeons from Bombay. The C~mmtt~ee 
feels that the State Government would do well to de\e
lop atleast one major centre in the State for· under

taking reconstructive surgery. 

9.20 Cancer Hosoitals.- -There is only one. specia
lised hosoit<il for cancer in the State, at Ahme~aba? 
called the 'The UUJarat Cancer and Resear~h Inshtute ' 

b an autonomous body The liosptta1 has 200 
run v · · · tb 
beds and another·. I 00 for ambulant patients. m e 
hospital annexe. The Committee was informed that 
there was a steadily rising demand for the semces of 

the institute and the beds at the hospital are always 
fully occupied, with a very long waiting list of patients. 

9.21 The Committee is of the view that the facili
ties for diagnosis and treatment afforded by the Institute 
should be augmented further and the Institute should 
become the major centre for cancer treatment and re
search for the entire State. The Government of India's 
Cancer Assessment Committee had envisaged that the 
Institute could be upgraded as a Regional Cancer. 
Centre and had suggested the strengthening and the 
development of the divisions of surgery, radiology~ 
laboratories, epidemiology and cancer control, bio
sta:tistics and· cancer registry. The implementation of 
these suggestions is a pre-requisite for th~ systematic 
expansion of cancer treatment services in the State. 

9.22 The Committee also learnt that several 
voluntary organisations in the state have evincecl keen 
interest in setting up cancer centres in the other towns 
of the State. The Committee considers that any un
planned expansion in such a highly specialized field is 
celarly undesirable. On the contrary the State should 
effectively guide and regulate such efforts, so as to put 
to the best use, the resources available in the State. 
The Committee recommends that cancer diagnostic 
centres be started at all the medical colleges with mini:.. 
mal facilities for therapy. Sophisticated facilities for 
treatment should however be concentrated at the 
Ahmedabad centre only. 

9.23 Cardiology Departments.-The Committee 
could not obtain any dependable data on the inci
dence of the heart diseases in the State. However. 
having regard to the general trends in the country as 
·a wh·ole, and the experience of other countries in the 
south east asian region and elsewhere, it could safely 
be assumed that the morbidity ·and mortality attribu
table to cardiovascular diseases in the State, are on 
the increase. The causes for such a development, are 
well known. The growing complexity of livinJ! styles. 
and the increasing trend towards urbanization, result
ing in added stresses and strains, have both contributed. 
to a sharp rise in the incidence of heart diseases, over 
the course of several years. This necessitates a certain: 
111inimum standard pf facilities for diagnosis and treat
ment .of heart disea~e~. correspondingly. Considering 
the specialised nature of the services and the need for 
expensive equipments. a beginning could be made by 
providing at each of the . teaching hospitals, full
fledged intensive cornory care units with a minimum 
of 5 beds. The emergency services at various hospitals 
should be ,geared. up to optimum efficiency while 
dealing with cardiac cases. 

9.24 . At all the district hospitals and other hos
pitals with more than 100 beds, E.C.G. mechines must 
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:00 provided, to facilitate a proper diagnosis of cases 9.28 Cases of burns require immediate life saving 
involving heart ailments. At the smaller hospitals also treatment as they suffer from shock and loss of body 
it will also be worthwhile to organise periodical cardiac fluids. Extensive bums cause large open wounds, that 
clinics to coincide with the visits of specialists from are likely to become infected and hence invariably pose 
the teaching hospitals. At the urban centres, such problems of cross infection. Also, strict aseptic pre
dinics may be organised in collaboration with voluntary cautions have to be observed in the wards, where the 
agenecies and local medical practitioners. A pro- bum cases are treated by the exposure method. Cases 
1;ramme of mass education covering the urban areas · often require skin grafting and reconstructive surgery. 
of the State in the first instance, may be chalked out In view of these special requirements, injury due to 
for the semination of useful information about the risk burns must be treated at specialised burn centres. In 
factors and simple steps leading to the prevention of establishing a burn centre the following guide lines 
heart diseases. are, therefore, required to be observed:-

9.25 To provide a precise data-base for the crea
tion and extension of facilities for the treatment of 
heart diseases in the future, it would be useful to carry 
<OUt a sample survey, covering initially all urban centres, 
baving the population of more than I ,00,000. 

9.26 Department of Metabolic Dlseases.-As in 
·the case of heart diseases, diseases due to disorders 
-of the metabolism are also on the increase. A recent 
·study carried out in Gujarat showed the incidence of 
diabetes to be 3.04 per cent in the urban population, 
and 1.87 per cent among the rural population. Arrange
ments for a careful study, diagnosis and treatment of 
diabetes and the various metabolic diseases, are thus 
clearly necessary. To begin with the Committee sug
gests that the State should develop one Centre for 
Diabetes with modem facilities for investigation and 
research. The Committee understands that the B.J. 
Medical College, has already got such a centre which 
could fulfil the envisaged role with the provision of 
,necessary equlpment and staff. The other medical 
•colleges of the State should also develop on a small 
·scale centres for the diagnosis and treatment of diabetes 
·and metabolic diseases. A programme of mass educa
>tion should also be taken on hand to help the urban 
public recognise the symptoms of the diseases, seek 
treatment and learn to live with them. 

9.27 Burn Centre-In Gujarat, the number of 
cases of bums is stated to be fairly high, particularly 
in the districts of Saurashtra. The Committee could 
not however get any definite figures of the number of 
cases, but the impression it gathered was, that the 
fatalities were also high. Data available from the Civil 
Hospital Junagadh, indicates that the number of bums 
cases admitted in 1972. 1973 and 1974 stood at 130, 
126 and !56 respectively. The Committee also noticed 
that the hospitals in the Saurashtra region, preferred 
to have separate bums wards and offers of donations 
for the purpose had also been made to the Govern
ment. Much as the Committee would like these facili
ties to be developed at the level of the district hospitals, 
it feels constrained to sound a note of caution against 
oany indiscriminate creation of hosPital wards or beds. 
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(i) Accommodation.-The centre should essen
tially comprise an operating room complex, a resus
citation room with two beds, wards for male and 
female patients and staff rooms. There should be 
a large treatment room with saline bath facilities 
in specially constructed stainless steel saline baths. 
The building should be so designed that there is 
minimum chance of infection being carried from 
outside. There should be two sets of rooms sepa
rated by an air locked service corridor. The rooms 
should open into ·the service corridor. There should 
be a separate entrance· for the staff which should 
lead into another corridor opening into the staff 
room. The staff room should directly open into 
the service corridor through an air lock. Visitors' 
entrance should be separate, located on the outer 
side of the ward units. 

(ii) Air Control.-The whole bum centre com
plex should be airconditioned under positive pres
sure. The temeprature tolerance should be around 
72 °F. Air should be admitted through wide ports 
at the ceiling level and discharged outside through 
large ports at the floor level. There should be 
no recirculation of air let in. The air flow should 
be 20 changes per hour. The air should be filtered 
of dust particles to the extent of 5 microns. 

(iii) Equipment.-The requirements of equip
ment are. normal operating room and anaesthetic 
equipment, instruments for skin grafting, a large 
weighing machine for weighing the patient lying 
in bed. The stainless steel bath should have 
preferably a hydraulic arrangement to raise or 
lower the patient lying inside the bath. 

(i~) Staff.-The centre should be under the 
charge of the specialist in reconstructive surgery. 
In addition to the appropriate nursing, paramedical 
and class IV staff for the number of beds autho
rised for the centre, there should be at least one 
physiotherapist assigned to it. 



9.29 It is envisaged that the bum centre fulfilling 
the rigid specifications will be located at all the teach· 
ing hospitals. The Committee also f~els that similar 
centres; may be on a smaller scale, can also be estab
lished at selected district hospitals keeping the special 
needs of the areas in view. 

9.30 Rehabilitation Centre.-An estimate of the 
number of handicapped persons requiring rehabilita
tion has not been possible to work out on account of 
the lack of basic data. Three random sample surveys 
carried out during the 2nd Five Year Plan at Bombay, 
Delhi and Kanpur had revealed that 2 to 3 percent of 
t)le total population in these cities were physically 
handicapped including the blind, the deaf and the 
orthopaedically handicapped. Gujarat being an indus
trially advanced state_ it is safe to assume that the 
industrial accident rate is high and the number of the 
orthopaedically handicapped is fairly large. 

The Committee has noted that proper facilities to 
cater to the rehabilitation of the handicapped are by 
and large unavailable in most parts of the State. A full 
rehabilitation unit should include medical, physical and 
occupational therapy, psychological, medico-social, and 
vocational guidance and prosthetic and orthotic ser
vices. Only the medical college at Baroda however has 
reasonably well developed physiotherapy, occupational 
therapy, prosthetic and orthotic departments. 

9.31 The Committee recommends that the status 
of the rehabilitation department iri Baroda should be 
raised to that of a full 'Rehabilitation Centre' with all 
its appurtenances. The medical college hospitals at 
Jamnagar and Surat should develop physiotherapy and 
occupational therapy units, immediately. The Medical 
College hospital at Ahmedabad should in due course 
have a full rehabilitation centre also. The Committee 
has elsewhere recommended that all the district hos
pitals should have facilities for physiotherapy and occu
pational therapy. It would be worthwhile to constitute 
a special departmental Committee to lay down the 
scale of equipment and appliances necessary for these 
units. 

9.32 The staffing of 
should preferably conform 
below: 

a 'Rehabilitation Centre' 
to the pattern indicated 

Sr. No. 

1. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 
9. 

10. 
11. 
15. 
13. 
14. 
15. 
16. 

Post 

Senior Physio-therapist 
Physiotherapist 
Senior Occupational therapist 
Occupational therapist 
Psychologist 

. Medical Social Worker 
Vocational Counsellor 
Craft Instructor 

No. of Posts 
required. 

1 
3 
1 
2 
1 
1 
1 
1 

Prosthetic workshop supervisor 1 
Limb fitter 1 
Brace fitter 1 
Shoe-maker 2 
Leather worker 1 
Wood worker 1 
Shoe-maker 2 
~ursing orderlies 3 

At the district hospitals apart from the posts of 
Physiotherapists and Occupational therapists, posts of 
brace fitter, metal worker, leather worker and shoe
maker will also be necessary. A beginning in this 
regard could be made at selected district hospitals to 
provide balanced regional coverage. 

9.33 Paraplegic Homes.-lnformation on the 
number of paraplegic cases in the State is not avail
able. It is, however, well-known that there are a large 
number of paraplegics who are admitted to the hospitals 
and· continue to occupy beds for very long. The hos
pitals find themselves unable to discharge them to their 
homes, even· when they are stabilised and are not in 
need o.f any active treatment, as the members ·of the 
families of these paraplegics, often refuse to take the 
responsibility of looking after them, in their homes. 
The Committee. therefore, feels that there is a case for 
establishing atleast one full-fledged Paraplegic Centre 
in the State. 
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lO. MEDICAL CADRES - PERSONNEL 
MANAGEMENT 

IO.l. The bulk of recruitment to the Medical 
and Health Services of the State, takes place at what 
is known as the Class II level. A fresh M.B.B.S. 
graduate can hope to enter service at this level, either 
on the medical side or the health side or the E.S.I. 
Scheme or as a Tutor in one of the medical colleges. 
However, the age limit at the point of entry into 
these parallel cadres is not uniform. In the case of 
the Gujarat Medical Services, the upper age limit for 
entry is 28 years, for medical graduates, while the 
same limit is 35 years, in the Gujarat Public Health 
Services, and for appointment as Insurance Medical 
Officers under the E.S.I. Scheirie, is still higher, at 45. 
These are non-interchangeble posts and once entry 
into the GMS or GPHS or the ESI cadre, is accom
plished, there is no possibility of horizontal inter
cadre movement. It has been understood. from the 
State Directorate of Health Services, that while 
recruitment prospects have generally improved in the 
recent years in the G.M.S. cadre and of the Medical 
Officers under the E S.I., filling up of all vacancies in 
the GPHS, still poses a problem. Recent experience 
has indicated that while for recruitment to the GMS 
Class II. the State Public Service Commission was 
able to select candidates in adequate number' to meet 
the entire requirement and also have several names 
on the waiting list, in the case of the GPHS, both 
in terms of the response to the advertisements of the 
Public Service Commission and number of candidates 
the commission could select, as against the notified 
vacancies, the position was not entirely reassuring. 
The reasons for such a situation are not far to seek. 
The GPHS cadres cater mainly for the requirements 
of rural . areas and the postings available to the 
selectees are predominantly, in the non-urban re)l:ions. 
On the contrary, both the GMS and the ESI -sclieme 
offer a subsiantial number of openings in the towns 
and cities of the State and are therefore a better 
attraction from the point of view of new entrants 
into service. 

The Committee has already recommendce_d that 
there should be a complete integration of the preven
tive and curative services and thus envisages the 
amalgamation of the technical cadres under a new, 
Gujarat Health Service; in furtherance of this objec
tive. In keeping with this approach, it would be 
proper to provide for a single point of entry into 
service and regulate recruitment with reference to a 
common set of rules and norms of selection. Accord-

ingly, the Committee would recommend the induction 
of fresh MBBS graduates at the junior level under a 
unified programme of recruitment covering the 
medical, health and E.S.I. services. Any disparity in 
the upper age limit, in the matter of recruitment to the 
different wings of the services, can have no place in 
such a scheme. The Committee favours the maxi
mum age of entry being fixed at 30 years. The
Committee is aware that the structure of the medical' 
teachers cadres poses special problems, since at the· 
level of the Assistant Professors, teaching experience 
and post-graduate qualifications are essential for 
appointment. As such, the scheme of integration 
cannot cover the feeder cadre of Tutors in the 
Medical Colleges. 

10.2. The classification of the junior level posts 
under Class II of the gazetted services, has implica
tions for the prestige value of the jobs and the morale 
of the medical graduates who opt to join Govern
ment service. What with the highiy expensive profes

' sional education he has had, a faidy delayed entry 
into service and the prospects of high earnings in 
private 'practice, the basic aspiration pattern of a fresh 
medical iraduate, is pre set, to expect a higher status 
rating for his job. This issue is brought into the 
foreground with emphasis, in the non-institutional 
spheres of health adliilillstration, where horizontal 
relationships at the field level, are required to be 
defined, involving both medical and non !lledical func
tionaries. The position of a medical officer incharg~ 
of a Primary Health Centre vis-a-vis a Taluka Deve
lopment Officer is an instance in point. The Commi
ttee feels, it would be appropriate to adopt the nomen~ 
dature of jlinior and senior levels both unclt>r the 
Class I category. The Second Pay Commission has 
also adopted a similar approach. 

10.3. It is likely that a fair proportion of post 
graduate degree and diploma holders, may aspire for 
the posts at the junior. level. It may also be desirable 
from the point of view of the State, to instftufe a 
generai scheme of preferences for post graduates, 
since it would help in feeding the cadre of specialists 
at the senior levels of the service. A general pre
ference to the post-graduate degree holders for 
selection at the junior level is hence recommended. 
This should be made purposeful by providing for 
three advance increments, ori the time-scale prescribed 
for such posts. The Committee does not favour any 
outright preference to post graduate diploma holders, 
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because they would not readily fit into a scheme of 
promotion to the higher posts, requiring post-graduate 
degrees. However, in the event of their selection for 
appointment, an incentive by way of one advance 
increment may be provided for, but the relaxation of 
the age limit for entry in their favour, may be' res
tricted only to one year. In the case of the post 
graduate degree holders however, the relaxation of 
the age limit may be upto a maximum of three years. 

10.4 Kepeated references were made before the 
Committee to the lack of opportunities for promotion 
in the health services of the State. The Committee 
could sense that many among the Class IT officers, 
both on the medical and public health wings, felt 
keenly the absence of adequate chances of career 
advancement. The Committee's attention was also 
called to the disparity in the promotion prospects, as 
between the health, medical and medical education 
cadres. It is true that to-day such a disparity does 
exist, as the number of higher level posts on the 
health side. is greater than on the medical side. A 
comparision with the situation on the medical educa
tion side. is strictly not relevant since the number of 
posts of Professors and Assistant Professors in the 
medical colleges is determined with reference to the 
norms prescribed by Medical Council of India. How
ever, it is essential that a properly structured promo
tion pyramid should provide for adequate opportunities 
for advancement in certain minimum numbers and if 
the number of higher level posts cannot be augmented 
without undue distortions in the heirarchical arrange
ment, the proper solution would be to provide a 
selection grade. 

Considering the existing picture it is found that 
as against a total of 50 I Class IT posts in the GMS 
cadre, there are only 13 posts at the Class I level, 
available for promotion and out of these 8 posts are 
to be reserved for candidates who posses post graduate 
qualifications. In the GPHS, at the first level of pro
motion there are only 38 posts, as against 693 at the 
Class IT level. Here also, specific post graduate 
qualifications are necessary before promotion to the 
senior positions could be considered. As against this, 
under the Employees State Insurance Scheme, most 
of the posts at the Class I level are of specialists 
and promotion from the Class II cadre, would depend 
upon the candidates possessing the necessary post 
graduate qualifications. 

The Committee s approach is that, promotion 
avenues at any level should bear a reasonable rela
tionship to the number of posts at the next lower 
level. The Committee does envisage that in conse-. 
quenc~ of its recommendation regarding the restruc-
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turing of the State's health services, there would be 
a net addition of senior posts, though not at the first 
level of promotion for the entrants on the junior 
grade. Moreover, in pursuance of the scheme of 
integration of preventive and curative services the 
posts of Civil Surgeons, Superintendents of hospitals, 
D.H.Os., D.F.P.Mos. and Regional Malaria Officers 
and other comparable positions, could be pooled to
gether and promotion to these posts could be regulated 
by merit based selection. It is no doubt true that 
special qualifications have been prescribed for the 
posts like DHOs; but it does not appear to be abso
lutely essential that a candidate for appointment to 
one of these posts, should invariably possess these 
qualifications at the time of appointment. The very 
nature of these assignments would demand from th~ 

incumbents of such posts, a high degree of motivation, 
qualities of leadership and a capacity for organisation 
and interaction with the community, even more than 
mere professional expertise. It could be expected 
that after putting in a reasonably long period of 
service on the junior level positions, an officer would 
have acquired sufficient organisational and professional 
experience, to handle the responsibilities of such jobs. 
A brief period of post selection training for orienta
tion, preceding actual appointment, shall however be 
necessary, so as to equip such officers. to meet the 
specific demands of their office. It should therefore 
be possible to select and appoint an officer on promo
tion to such higher posts and permit him to acquire 
the necessary specialisation thereafter, by stipulating 
that he should obtain the required degree or diploma 
within a maximum period of three years from the 
date of appointment, failing which, he would lose his 
entitlement to continue on the promotion post. This 
would also imply that the Government should depute 
such officers to the necessary courses of study or 
training so that they can acquire the prescribed qua
lification within the time limit stipulated. 

Since the number of senior posts is likely to be 
small, in relation to the strength of the composite 
feeder cadre, there would be no special merit in 
providing for separate ratios for direct recruitment 
and promotion. Direct recruitment to these posts 
should be resorted to, only in the event of non
availability of suitable candidates, on promotion. 
Necessary modifications in the recruitment rules may 
have to be carried out in order to make them conform 
to these broad objectives. 

At the senior level, there would be a good 
number of posts of specialists, which require post
graduate qualifications. in particular subjects or 
advanced training in specific fields. It is understood 
that these posts are at present fiiled only by way of 
direct recruitment. The Committee has already re-



commended a policy of general preference for post
graduate degree holders, for recruitment of the junior 
level. It is therefore likely that in course of time the 
department will have a good number of candidates 
fulfilling the eligibility criteria for appointment as 
specialists and also possessing valuable work experience. 
Drrect recruitment for such posts should also be 
provided for though the Committee does not favour 
any fixed proportion as between promotion and direct 
recruitment. It should be possible however, to 
consider direct promotion of eligible officers on the 
junior grade rather than make it obligatory for them 
to go through the direct recruitment process. 

10.5 Even with the filling up of senior level posts 
generally on promotion, it is evident that the career 
prospects for candidates who join service on the 
junior grade posts, are not very promising. With the 
large fiow of medical graduates in recent years from 
the different medical colleges in the country, the out
look on self-employment and absorption in the non
,government spheres, is not optimistic and it is there
fore probable that in the coming years, . the number 
.of medical graduates aspiring for a career· in Govern
ment service, would be on the increase. A major dis
incentive for them would be, the limited prospects 
.of advancement, once they join the services. A number 
.of medical officers working in the PHCs and the 
hospitals, whom the Committee met during its vis1ts 
to various centres in the State, expressed concern at 
the lack of promotion avenues and mentioned this as 
an important factor that keeps fresh medical graduates 
a way from Government service. and induces many in 
service to quit, in search of better opportunities. Need
less to say, there are overall limits to the number of 
senior positions in the departmental herirarchy and it 
would be well-nigh impossible to add to the higher 
level posts in the field, without reference to the 
actual needs of the various medical institutions. 

The Committee has recommended elsewhere the 
augmentation of the strength of specialists in the 
various district and other qospitals; but it might not 
lbe possible to treat them as regular promotion posts 
to which the medical graduates who enter service at 
the junior level could aspire, particularly in the absence 
of the necessary qualifications. Therefore, the provi
sion of a selection grade for 15% of the posts, borne 
on the junior grade, encompassing the health, medical 
and ESI wings, excluding any direct posts of promo
tion as might be available, is the only answer. The 
second Pay Commission of the State has recommended 
a pay scale of Rs. 700-1300 for the junior posts and 
U00-1600 for the senior level posts. The appropriate 
level of renumeration for the selection grade would be 
Rs. 1050-1400. The Committee would add, that 

gran<ing··the ·selection grade should not be treated as 
a matter of course, solely with' reference to the senio
rity of various incumbents. On account of the large 
turn over of officers at the junior level, one may have 
also to visualize· a situation, in which medical officers 
with a very short span of service, may become 
entitled to the selection grade. To obviate such a 
possibility, the Committee would recommend that due 
screening of various incumbents on the junior level 
posts should precede the conferement of the selection 
grade and the selection grade should be available not 
earlier than the 6th year of service, on the junior level 
posts. 

10.6 Coming to the Class I level, the picture that 
presents itself, is fairly disillusioning. As compared 
to a few posts of Assistant Directors and two posts 
of Deputy Directors that are available for promotion 
of the District Health Officers, the Civil Surgeons can 
only look forward to the lone post of Deputy Director 
of Medical Services. On the contrary, the cadre of 
specialists in .the hospitals (GMS Cl. I Div. m has 
no avenues of promotion to 'higher posts. The same 
is true of the groups of posts of District T. B. Officers, 
Regional Malaria Officers, Senior Medical Officer i I c. 
Post Partum :Units and Medical Officers i/c. Secondary 
Health Centres and Government Hospitals under the 
health wing of the department. The situation is no 
better on the ESI side. The inter cadre disparities 
could be evened out by a proper grouping of compar
able posts within the frame work of the integration 
of preventive and curative services recommended by 
the Committee, in order to constitute a unified feeder 
cadre, for the top level posts. The creation of the 
posts of Regional Assistant Directors and the addition 
of a few more Deputy Directors at the Directorate 
could be expected to improve the prospects of advance
ment of officers at this level. 

10.7 The cadre of specialists at the senior level, 
is likely to grow significantly in size, following the 
Committee's recommendation on the staffing of 
hospitals of different sizes. It is understood that the 
department has been facing considerable difficulty in 
recruiting qualified persons in various specialities. It 
was also brought to the notice of the Committee that 
a large number of these selected for the posts of 
specialists, prefer to leave after a few years of service, 
in order to settle down in private practice. While one 
has to reckon with the fact that a highly qualified 
specialist commands a high market price and the 
prospects of large earnings in private practice would 
continue to lure one away from Government service, 
it is also true that the near total absence· of openings 
for career advancement in the medical institutions 
under the Government,. does seriously dater even a 
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public spirited aspirant for the post of a specialist. 
Moreover; the higher-· level posts which carry pre· 
dominenlly, responsibilities of an administrative nature 
offer little attractions for many a devoted specialist. 

This problem would therefore have to be tackled 
·On two fronts. Firstly; at the point of entry, the 
scale of renumeration for the cadre of specialists 
.should be made more attractive·· and secondly, there 
being few correspondirig senior level posts to provide 
a regular channel of promotion, the introduction of a 
selection grade should be considered. The Com
mittee feels that it would be appropriate to establish 
.a lead of Rs. 200/- at the minimum of the time scale 
prescribed for the senior level posts by the govern
ment after considering the recommendations of the 
Second Pay Commission. A selection grade covering 
20% of the posts of specialists is also recommended. 
The selection grade should be available to the con
cerned individual, only on the completion of six 
years of service and should be operated on the basis 
of a common seniority list and not according to 
speciality-wise gradation lists. The selection grade 
should carry roughly, the same pay-scale as the posts 
of Assistant Directors with a lead of Rs. 200/- at the 
minimum. 

In order to maintain proper relativities as bet
-ween the levels . of rumeration of the Superintendents 
of hospitals and the specialists who . would have to 
work under their general supervisory control, the 
'Committee recommends. that the Superintendents of 
bospitals may be' granted a special pay of ·Rs. 200/
p.m. An important factor that should be born in 
mind in regard to the cadre of specialists, is the need 
for utilising, their. services properly in the various 
medical institutions. This c:alls for a pragmatic 
administrative policv. that would make. it possible for . . 
the services. of the senior specialists to be available 
in the major hospitals and enable them to work with 
a large measure of functional independence vis-a-vis 
the Suoerintendents of the hospitals where they have 
to work. 

10.8 At the next higher level will be the cadre 
of Assistant Directors, covering both the regional 
posts and the staff posts at the Directorate of health 
services. Since there would be a sufficiently large 
number of eligible officers available at the promotion 
base, the Committ<:>e does not favour . any direct 
recruitment at this level. A proper system ~f rotating 
the officers of the cadre between the field and the 
'head-quarters shou1d be operated, so as to enable 
these officers to acqUire a ,balanced perspective and 
prepare them for shouldermg higher responsibilities 
·in the organisation: 

10,9 The posts of Deputy Directors whether 
incharge of the curative or preventive services may be 
filled on promotion of the Assistant Directors or 
Senior grade specialists in the hospitals. Induction .of 
senior level specialists on the posts of Deputy Direc
tors on promotion, is not considered infeasible, because 
these are supervisory positions at the head quarters, 
conforming to a broad pattern of functional division of 
responsibilities and would not therefore require a high 
degree of administrative capability to start with. How
ever, senior specialists when appointed on the posts d 
Deputy Directors should be deputed to undergo a 
course of orientation training in health administration. 
A general provision for direct recruitment at the level 
of Deputy Directors is also necessary, firstly to pro
vide for the infusion of fresh blood, in senior positions 
and secondly to preclude the forced choice of the 
second best. However, the recruitment rules should 
carry a provision that direct recruitment be resorted 
to, only in the event of suitable candidates not being 
available by way of promotion. The post of Deputy 
Director of Medical Education should be filled on 
transfer of a suitablt' officer of the cadre of Deans of 
Medical colleges. It would also be desirable to fix a 
tenure of 3 years for any incumbent, in order to faci
litate the rotation of medical educationists, between 
the academic and administrative spheres. 

10.10 The posts of Additional Directors occupy 
a position of considerable importance, in the heirarchi
cal arrangement of the department. The Committee 
has advocated a policy-execution nexus being estab
lished, by making the technical head of the department, 
also the Additional Secretary to the Government. 
This, coupled with the fact that the functional sphere 
of the Director will be far too vast and diverse to 
permit the concentration of executive authority in his 
hands.. necessitates a pregmatic scheme of delegation 
of authority, in favour of the Additional Directors. 
The concept of 'Maximum possible and not minimum 
necessary' delegation propounded by the Administra
tive Reforms Comntission should permeate the entire 
scheme of devolution of authority, at this crucial 
level. 

The Additional Directors would thus be the 
defacto heads of the administrative wings, under 
them; In tune with the theme of integration of the 
field cadres, the Committee would recommend that 
the posts of Additional Directors of Community Health 
and Institutional Health Services ·should have Common 
recruitment rules. Experience acquired in the organisa
tion would be an asset to any incumbent of these 
positions and accordingly, it would be appropriate to 
treat these as postq of promotion for the Deputy 
Directors with the prnviso that in the event of the non 
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availability of suitable candidates recruitment from the 
open market could be resorted to. 

10. II The Additional Director of Medical 
Education should necessarily be a medical teacher 
of exceptional standing and research experience of a 
high order. The recruitment rules framed recently by 
the Government for the post of Director of Medical 
Education and Res~arch cover these requirements in 
fuii and many therefore be adopted with minor modi
fiications. Direct recruitment to this post should also 
be provided 'for, in order to facilitate the entry of 
outstanding medical teacher~ serving at non-govern
ment institutions. 

10.12 The Director of Health Services should 
be a man of great vynamism and combine in himself, 
the qualities of leadership and high abilities of man 
management. All the three Additional Directors should 
have equal chances of elevation to the post by way of 
promotion. In addition, there should also be scope of 
entry for a candidate from outside the confines of the 
department. For a direct recruit however, the upper 
age limit for selection should be fixed at fifty years of 
age and the qualincations for recruitment should 
be so defined as to render professional men belong
ing to both the teaching and the non teaching 
spher~s of the science of medicine, eligible for 
appointment. 

10.13 As the Committee has observed, the 
scheme of integration of the medical and public 
health services can not be extended to cover the 
teaching cadres in the medical coileges, because of 
the requirement of teaching experience at various 
levels. Even at the lowest point of entry for a medi
cal graduate without any teaching experience, the 
situation becomes complex what ·with the influx of 
post graduate degree holders in clinical subjects who 
have done the registrarship which counts for two years 
of teaching eJ<perience. The Committee also under
stands that the Government has recently cr~ated a 
few posts of Senior Registrars in the context of the 
long standing demand for introducing the three year 
term of registrarship. The Committee considers this 
a step in the right direction and strongly recom
mends the adoption of the scheme of three years 
registrarship in the state since this would provide 
avenues of direct entry into the cadre of Assistant 
Professors in cl~ical subjects to post graduates who 
have done their registrarship and help ease the staff
ing situation at this level. 

However in the intervening period and in any 
event. on the non-clinical side, recruitment of Tutors 
will continue. Both in order to confirm to the gene-
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ral pattern of preference for post graduate degree. 
holders, recommended by the Committee earlier in 
this chapter and to facilitate the entry of those having. 
two years of teaching experience to their credit, the 
Committee would recommend that the relevant 
recruitment rules may be amended, to provide· for a 
general preference for post graduate degree holders 
and those who have done the two years registrarship 
in the concerned subjects. The pattern of age rela
xation and ad vance increments as suggested in the 
case of the field services, may also be made appli
cable to such entrants, into the cadre of tutors. 

The present scheme of recruitment of Assistant 
Professors and Professors is in conformity .vith the 
norms laid down by the Medical Council of India. 
The Committee has no modification to suggest in 
this behalf. 

10.14 The Dean-cum-Chief Superintendent of a 
teaching hospital, occupies a position of pivotol· impor
tance. in the scheme of medical education and hospital 
administration. It is therefore essential that recruits 
of proved abilities are inducted on these key assign
ments. Professors of both the clinical and non
clinical subjects should be eligible for promotion as 
Deans and simultaneously a provision for direct 
recruitment should also . exist so as to facilitate the 
entry of a weii equipped candidate from outside the 
Government spher~. The Committee has devised the 
scheme of appointment of Vice-Deans and Superin
tendents of the medical college teaching hospital 
complex, in order to provide the necessary training 
ground for senior medical teachers for, handling the 
responsibilities. of tl>e post of the . Dean-cum-Chief 
Superintendent, on promotion. Hence it would be 
necessary to restrict the opportunity for promotion 
only to those Professors, who have worked for not Jess 
than two years in either capacity. 

In this connection, it was brought to the notice 
of the Committee tliat the Second Pay Commission 
constituted by the State has bracketed the Deans with 
·the Professors of .medical colleges and has recom
~ended a common. scale of pay for both the ·catego
nes of posts. As 1~ well known, there is a marked 
lack of preference among medical teachers and 
especiaiiy the clinicians, for the post of a Dean. The 
reasons are far too obvious to need any elaboration 
here. To eliminate the pay differential between the 
rn:o posts w~uld only make the problem of finding 
SUitable candidates for appointment as Deans- all the 
more difficult. The over all responsibilities of run
ning a medical coli~ge and a large hospital are really 
onerous and there 1s therefore ample justification for 



providing additional remuneration to the Dean-cum 
Chief Superintendent as compared to the Professors. 
The Committee would accordingiy suggest that the 
post of the Dean should carry a special . pay of 
Rs. 200/- p.m .. In order to maintain parity, similar 
additional renumerat10n should be available to the 
Deputy Director of Medical Education. The Com
mittee learns that all the Deputy Directors of the 
department are at par in the matter of scales of 
renumeration. It would therefore be only fair to 
extend the same benefit to the other Deputy Direc
tors also. If the Government would consider the 
scheme of providing additional renumeration by way 
of a special pay, unsuitable, the alternative would be 
to take a fresh look at the internal relativities of the 
medical education wing, recommended by the Pay 
Commission. 

as ever. The Committee understands that the pro
cess of selection through the Public Service Com
mission is time-consuming and the time leg between 
U1e notification of vacancies anc.t the final placement 
of selected candidates, is substantial. However, the 
situation is not such as cannot be remedied by meti
culous forecasting of requirements and timely action. 
Moreover, the Goverument does have the authority 
to make appointments for a period not exceeding 
one year. A judicious recourse to this provision can 
largely neutralise the effect of temporary man-power 
shortages. The powers of such temporary appoint
ments may best he delegated to .the Director of 
Health Services, so that the procedures of selection, 
appointment and postings could be handled with the 
necessary dispatch. 

10.17 In the very nature of things, a substan

10.15 The quality of medical education is tial number of posts at the junior level will oe ava1-

lable in the rural areas and the number of openings 
in the cities and the urban regions, relatively fewer. 
Apart from the fact that many medical officers may 
have to serve in rural areas, lacking basic amenities 
and particularly facilities for higher education, long 
years of service in remote areas would also deprive 
them of the opportunities of exposure to new deve
lopments in the field of medicine and advanced 
techniques of treatment practised in the major hospi
tals and in the· specialised institutions. This under
scores the need for a conscious policy of rotation 
between rural, urban and metropolitan centres. 
Initial appointments in rural areas may not as such 
be discouraged, but accepting it as a firm practice, 
would lead to the situation wherein relatively in
experienced doctors would be inducted on all the 
posts in the rural areas. This cam10t, but affect 
adversely the quality of medical care in rural com
munities. In fact the emphasis should be on manning 
the rural health services with medical men of some 
years of service. A scheme should be worked out 
under which a medical officer at the junior level 
could reasonably expect to move out of a posting at 
the PHC or a dispensary in a rural area, after a 
tenure of three years. The next posting should gene
rally be in an urban area. Rotation between PHCs, 
dispensaries and hospitals in urban areas and the 
teaching hospitals, should similarly be worked out 
and adhered to, so as to ensure that postings do not 
become the subject , matter of individual manipula-

directly linked with the calibre and capacity of the 
medical teachers. High ranking specialists are nor
mally not drawn towards service in the Government 
Medical Colleges, largely because of the constraints 
of full time, non-practising service and generally low 
levels of renumeration. Revision of salary grades 
will become an unrealistic exercise beyond a point, 
since the gap between the earnings in private practice 
and the emoluments in Government service is bound 
to remain too wide t6 be effectively abridged. Else
where in the report the Committee has advocated 
the idea of geographic practice, which is for all pur
poses restricted private practice, within the premises 
of the teaching hospitals. This may serve to attract 
eminent medical teachers especially at the medical 
college centres. The Committee would also suggest 
the introduction of special incentive grades for Pro
fessors of high eminence. These special grades should 
not be administered on traditional lines, governed by 
the rule of seniority ctim suitability. This devise 
should on the contrary 'be used with the highest 
degree of selectivity and should serve as the instru
mentality for recognising and rewarding work of 
exceptional merit in the spheres of medical education 
and research. It is understood that the University 
Grants Commission has also recommended such 
special grades for Professors of high standing, in the 
Universities as a part of its recommendation on the 
pay structure of c;ollege teachers, for the fifth Five 
Year Plan period. 

10.16 A forward looking placement policy is 
an essential requirement of sound personnel manage
ment. Mercifully, the days of manpower shortages 
of crisis proportions, seem to be over, but, intelligent 
advance planning · of recruitment and purposeful 
deployment pf the available forces, are as essential 
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tions. 

The system of rotation recommended by the 
Committee would largely be facilitated by the 
pooling of posts, including those in the hospitals and 
also those under the ESI scheme. This scheme if 
implemented conscientiously, will substantially improve 
the conditions of service of medical officers, many 



of whom get dispirited after spending sevenil 
in the rural areas. 

years 

10.18 In operating the integrated cadres, cutting 
across the traditional dictotomy between the medical 
and health sections of the department, gauging the 
aptitudes of individual officers, would be essential 
before placement are decided. These aptitudes on 
the part of the field officers will play a crucial role in 
furthering the impact. particularly of the preventive 
and promotional health services. This would obvi
ously be a difficult task where the numbers involved 
are very large. However it is by no means an in
superable difficulty and the personnel management 
section of the Directorate should be alive to the 
problem and establish sound guidelines for the 
purpo~e. 

guarded against. However, the Committee envi
sages that the creation of the post of a Joint Director 
for Administration directly responsible to the Direc
tor would facilitate centralised personnel manage
ment, and will be conducive to sound and equitable 
recruitment and placement practices. 

10.20 While a regular policy of transfers may 
not as such be necessary in the case of the medical 
teachers, the advantages of periodical transfers are 
obvious. It came to the notice of the Committee 
that several senior medical teachers have stayed for 
long years at the Medical Colleges of Ahmedabad 
and Baroda and were reluctant to move out to Surat 
dr Jamnagar. This would undoubtedly affect the 
quality of teaching at these centres and would also 
serve to build up vested interests at.. particular institu
tions and should therefore be discouraged. This is a 

Orientation courses covering the broad objectives delicate problem. Admittedly, the facilities available 
and the modalities of the programme of comprehen- and the general work environment, differ from one 
sive health care, principles and practice of hospital medical college to another. Therefore, teachers of 
administration, and the essential aspects of admini- high standing, especially those interested in research 
strative and financial procedures should be organised and post-graduate work, would like to join depart
for all the junior level officers ~hortly after entry into ments which provide ample scope for the full utilisa
service. Refresher courses for officers of five years lion of their talent~ This would be particularly true 
service,· should alsc' be devised to ensure compte- of the departments that have been upgraded with the 
mentarity of the training programme. The schedule assistance of the Government of India and where 
for the refresher courses should stress problem extra .facilities in terms of staff, equipment and 
oriented studies and the method of instruction research-aids are available. The de{iartment shall 
should ensure greater participation by the trainess. have to evolve sound guidelines in this behalf, in 

order that the· preferences of individual teachers and 
the requirements of institutions could be reconciled, to 
mutual benefit. 

At the level of district officers, the. Regional 
Assistant Directors and Senior Specialists, the five 
·year rule would be ideal. However, in cases of the 
specialists in the hospitaJs and functional specialists 
like Assistant Directors in the Directorate, transfers 
need not be resorted as a matter of course. 

10.21 The need for trammg of officers at the 
higher levels of the heirarchy hardly needs emphasis. 
The district and regional officers are expected to 

discharge responsibilities · largely of management 
10.19 The operation of a large cadre and orientation and with stress on leadership and coordi

catering to the reauirement of the public health. nated team-work. General . administration and finan
hospital and ESI wings and reconciling their con- ciaf control are other key spheres of their duty. Over 
flicting claims for a1Iocation of personnel will, by. no and above these. they shall also have to strive to keep 
means be easy. Moreover, there will also be a their professional interest alive and knowledge, upto 
tendency to retain those who show promise, in the date. Training courser. of officers of this level should 
main stream of medical services and dump the ' therefore serve a dual purpose, to equip them with the 
average performers and the unwanted elements on know how of administration and inform them of 
rural postings or on the E.S.I. Scheme. In fact this recent development in the scien~ and technology of 
has been one of the strongest arguments in favour of medicine. Brief. courses at the training institutes and 
separate cadres. The success of the integration of professional seminars could take care of. both these 
services outlined by the Commit\ee would be at facets of senior level training. 
stake. if the fairest possible balance is not main
tained. between the different functional wings of the 
department. in the matter of allocation of manpower 
resources. Frequent transfers of field personnel, 
largely in deference to 'popular demands' or high 
level pressures. would also throw the management of 
the composite cadre, out of gear and shall have to be 

The· top level personnel are primarily executives 
and their training needs are thus highly speciali.~en. 
Management seminars and short courses developed for 

· those manning senior managerial positions should be 
availed of for the purpose. At the state level, it would 
be useful to arrange common programm~s for senior 



JJeads of departments, so that special problems of 
organisation under government, could be duly high
lighted and studied in depth. 

10.22 During the course of the Committee's 
·discussions with different groups of officers of the 
Health department, the questio~ of writing annual 
confidential reports was raised, repeatedly. The 
Committee could sense that there were serious mis
givings about the existing procedures in this behalf, 
especially among the medical teachers. In the nor
mal course, the Committee would have been reluc-
tant to enter the realms of internal administrative 
policy and make any observations on issues that are 
best left to be decided with reference to the general 
traditions in the State administration. However, the 
functional inter-relationships, within the organisa
tional structure are of special significance, in the 
context of effective supervision, control and coordi
nation for successful team-work. Towards this end, 
the writing of confidential reports must be viewed as 
no more than an instrumentality, but, the possibility 
of its capricious exercise cannot however, be under 
estimated. . A properly devised scheme of reporting 
and review, can go a long WilY towards promoting 
the positive aspects of such a periodical assessment 
of performance, and neutralising the effect of the 
none too objective merit ratings. 

of their performance. The Heads of the Depan
ments on the contrary are. ideally equipped for dis
charging this responsibility. 

The Committee feels that there is strong justifi
cations for a rethinking of the present system, in the 
light of the objections voiced by the medical teachers. 
The Head of the Department is closely associated 
with the programme of teaching and research work 
in the department and thus has an excellent oppor
tunity to know the worth of the medical teachers of 
the department and assess their potential realistically. 
It would therefore be meet, to let them initiate the 
reports and submit to the Dean in the first instanoe 
for his views. The Director should be the reviewing 
officer in the case of the Assistant Professors and 
Professors, since the promotions, long term appoint
ments and transfers of these officers are matters of 
special concern for him. The Dean's role in this 
scheme should be distinguished from that of the 
regular reviewing officer. He should in fact be desig
nated as· the Senior Reporting Officer and his report 
should broadly cover the same features as of the 
first Reporting Officer. As for the Tutors, the 
revie~ing authority should be the Dean, as it is likely 
that the Director wi!l have no personal knowledge 
of the individual pelformance of . the .large number 
of Tutors and the heads of the' teaching institutions 
are in any event better placed to· review their 

h f h be no doubt as working. 
In t eory o course, t ere can 

to who should write and review the confidential 
reports of officers at various levels. The accepted 
norm is that the reportmg officer should be the imme
diate superior of the officer reported upon, since he 
has had the best opportunity of seeing him at work 
and of assessing his capabilities. The reviewing 
officer should normally be the head of the organisa
tion, either at the top or at the unit level. A proli
feration of reporting levels or piece meal reporting 
by different authorities should be clearly avoided. 

10.23 Basic issues relating to the present arran
gements for writing and reviewing of the confidential 
reports were canvassed before the Committee, espe
cially in so far as the cadres of the medical colleges 
and the cadre of District Health Officers are con
cerned. In the case of the medical colleges, the 
reports on the medical teachers from Tutors to Pro
fessors are initiated by the Dean of the college and 
the review is made by the Director · of Medical 
Education and Research. The specific objection 
raised by the medical teachers was, that the Dean 
has no intimate knowledge either of the calibre of 
teaching or the quality of clinical or research work 
put in by the medical teachers and is therefore not 
in the best position to make a first hand assessment 

Since the Head of the Department is expected 
to be the reporting officer. for all the Medical 
Teache'rs in the 'department, in the proposed scheme 
of writing confidential reports, it also becomes neces
sary to indicate a separate arrangement concerning 
the Heads of the Departments, themselves. The 
reports on the Head.•. of the departments should be 
initiated by the Dean and _reviewed by the Director. 

10.24 The other major poser relating to confi
dential reports was raised in the context of the Dis
trict Development Officers assessing the work of the 
District Health Officers and . the District Family 
Planning Officers. The argument advanced was, 
that the work of tl1e District Health Officer or of the 
District Family Plann~'lg Medical Qfficer is mostly 
of a technical nature and the District Development 
Officer can therefore have no insight into the func
tioning of the district health organisation and he 
could thus not be well informed or objective in 
writing the confidential reports. The Committee has 
given serious thought to this question, since it 
impinges on the crucial aspects of the interaction of · 
generalists and specialists in the administrative pro
cess. "It is true that the District Health Officer or 
the District Family Planning Medical Officer does 
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have a large volume of professional responsibilities 
and undertakes programmes with a large technical 
content. However, these two officers function under 
the jurisdiction of the District Panchayats and form 
an integral part of the District Development Admini
stration. As the head of the team of officers 
manning key positions in the development , sphere, 
the District Development Officer will necessarily have 
to exercise broad supervisory and administrative 
control over them. Moreover, the task of putting 
into operation a massive programme of preventive 
and promotional health services in the rural areas, 
reqnires more than mere technical competence . and 
the degree· of success that the officer in charge would 
be able to achieve, would depend largely on the 
capacity for organisation and the quality of leader
ship that he can bring to bear on his exertions. In 
order to evoke sufficient popular response from the 
rural population, the health programmes should also 
have to be devetailed to the entire scheme of rural 
development. It would thus be impractical to accept 
the plea that the District Development Officer should 
not have a definite f.ay in judging the capacities of 
the Heads of the District Health Organisation. 

This is of cours~, not to suggest that there is no 
need for a qualitative review of the technical com
ponent of the work of the District Health Officer or 
the District F. P. Medical Officer. The correct pro
cedure would therefore be, to split up the confidential 
report form into two parts, one dealing with the 
broad features of the officer's general performance 
and capabilities and the other relating to the techni
cal sphere of his activities. The latter part should be 
written by the Regional Assistant Director who can 
be expected to have acquired a sound knowledge of 
the working of the health organisation, in the field. 
The reviewing officer who should be the Director, 
should offer his comments on both the organisational 
and technical capabilities of the ·officer and incor-

• porate them in his review. 

10.25 The Committee has recommended the 
creation of several posts of specialists at the dis
trict hospitals and has also suggested that all 
the medical institutions at the district level other 
than the Primary Health Centres and dispensaries 
under the control of the Panchayats, should function 
under the sup~rvision of the Civil Surgeon. This 
would mean that certain general powers of superin
tendence and administrative control must be vested 
in the Civil Surgeon, as the District Medical Officer. 
In keeping with thii1, it would be proper to authorise 
him to initiate the annual confidential reports of all 
the medical officers of the Junior and Senior levds 
including the Superintendents of the other Class I 
hospitals in the district. As a prerequisite for the 
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success of this arrangement a convention should be 
established, of posting senior officers in the cadre on 
the posts of Civil Surgeons in the districts, as com
pared to the Superintendents of the other Class I 
hospitals. The reviewing authority for such reports 
should be the Director of Health Services in the case 
of the senior level officers and the Regional Assis
tant Director for those at the junior level. 

10.26 The stmctural changes proposed in the 
health services organisation and particularly its 
regionalisation would necessitate some broad changes 
in the scheme of reporting and reviewing of confi
dential reports. 

The Committee's broad recommendations in this 
behalf are tabulated below : 

Category 

Jrmior Level 

M.Os. in Hospitals 

M.Os. in the field health 
services and family plane 
ning services 

Insurance Medical Officers 
ESI 

Tutors of Medical 
Colleges r> 

Senior Level 

D.H.Os. 

D. F. ,P. M. Os 

Civil Surgeona 

Superintendents of 
Gr. I, Hospitals and 
Senior specialists 

Regional Asst. Director 
H'Qrs. Asst. Directors 
Deputy Director 
Deans 
.Additional Directors 

Reporting Officer 

Head of the 
Institution 

D.H.O. 

Senior Medical 
Inspeetor 

Head of the 
Department 

D. D. 0. 

Regional A~sistant 
Director on tech-
nica.I matters 

Regional Asst. 
Director 

Civil ·Surgeon 

D. H. S. 

Reviewing 
Officer 

Regional 
Assistant 
Director 

-do-

-do-

Dean 

D. H. S. 

D. H. S. 

D. H. S. 

Secretary of 
the Health 

Department. 

In the set up of the Employees State Insurance 
Scheme, the officer reporting on the senior specialists, 
should be the head of the institution they are working 
in, and the review should be at the hands of the 
Deputy Director E.S.I. For the other senior level 
officers like Senior Medical Inspectors and Superin· 
tendents of the hospitals the reporting officer should 
be the Deputy Director and reviewing officer, the 
Director of Health Services. 



10.27 The worldng of technical officers will 
have to be viewed as the sum total of general admini
strative abilities and competence in the professiOnal 
sphere. This would be especially important when 
promotions to higher positions in the department, 
entailing substantial supervisory responsibility; have 
to be decided. It would therefore be correct to 
device a new formal for the confidential reports com-

pnsmg of two pllftS, one very similar in coverage and 
content to the form currently U1 use ana another, to 
supplement it, exchisively on the technical aspects qf 
the work of tlie officer reported upO!l. The reviewing 
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authority should review both the reports and enter his 
own observations on the form of the report. 

10.28 At the level of the Additional Directors, 
the Deputy Directors, Deans and the Joint Director 
of Administration the review of rei?orts must be made 
by the Secretary of the Health Department and in 
the case of the Direaor of Health Services the report· 
ing officer should be the Secretary of the Department 
and the reviewing officer, the Chief Secretary. In 
these instances the supplementary form for the assess· 
ment of the professional competance of the officers 
may be dispensed with 



1~. Nursing Services 

11.1 The nursing sevices in the hospitals of the 
State are distributed over various levels with the 
posts of staff nurses at the bottom and the superin
tendent of Nursing Services at the top. As mentioned 
elsewhere the Public Health section of the depart
ment and the E. S. I. organisation have their· .own 
nursing cadres with a Regional Nursing Supervisor 
at the head, on the Public Health Side · and the 
Nursing superintend~nt under the ESI scheme. Both in 
regard to their absolute numbers and in relation to 
the number of beds at the different hospitals, the 
existing strength of nursing personnel in the State 
appears to be generally less than adequate. While the 
minimum standard recommended by the Indian Nursing 
Council and the Central Council of Health is one 
nurse for every three hospitals beds in the teaching 
hospitals and one for every five beds in the non-teaching 
institutions tlie Committee learns that the prevalent 

ratio is I to 5 in the teaching hospitals and generally 
I to 7 i11 the other institutions. The number of Nursing 
Sisters is expected to conform to a ratio of 1 for 25 
beds at all the hospitals but this is not the case in 
most of the hospitals. The posts of Matrons and 
Assistant Matrons are also sanctioned in proportion to 

the number of beds. According to the information 
furnished by the Panchayats and Health Department 
the current operative ratio is · 1 to 100 beds for 
Assistant Matrons (Non-gazetted) 1 to 150 for 

Assistant Matrons (Gazetted). At the teaching hospitals 
and other hospitals having more than 500 heels posts 
of Gazetted Matrons (Class I) and gazetted Assistant 
Matrons are authorised at the rate of 1 for 500 heels. 

The following statement sets out the deployment of 
nursing staffs of different categories in selected teaching 
and non-teaching institutions in the State. (Table 11.1). 

TABLE 1I.I 

Sr ..... Na.me of the No. of Posts of 
No. :Institution Beds 

Sister Health Staff Tutor Warden P.R. .Matron 1rfutron Aast. Matron Aast. Night 
Grado Grade Matron Non- Matron Super Visitor Nurse Ng. 

I II Gaze- Gaze- Gaze- Tutor 
tted tted tted 

1 2 3 4 5 6 7 8 9 10 11 I2 13 I4 15 

1. Civil Hospital, 1339 1 4 2 63 4 286 8 1 2 
Ahmedabad. 

2. S.S.G. Hospital, 924 1 2 1 1 35 1 . 178 7 3 2 
Baroda. 

3. I. G. Hospital, 770 2 34 . 123 4 1 
Jamnagar. 

4. Civil Hospital, 530 I9 101 4 1 
Surat. 

5. Sir T. Hospital, 559 1 I7 94 3 1 
Bhavnli~Zar. 

6. Govt. Hospital, 467 1 I I 22 61 5 
Rnjkot. 

7. B.M.R. Hospital, 231 I 1 1 8 38 I 
Porbandar. 

s. Civil Hospital, 203 1 3 34 1 

Godhra. 
9. R. Z. Hospital, 150 1 I 2 I4 

Rnjkot. 
175 I 3 29 I 1 10. Civil Hospital, 

~Ichsano.. 

11. S. S. Hospital, 102 1 3 13 1 
PeUnd. 

12. Referral Hospital, 50 10 
Dakor. 

13. S. L. W. 55 I I 9 I 
Hospital, 
Devgndbbnria. 

14. K. T. Children 90 4 14 
Hospital, Rajkot. 

15. }[ental Hospital, 317 I 4 I6 
Ahmedabad. 

16. Mental Hospital, 155 I 3 12 
Baroda. 
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11.2 The position disclosed by the tabulated 
statement is really disquieting. Considering that the 
norms referred to above have neither been fully 
adopted nor applied uniformly at all the hospitals 
the Committee feels that this situation requires to be 
remedied, soon, since the availability of qualified 
nursing personnel, in adequate numbers is one of the 
important pre-conditions of ·any scheme of improved 
patient care. However, the Committee is aware that 
substantial augmentation of the nursing cadres in the 
near future may not be feasible on account of the 
high costs involved. There may also be the problem 

lower nursing personneL The Committee is aware 
that the position could be aggravated further with 
the ingress of numbers to attain the recommended 
nurses to beds ratio. The need for a rationalisation 
of the structure of nursing services and the provision 
of additional avenues for promotion have both to be 
kept in view while formulating the future pattern of 
organisation. The categories and number of nursin~: 
personnel· in the hospitals are as follows :-

TABLE 11.2 

of finding the required number of qualified nurses 
within a short span of time. As an interim arrange- A. 
ment therefore, the Committee would suggest that the 
strength of nursing staff in the teaching hospitals of 

category 

Gazetted. 

(i) Matron Gr. I 

(ii) Matron Grade II 

No. of Posts 

5 
5 

7 
the State be raised to match the ratio of one for 
every three beds. At the district and other hospitals 
the nurses bed ratio should be progressively adjusted 
to approximate one to five. In the case of the smaller 
hospitals also efforts shall have to ·be made in a 
suitably staggered fashion to acllieve the same ratio in 
the not too distant future. 

11.3 Even apart from the need for attaining 
the minimum norms laid down by the Indian Nursing 
Council, urgent attention has to be given to the pro
vision of nursing staff in areas other than the indoor 
wards. The Committee understands that there is no 

. uniform practice in vogue in this regard and varia· 
tions from orie· hospital to another do . exist. The 
reauirement of- trained . nurses at the · operation 
theatres,· the intensive care units, bums wards, 
psychiatric wards and ·speciality outpatient depart
ments shall have to be standardised so ·as. to facili
tate uniform application aU over the State. Simi
Jarly,' the pattern of staffing at the special hospitals 
·should be laid down with referen~ to the. specific 
needs of such institutions. 

11.4 Another teature of the organisation of 
nursing services that attracted the Committee's atten
tion was the multiplicity of designations in the higher 
nursing services. Assistant Matrons, Matrons Grade 
II, and posts bearing the same designations in the non
gazetted ranks, are all fitted into the existing heirar
chical structure without any semblance of rationality. 
While the Committee would normally have been 
reluctant to recommend any detailed reorganisation 
of nursing services including the distribution of posts 
at various levels, it has been felt that the situation as 
exists today, requires to be set right, if proper incen
tives are to be made available to the nursing staff. 

11.5 The Superintendent of Nursing Services 
also invited the attention of the Committee to the res
tricted opportunities of promotion available to the 

(iii) Asst. Matron Gr. II 

B. Non-Gazetted. 

(i) Matron 
(ii) Asst. Matron 

(iii) Tutors 
(iv) Public Health 
(v) Wardens 

(vi) Health Visitor 
(vii) Sisters 

(viii) Staff Nurses 

Nurse 

28 
7 

45 
g 

10 

5 
317 

1519 

The nursing staff under tile J::SI and the ·Public 
Health section of tile department are not shoWn as a 
part of this heirarchy. 

Next above 'the posts of staff nurses,· shoUICI tle 
the ca&e of Sisters. At the next . higher level should 

·be the cadi-e of 'Assistant· Matrons; comprisil}g ;posts 
of Junior ·Matrons at hospitals with 50 beds -or- less. 
Departmental · Supetvisors . at the District Hospitals 
·and. other ·hospitals with more than 200 · PeQS, the 
Night supervisors !It the hospitals of tbe-,.-same , cate
gory and Head nurses in charge of wards at the 
teaching hospitals. Further up there should be two 
grades of matrons, (a) matron for hospitals with more 
than SO but less than 200 beds, and (b) senior matrons 
for hospitals with 200 and more beds. At the teach
ing hospitals the· nursing personnel should be placed, 
urider the overall control of a Chief Matron assisted 
by a Senior Matron and two Matrons. Special hos· 
pitals like the child•en's hospital, the mental hospi· 
tal, Ophthalmic hospital and the T. B. hospital should 
have posts of Senior Matrons in charge, if the bed 
strength is 100 or more. In addition, the senior 
teaching staff of the Nursing College should be of the 
status of Chief Matrons. The posts of Assistant Direc
tors of Nursing Services should be declared to be 
promotion posts for Chief Matrons. As recom· 
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mended by the Committee elsewhere there should be 
four posts of Assistant Directors respectively in 
charge of the Hospital wing, the Community health 
wing, the ESI wing and Nursing education. The 
Principal of the Nursing college should be the ex
officio Assistant Director of Nursing Education. 

11.6 The Committee would also like to make 
the following recommendations relating to the nur· 
sing services in the State :-

(i) Posts of· Junior Matrons should be. sanc
tioned for all .hospitals with 50 beds or less. In 
the hospitals with bed strength above 50 but 
below 200, should be posts of Matrons. 

(ii) Posts of departmental supervisors should 
be ~reated at all hospitals with 200 beds or more 
in the ratio of one for evezy hundred beds, in 
addition to the posts of Sisters. . At the tea~hing 
hospitals similar posts designated as Head 
Nllfses may be created on the same scale. The 
proportion ot the posts of sisters to beds should 
be one to twenty five. 

(/il) Posts of Night Supervisors are r\!R.ujred 
to . b.e. authorised for all hospi.tl\ls.. One. in. q15e 

the bed strengtl1 is 200 or more, out unaer 500 
and, .two, where the number of beds is in excess 
of 500. 

(iv) The requirements of extra nursing stllfi' 
for the speCiality .. O}>D, ,f?per!lti?l} .~geatres, 
paediatric department. :q~q paqicuJ.arly .. the . nllQ
nat:il unit. the blood bank. the. X.,Rav denart
nierit and the soecial wards. .should ' be . worked 
out separatelY •. leeoinl! in ,view the .. limited Iele
vance 01 l!Cneralised stalling nOrms in these 
Situations. 
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(v) Sanction of special allowances to the 
nursing staff at the operation theatres and the 
ward sisters in charge of . paediatric, psychiatric 
and T. B. Wards should be considered. The 
nursing staff posted at m<!ntal hospitals or T.B. 
or leprosy hospitals may be sanctioned a similar 
allowance. 

(yi) In order tv equip th~ lower nursing staff 
with adeauate JmowleOI!e ot modern trenn~ in 

nursinl! and train them for shoulderin" hi:,.h"r 
responsmmues 11 :won~ a be aesirable,. to make it 
oo11gatory tor stalL nurses to under2o a brief 
course on ward administration. on promotion rts 

wara s1sters and , nass a denartment~ l fi><t 

failing which , the right to continue on the hiiZher 
post snout a oe torte1tea. . :snuilactv , on nromo
tioo to, tne posts ot Assistant Matrons wards 
sisrer sn<"ua oe put tnrougn a course on .hospi
tal admirustratinn and allied subjects. 

(vii) "The current trend in health care svs
tems is to adopt the health team approadJ. 
TillS mvoJves a change m the role of. the. mtr§e 
from the traditional .one of assistant to the 
fhy~iciiili, to that of. partner uL the plal)lljl!g, 
ffi!pieffie.)ltatlon and evaluation of . health, prQ• 
gral}liileS. In ieepihg with this Con.cept an<Lin .. ,.. - . . (' 

order to ensure the systematic and rational.,prc:· 
paratioii. of ii comPrehimsive. plan for •. nllf~ing 
~thin the context of the national health, ,pla,n,Jt 
is esse~ilat for greater attention to be given ''0 
ttre tr~}mng cif inlrsing leadei:s . who, in coo~r~
timl wi.tli lead!!rs from either health . discipli!l~ 
can re-examine imd redefine role.s, idt.ntify 
unmet nursmg neeas, Siirvey resources avaUab,\e 
to meet them and establish realistic arid attain
able goals." 



12 PARA-MEDICAL SERVICES 

12.1 While examining the structure of Para
Medical services in the hospital sector, the Committee 
came across a bewildering variety of posts carrying 
different designations and pay scales and it was evident 
that the creation of these posts and their distribution 
over the various medical institutions has not conformed 
to any logical pattern. To illustrate, there are six 
different categories of para-medical personnel in the 
sphere of X-Ray, termed variously as Radiographers, 
Radi-ologist, X -Ray technicians, X -Ray operators, 
Radio-theraphy technicians and· X-Ray assistants:· To 
make matters more confusing, there are different salary 
grades for posts carrying the same designations. The 
same is the case wtih pharmacists and laboratory tech
nicians as well. It needs no emphasis that a standardi
zation of categories of para-medical personnel and 
their salary grades must be undertaken soon, in order 
to ensure that there is the necessary uniformity in 
staffing and a heirarchical placement of personnel. 

A broad idea of the different categories of para
medical staff sanctioned at the different teaching hos
pitals can be had from the table below:-

TABLE 12.1 

Name of the post 

I 

Gazetted 

Jr. Scientific Officer 

Sr. Scientific Officer 

Pharmacist 

Chemist 

~hysicist 

Med. Record Officer · 

Bio-chemist 

Radiographer 

Sr. Cate.~ory of 
No. Paramedical Staff 

1 2 
!. Pharmacist 

·~ 2. .Jr. Ph1.rm1.<l:ist 

3. Compoun~er J 

H-867-2I 

C.H. SS G.H. C.H. Irwin 
A'bnd Baroda Sura.t Hos. 

2 3 4 

-----
Rir.T. Civil 
Hospial, Hospital, 
Bhav- Raiket 
naga,- Bods 
Beds 467 

559 
3 4 

II 8 

3 9 

Jam-
nagar 

5 

Civil 
Ho~pital, 
Junagadh 
Beds 

384 

5 

7 

I2 

81 

I 

Non-gaz.etted 

Dietician 

X-Ray Technician 

Lab. Technician 

X-Ray Asst. 

Lab. Asst. 
Sr. Pharmacist 
Pharmacist 

Compounders 

Orthoptist 

Optometrist 

Contact Lens Technician 

Jr. Kidnoy Tech. 

Electric Tech. 

Sr. Physiotherapist 

Jr. Physiotherapist 

Qccupa.t.ional Th~rapiBt 

Pharmacologist 

.Jr. Scientific Asst. 

Photographer 

PilL\.• & Ortho. Tech. 

Dental Hygienist 

Dental Mechanic 

Dental Technician 

X~Ray Operator 

Masseuer 

2 

I 

9 

24 

3 

29 
2 

12: 

5 

1 

I 

I 

3 

4 

4 

I. 

3 

I 

7 

I 

•.• 

3 

I 

3 

3 

I 

I3 
I 

II 

4 

.. 

. ' 
li 

2 

l 

I 

I 

I 

I 

1 

4 2 

4 2 

I 2 

3 5 
-

6 14 

3 I 

I 

I 

I 

1 

In the case of the non-teaching institutions the 
posts sanctioned are mainly of compounders, X-Ray 
technicians and laboratory technicians. The following 
table illustrates the position in hospitals of different 
bed-strengths. (Table 12.2 ) 
I2.2 

No. of sanctione-d posts 

Civil Civil Civil Referral Go-rt. Govt. 
H1"p:tnl, Hospital Hospital Hspital. Hospitn.l Disp., 
Limbdi Mehc;;ana Dangs \Vnnkaner Dhoraji Upleta 
Beds Beds Beds Beds Reds Beds 
212 175 94 5I) 33 8 

6 7 8 9 IO II 

5 2 2 ~· - -
6 2 2 4 4 2 



1 2 3 4 5 

4.' X-Ray Technician 3 1 1 

5. X-Ray Assistant 1 1 

6. X-Ray Operator 1 1 

7, Lab. Technician 4 4 2 

s. Lab. .Assistant 3 5 1 

9. Masseurs 1 I 1 

10. Arsistant .llasseures .. I • • 
11: · Dental· .Mechanic- .. I 1 

In response to the Committee's request tile 
Panchayats and R~alth department furnished infor
mation on the yardsticks adopted for sanctioning 
the posts of para-medical personnel. It appears that 
no norms have been fixed for the two important 
categories of X-Ray and laboratory technicians. In 
the case of compounders the standard laid down is 
I post for every 120 patients. The strength of 
laboratory servants is fixed on the basis of one post 
for 150 patients. Ward servants including Ayahs are 
to be provided on the basis of one for 5 beds. 

As cari be seen from the two pregoing tables, 
the availability of para-medical staffs is well below 
the .gener<!l. requireme~!· Even major district 
hospitals and two ot the teaching hospitals do not 
have posts of Dieticians. The same is true qf Physio
therapists and Occupational Therapists. The complaint 
of many of the Civil Surgeons was that the existing 
staff is inadequate in th_e face of the steadily mounting 
work load at the district hospitals. The situation in 
the teaching hospitals also needs to be improved by 
augmenting the present strength and sanctioning new 
categories of posts as may be necessary. 

12.2 The Study Group on Hospitals has in its 
report recommended a standard staffing pattern for 
hospitals of different bed-strengths on an all India 
basis. The Committee has elsewhere recommended 
the pattern of staffing in relation to the number of 
beds at the hospitals based on the requirements of 
the State and specially with reference to the present 
level of staffing. In the case of para-medical personnel, 
the Committee has closely followed tbe pattern 
suggested by· the Jain C2ommittee both in regard to 
the nomenclature and the number of posts appropriate 
to hospitals of different sizes, with the addition of 
the posts of physiotherapists and occupational thera
pists wherever considered necessary. The creation of 
a post of Dietician in all hospitals with a bed strength 
of 500 or more is also considered essential. 
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12.3 It is likely that a considerable stepping up 
of the induction of qualified staff of the appropriate 
categories may become necessary, in consequence of 
the revised staffing pattern outlined by the Conunittee. 
The Committee would strongly recommend tliat a 
phased programme of implementation of these norms 
may be worked out immediately and set in motion 
without any loss of time. This would also entail a 
well chalked out programme of pre-service aPd in
service training on a large scale. Standard courses for 
the training of different categories of para-medical 
personnel are already available in the country and 
organising the necessary training programmes within 
the State with the resources available at the medical 
colleges should not therefore pose any major proble'll. 
Besides catering to the requirements of the Govern
ment . medical institutions, these training programmes 
would also provide trained manpower to the non
governmental medical institutions within the State. 
The requirements of the public health side where a 
large number of para-medical posts have been 
sanctioned under the different national health pro
grammes would also have to be kept in view. The 
expanding frontiers of the E.S.I. organisation within 
the State would also generate demands for trained 
personnel of these categories, thus necessitating a 
well organised training schedule to bridge the gap 
between the growing demand and the supply of trained 
para-medical workers. 

12.4 Building ·a large corps of para-medical 
workers would also make it necessary for the Govern
ment to think in terms of improving the career 
prospects of the recrnits. Most of them have no 
opportunities for promotion "lind with the addition of 
numbers consequent to the adoption of the staffing 
norms recommended by the Conunittee, the problem 
would- become even more serious. The fact that such 
personnel are divided into distinct groups under the 
health, medical and ESI wings need not dater the 
Government from attempting to provide minimal 



incentives in the form of advancement to higher 
grades. The Committee noted that the State Pay 
Commission has recommended the creation of a 
selection grade, covering 20% of the posts of the 
Sanitary Inspectors · group, as also the cadre of the 
Malaria Surveillance inspectors. The position of the 
para-medical staff of the hospitals and the PHCs is 
no better and there is thus full justification for giving 
them a similar benefit. The Committee would there
fore strongly recommend appropriate selection grades 
for atleast 10% of each category of para-medical 
workers. It is possible that some of the personnel 
already in position may not fulfil the standard 
qualifications prescribed for the posts which they 
hold. In their cases, it would be necessary to organise 
refresher courses and in-service training courses to 
ensure that they measure up to the expected standards. 

12.5 Before leaving this subject, the Committee 
would also like to recommend that a departmental 
Committee may be set up by the State Government 
to rationalise the existing structure of para-medical 
services both in relation to the distribution of . posts 
over several, grades and also· their spatial distribution, 
so as to bring about the much needed rationalisation 
of the cadre structure. 

12.6 Non-medical Staff.-The maintenance and 
operation of several facilities at the hospitals, necessi
tate the deployment of a large contingent of non
medical staff. While it may be possible to regulate 
the strength of .these categories of staff with reference 
to the indoor admissions in some cases e.g. cooks, 
ward-boys, nursing orderlies and ayahs and barbers, 
there are many others that cannot be so controlled. 
Posts of carpenters, plumbers, blacksmiths, electricians 
and mechanics shall have to be created in relation to 
the general needs of various institutions. The Jain 
Committee has included some of these posts in the 
model staffing pattern recommended for hospitals of 
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different sizes and these could be taken as generally 
adequate. Since the Committee has already recom
mended an internal engineering organisation in the 
Directorate of Health Service, the requirements of 
operating and maintenance staff could be precisely 
worked out and general guidelines determined. 

12.7 Lay administration.-The major problem 
that confronts the large numbers of non-medical per· 
sonnel who man ministerial posts under the health 
Directorate is that of very limited opportunities of 
promotion to the officer level posts. The Committee 
has pointed out elsewhere that an attempt to provide 
avenues of advancement to these categories of staff to 
the top non-medical posts, is conditioned by the nr.ed 
for introducing officers with management skills on such 
positions. In that context the Committee has sugge~ted 
that the posts of Chief Superintendent of Stores and 
Chief Administrative Officer to the Director. should be 
among the highest pr01:notion posts to which the minis
terial staff could be elevated. At the intermediate 
levels the Committee feels that a· rationalisation of tl)e 
heirarchical structure of the lay administration should 
be attempted, to bring about broad parity in status and 
emoluments at comparable levels of responsibility. 
Accordingly, the Committee recommends that at the 
Gazetted levels, there should be two groups of posts. 
the lower (Class m group comprising the Personal 
Assistants to the Civil Surgeons, Deans, the Director 
of Health Services and the Administrative Officers 
attached to the District Health Officers. These posts 
should be designated as of Junior Administrative 
Officers. The posts of Administrative Officers 
under the Regional Assistant Directors shc>uld 
also be included in this group. At the Class I level 
should be, promotion posts of Senior Administrative 
Officers at the Directorate. one each under the Deputy 
Director of Community Health Services, Family Plan
ning, ESI, Medical Education and Policy Planning and 
Evaluation. 



13. OUT PATIENT DEPARTMENT 

13.1. The working of the out-patients department 
is ·at once the index of the quality and efficiency of the 
working of a hospital. It is here that a patient steps 
in first and forms an impression of the type of service 
he should expect to get in the hospital. BcsJdP-S, the 
value of an efficient out-patient department in treating 
minor illnesses and avoiding unnecessary admissions to 
the hospital wards, is really enormous. It is. the-refore, 
essential that the OPD should have adequate facilities 
far the reception and treatment of patients. 

During the visits to the various hospitals the 
Committe found that almost all the out-patient depart
ments, particularly at the teaching hospitals, face the 
problem of overcrowing of patients. The existing 
arrangements appear to be inadequate to cope with the 
rush of patients and the facilities available at the OPD 
and the services offered, are in need of substantial 
improvement. 

13.2. The procedures relating to the admmistermg 
· of patient care commence from the moment a patient 
steps into the portals of the hospitals. The reception 
counter at the OPD will be the first point of contact 
and has thus a pivotal role to play. It should be 
located at a prominent place and wihtin easy reach of 
the main entrance of the hospital and manned by 
specially trained staff. At the teaching hospitals and 
the major district hospitals, the reception counter 
should also function as an enquiry office round the 
clock. The recepticnist on duty should be able to 
guide the patients in making proper use of the services 
provided by the hospital. Movement within the OPD 
would also be considerably facilitated if a judicious 
use of charts, syrnbois and coloured cards is made, to 
direct the patients to the various sections. The services 

· of voluntary organisations could be gainfully enlisted to 
provide necessary assistance to the patients during the 
OPD hours, especially, (a) to guide the patients to the 
units according to th~ nature of their complaints; (b) to 
help the hospital staff in routine clerical duties like the 
filling of various forms (c) to nm the canteen services 
for the use of the out-patients. During the time of 
registration of patients it should be desirable also to 
have a medical officer or sister on duty, to direct 
patients to the appropriate place for post-registration 
examination and to handle expeditiously, cases requir
ing urgent attention. 

13.3. The system of allocating separate hOurs for 
seeing new and old patients also deserves to be adopted 
in order to reduce the congestion in the out-patient 
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departments. Overcrowding can also be minimised by 
establishing poly-clinics to be nm at two or three strate
gically located centres in the larger cities. These poly
clinics should have a small complement of core per
sonnel for general organisation. The services of local 
general practitioners of high standing can also be 
utilised for running these poly-clinics .. The success of 
such satellite OPDs would, however, depend on the 
support provided by the hospital in terms of staff, 
equipment and diagnostic and specialist services and 
above all, expert supervision. 

13.4. In order to eliminate the time lag in dispen
sing medicines in the out-patient department, it is 
necessary that the fast moving drugs are kept pre
packed for quic;;k dispensation. . As far as poss;ble 
pills I tables instead of stock mixture may be used. 

13.5. The OPDs are nm at present only during 
the morning hours. The Committee recommends that 
the 0 PD should be organised in the afternoons as well, 
at selected hospitals, particularly in the major towns. 
This would help relieve the overcrowding and also be 
convenient to some of the out-station patients and shift 
workers of industrial establishments. 

13.6. Each out-patients departments should have 
fully equipped X -ray and laboratory facilities. It should 
be the cons.tant endeavour of the hospital to investigate 
and treat as many patients as possible in the OPD in 
order that the hospital beds could be better utilised. 
It is a common experience at our hospitals to admit a 
large number . of patients merely for carrying out 
investigations. These investigations could conveniently 
be handled in the OPD and valuable bed-space in the 
wards, released for better. uses. ~imilarly, some patients 
have to be detained as inpatients for minor treatment 
or follow up. In such cases the principal problem is of 
providing suitable alternative accommodation for the 
out-station patients. A hospital · inn (Dharmashala) 
located close to the hospital and run by a vohmtary 
organisation would be- proper solution in such a con
text. Patients could also be encouraged to pursue such 
routine treatment at the Primary Health Centres or 
other dispensaries nearer their homes. 

13. 7. The Hospital as a part of the social organi
sation intended to meet the medico-social needs of the 
community. has been obliged to adjust itS facilities to 
the present requirements of the society. The most 
outstanding event bas been the new approach by which 
the hospital should n,, longer live in isolation but open 



its doors to the community and adjust its functions 
towards preventive and social medicines, in addition to 
its traditional restorative functions. The first report 
of the expert Committee of the WHO on Organisation 
of Medical Care, lists the following functions of a hos
pital to serve preventive health needs: 

(a) Supervision of normal pregnancy and 
child-birth. 

(b) SupervisiOn of normal growth and develop· 
ment of child adolescent. 

(c) Control of communicable diseases. 

(d) Prevention of prolonged illness. 

(e) Prevention of invalidism, mental and physi
cal. 

(f) -Health education. 

(g) Occupational health. 

13.9. School H ea/th Clinics.-As the logical con· 
tinuation of the above mentioned clinics, the school 
health clinics become a useful device in an out-patient 
department of a general hospital and a worthwhile con· 
tribution towards the public health services in the 
community. 

13.10. Control of Communicable Diseases.-It is 
to the hospital wards and sometimes the outpatient 
department that the great majority of cases of com· 
municable diseases go in the first instance. It will be 
of great benefit to the public health organisation if an 
easy reporting system is organised linking the out· 
patients department of the hospital with the public 
health agency, in such a way that any case of com
municable disease diagnosised either in the outpatient 
department or in the wards would be reported promptly 
to the public health authority. 

13.11. Tuberculosis Case Finding.-Early diag-
The Committee envisaged that the out-patient nosis of tuberculosis is one of the most important 

department should become the medium for the promo- _ factors for its proper and successful treatment. It is 
tion of health and prevention of disease through ante- in the outpatient department of the general hospital 
natal and post-natal clinics, industrial health and school that such au opportunity is best encountered and it 
health services. It should form the link between tl]_e would be possible for any outpatient department to 
hospital wards, the organised local health services and undertake examination of different groups of the 
the community and become the meeting place where population to detect tuberculosis and so contribute to 
cooperation between the clinician and the health officer the control of the disease by the health authorities. The 
develops for the benef\t of the individual. sections of the population most likely to be thus covered 

· are (l) hospital admissions for other causes, (2) medical 
13.8. Well Bab) Clinics and Obstetric Consul- nursing and other students, (3) hospital personnel. 

tants.-Paediatriciaus have long since realised that the (4) industrial workers, and (5) school children. 
best way to keep children in good health is to under
take a periodical examination and take advantage of 
these opportunities to educate the mothers in health 
and nutrition. It is a well accepted principle of mater
nal and child health organisation that following the 
delivery in a maternity ward, where certain immunisa
tions can be given to the new-born, medical supervision 
of the child should be continued at intervals varying 
from two 'Yeeks to two months until the end of the 
second year of life. 

In any general hospital therefore, carrying a well 
organised paediatric department and also possibly a 
maternity wards, the co~terpart of these in-patient 
services should be organised in the outpatient depart
ments, in the form of clinics for the supervision of 
pregnancy and the control of the health of children. 
Additionally, inoculations should be given at the proper 
time to prevent the most common communicable dis
eases of the child. A paediatrician should be in charge 
and ultimately be responsible for the supervision and 
control of the diseases of children. It is obvious that 
such a service would be really effective towards the 
health care of the child. 
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Out of the examination of these groups a certaiu 
number of active cases are likely to be discovered and 
in an epidemiological sequence the next step should be' 
to undertake the examination of their contacts. It may 
happen that amongst the contacts there are children who 
are non-reactors to tuberculin tests. In such cases. the 
nurses of the outpatient department may well practise 
their tuberculin test, read the results and eventually give 
the BCG vaccination if so indicated. 

13.12. Detection of Chronic Diseases.-Like in 
the case of tuberculosis. the success of the treatment 
of chronic disease,s depends in many cases on early 
diagnosis. Therefore, the early detection of such cases 
becomes of importance. The medical machinery of the 
outpatient department of a hospital can assist in further
ing an organised campaign against chronic diseases. 

13.13. Psychiatric Disorders.-A great deal of the 
work of early detection and treatment of psychiatric 
cases can be done in the hospital outpatient department 
in a much easier way than in specialised mental health 
clinics where patients are reluctant to go. It is a well 



known fact that the early treatment of psychopathic 
cases may in many instances prevent the development 
of more serious psychiatric illnesses. 

13.14. Health Education of the Public.-Tills is 
possibly the field in which the hospital's outpatient 
department can make the best contribution to public 
health services. There are plenty of opportunities to 
develop a health education programme at a time when 
the patient and his family are especially conscious and 
are receptive· to the implications of health and disease .. 

Even in the best organised outpatient department 
and despite the most efficient system of appointments, 
delays in medical consultations very often occur and 
patients have to sit in a waiting room sometimes for 
a few hours before they can see the doctor. This time 
can be easily used for health education purposes either 
by nurses or a social worker who picks up a conversa
tion with the patient and eventually develops some kind 
of a programme of instruction on health topics, or by 
means of specialised demonstrations with the help of 
visual aids or films. 

13.15. Nutrition and Dietetics.-Dieticians in the 
hospital wards can be spared to work under a _rotating 
system in the out-patient dpeartments, to teach patients 
nutrition habits and dietetic methods and eventually 

give a list of menus in accordance with any special 
diets indicated by the doctor to an individual patient. 
Such system might be especially useful for the control 
of nutritional diseases and diseases like diabetes. 

13.16. Rehabilitation Services.-The rehabilitation 
of a patient should start as soon as possible in the 
hospital wards but it would be illogical to keep a 
patient for a longer time only with a view to applying 
rehabilitation measures. This is a work that can be 
easily done in the outpatient department and in some 
cases can even· be applied to the ambulatory patient 
thus avoiding hospitalisation. The adjustment of chro
nic patients or cripples to their new physical conditions 
both from the mental and physical points of veiw, is of 
the greatest importance in re-establishing the working 
capacity of many patients as well as encouraging them 
into normal liuman relations wtihin the family and the 
society. 

13.17. Teaching of Preventive and Social Medi
cine.-The use of the outpatient department and domi
ciallary medical care services for teaching purposes, 
means a complete shifting of emphasis from the bed
ridden patient in a hospital ward, with the laboratory 
and X-ray facilities next door, to much more realistic 
conditions of work with the patient in his own perma
nent environment. 
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14. LABORATORY AND RADIOLOGICAL 
SERVICES. 

14.1 The Committee noted that there was a consi
derable backlog of radiological work both in the 
jfiagnostic and theraputic departments particularly in 
the larger hospitals. This was largely due to the inade
quacy of X-Ray equipment and trained tecimicians. 
According to the information made available in the 
Committee 94 out of 131 government hospitals have 
X-Ray equipment. Presumably, all the hospitals with 
50 beds or more ·have been provided with X-Ray 
machines. However, at a number of places the Com
mittee learnt that the equipment on hand was not in 
use for want of repairs. At a few hospitals the exist
ing equipments had for long been due for replacement, 
but were still being pressed into service. Also, no 
attempt appears to have been made to standardise the 
supply of X-Ray units in relation to the bed-strength 
or the specific needs of the hospitals, with the result 
that hospitals of comparable bed strength and work 
load, have completely divergent scales of equipment. 
The creation of the posts of X-ray technicians and other 
support staff does not also appear to be based on any 
uniform yardstick. 

14.2 The Study Group on Hospitals has recom
mended that the regional hospitals (Teaching hospitals) 
should have four X-Ray plants one of 300 to 400 M.A., 
the second of 100 M.A., the third a portable plant of 
\15-50 M.A.. and the fourth, a dental X -Ray plant. 
Besides, they should have plants or machines for dia
thermy and lamps for ultraviolet and infrared therapy. 
In the district hospitals with 200 or mor!l beds, there 
should be one 200 M.A., one 100 M.A., one 35-50 M.A., 

' portable set and one for the dental care unit. :rhe taluka 
hospitals should have one X-Ray plant of 50 M.A. 11t.;, 
Committee agrees that this may be adopted as the uni
form standard for sanctioning new X-Ray equipment 
for the various hospitals or for the replacement of 
existing plants. 

The Committee has already indicated the pattern of 
staffing of the X -Ray departments of hospitals of diffe
rent sizes. The needs of teaching hospitals will, how
ever, have to be separately assessed and corresponding 
augmentation of staff authorised. 

14.3 Laboratory Services.-A good health care 
programme at any level needs to be supported by a 
reliable investigative services. The standard of the 
laboratory service virtually determines the quality of 
patient care dispensed by a hospital. In a teaching 
hospital the departments of pathology, microbiology and 

biochemistry should be directly involved in the organi
sation and the provision of such services: The hospital 
service programme should have the same emphasis in 
the work of these departments, as in any clinical depart
ment. These departmental laboratories should also 
function as referral laboratories. 

Two central clinical laboratories should be estab
lished in every teaching hospital-one for the inpatients 
and the other for the outpatients department, each one 
competent to carry out routine laboratory tests in clini
cal pathology, haematology, microbiology and bio
chemistry. These should be headed by trained patho
logists supported by qualified technical staff. The in
patient laboratory should provide pathology service 
round the clock. It would be desirable to have a special 
post of Resident Pathologist to be on duty at night, and 
he could be rotated with the day-staff. 

Each ward should have 6. clinical side-room (ward 
laboratory) where the house staff and the students could 
carry out investigations on their cases. Each side room 
should be manned by a trained technician. and should 
have direct links with the central inpatient laboratory 
for maintenance., 

The entire sphere of laboratory services of the 
hospital should be under the Professor of Pathology. 
Besides supervising their functioning, he ·should also 
periodically evaluate the standard of performance. T~e 
four medical colleges of the state should have their 
departments of pathology designated as Zonal Referral 
Laboratories to which the district hospitals could tum 
for reference and investigations specially, in histo
pathology and cytology, and some sophisticated tests. 
These laboratories should also supply the necessary 
reagents and organise the training of technicians. 

14.4 Each district hospital should have a labora
tory equipped to perform routine pathological b~ctero
logical and biochemical investigations. These labora
tories should be preferably manned by a trained 
pathologist and trained technicians. The taluka level 
hospital should have a clinical side room manned by a 
technician trained in laboratory technology, who should 
be able to carry out routine clinical test~. The ~~u~a 
hospital laboratory should be linked wtth the d1stnct 
hospitals laboratory where more detailed investigation 
could be carried out. The Committee understands that 
out of 131 government hospitals 96 have laboratory 
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facilities. The creation of minimal laboratory facilities eradication work could be deployed at the PHC to 
at the remaining hospitals needs to be attended to attend to the work of the laboratory. 
urgently. 

14.5 Each P.H.C. should also have a clinical side 14.6 The maintenance of laboratory equipment 
room where a trained technicians should be able to and arrangements for repairs and replacements should 
perform routine tests, like stool, blood and urine. This be taken care of on priority. The Committee under· 
should also be linked to the district hospital laboratory stands that adequate facilities for training laboratory 
for advanced tests. The staff sanctioned for the malaria technicians are available in the State. 

88 



15. ACCIDENT AND EMERGENCY SERVICES. 

15.1. The types of emergency that a hospital has 
generally to cater to are-

(a) Accidents, 

(b) Emergencies of illnesses, the common types 
being cardio vascular diseases, acute respiratory 
diseases, coma and surgical emergencies, 

(c) Obstetrical emergencies-Emergencies on a 
large scale that may occur unexpectedly have to 
be dealt with on a different footing. 

15.2. The types of . emergency services and their 
organisation should be related mainly to the size and 
population of the town, the nature of hospital facilities 
available and the extent to which specialist services are 
developed at the various institutions. The broad fea
tures of the organisation of emergency services are 
however common for all hospitals though for a city 
of the size of Ahmedabad, special arrangements shall 
have to be thought of, to make emergency services 
operationally efficient and effective. In view of the net
work of hospitals in the city, run by the Government 
on the one hand and the Munkipal Corporation on the 
other, there would be a natural tendency to organise 
multiple independent emergency services, under each 
one of these hospitals.· The Committee feels that orga
nising a central emergency service would serve the 
requirements of the city better since it has the following 
obvious advantages; 

(i) Wtih a minimum of outlay on ambulance 
services, which will be busy during most of the 
hours of the day and night, maximum utilisation 
may be had. 

(ii) This will substantially reduce, emergency 
transport and personnel being idle over some 
periods and overworked at the other times, w~ich 
would be the case if their activity is only confined 
to a small geographic area around a hospital. 

(iii) It is not an uncommon experience for a 
serlously ill patient, to be refused admission due 
to the non availability of. beds and having to be 
transferred to other hospital. This could be avoided, 
if a hospital where beds are available, is known 
to a central agency and the emergency staff could 
be informed and alerted to receive the emergency 
case. 
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(iv) All the hospitals are not well developed 
for handling all types of emergencies. It should be 
possible with a central emergency organisation to 
direct such emergencies to centres where adequate 
facilities for specialised treatment of such illnesses 
exist so that the best possible attention is given 
to the patient. 

15.3. The successful implementation of the scheme 
would ent;~il the following organisational arrange
ments; 

(i) There should be Central Control room, 
manne!il round the clock and easily accessible by 
road and telephone. The control room should be 
posted with upto the minute information on the 
number of beds available to take casualities and 
emergencies at the different hospitals. 

(ii) The officer in charge· of the control room 
should .have the authortiy to direct a hospital to 
take casualities and make special arrangements, 
should need arise; 

(iii) The control room should have a few 
ambulances available with doctors and nurses, so 
that they can be· rushed to any area to collect a 
patient and with instructions as to which hospital 
the patient should be taken; 

(iv) The officer in charge of the control room 
sqould be in close contact with the police and fire 
fighting services, so that in case of large scale 
emergencies. ail the hospitals may be 1lertecl to 
gear themselves up for handling them; 

(v) All the ambulance vans should have a 
trained male nurse, each and at least a third of the 
total number should have a doctor in addition. 
The ambulances should have facilities for injec
tions. administration of oxygen and other proce
du.res of immediate care; 

(vi) In the event of an emergency any person 
should be able to establish contact with the control 
room either directly or through a police station or 
the fire service station. The control room should 
be able to make arrangements for: 

(a) Attention of the sick or injured on the 
spot, 

(b) Immediate resuscitative measures during 
transport, 



(c) Transporting to a suitable casuality station, 
that would have been alerted early. 

15.4. The casualty station of each hospital should 
be prominently placed, well lit with suitable boards and 
coloured lights. There should be Iiehted direction 
finders to the casualty centre from all entrances of the 
hospital. It should be possible to drive in vehicles and 
unload them comportably even in the inclement wea
ther. There should be a comfortable waiting hall for 
anxious relatives and friends. 

15.5 A properly organised casualty department 
should have the following arrangements: 

(i) Sufficient number of trolleys and chairs to 
move patients from the vehicles to the examination 

unload them comfortably even in the inclement weather. 
to the hospital wards or operation theatres; 

(ii) Suitable staff and sufficient medical and 
para medical perscnnel who will be available in 
the casualty department. All X-ray, pathology, 
blood transfussion etc. personnel should ·be avail
able to the casualty department; 

(iii) An observation ward with adequate nursing 
and other personnel; 

(iv) All material required for simple diagnosis 
and resuscitation should be on hand; 

(v) The casualty department should be con
nected by telephone to the various areas of the 
hospital e.g. operation theatres, pathology and 
microbiology departments, X -ray department and 
the specialists' rooms; 

(vi) A satisfactory record service and following 
of rules and regulations meticulously. Due atten
tion to medicolegal formalities, should be given; 

(vii) Adequate arrangements should be made 
for the reception and disposal of patients either 
brought in dead or dying soon after. In cases of 
death within 24 hours of being brought in. autopsy 
should be made obligatory. 

15. 7. Once the patient has been brought to the 
hospital, the available facilities including the services 
of the laboratory. the radiology department or of any 
specialist present, should be mobilised and used to the 
best possible ex•ent. Where an emergency cannot be 
handled satisfactorily, after first aid and resuscitation 
measures have been given, the patient should be shifted 
to a nearby well equipped hosptial either by ambulance 
if one is available, or by police vans which are often 
present in a medium sized tmm. 

15.8. lt is aiso worthwhile to consider th~ possi
bility of equipping a mobile emergency van fully 
equipped bqth with diagnostic equipment and trained 
personnel and stationed in a large hospital, that can be 
called upon and render high class diagnostic and profes
sional service at the request of a medium sized hospital. 
The efficiency of moving personnel and equipment to 
the patient rather than bringing him to a large hospital 
has much to be commended. 

15.9. Disaster P/an.-Emergencies occuring on a 
large scale are capable of throwing the hospital appa
ratus entirely out of gear unless the hospital administra
tion has been conditioned to adapt itself to such situa
tions and act according to a predetermined schedule of 
working. This implies a Disaster-Plan being prepared 
and rehearsed so as to invoke instant response in the 
face of mounting. tensions. 

15.10. The types of disaster that a hospital may 
be called upon to face can either be internal or external. 
Hospital fires, explosions or any large scale break-down 
of facilities threaten the hosptial, its personnel and 
patients by creating an internal crisis. On the contrary, 
external disasters in the hospital areas like floods, major 
fires, mass food poisonings, earthquakes and the like, 
impose severe strains on the resources of the hospital. 
External aggression or large scale riots pose special 
problems and require more detailed plans of action. 

15.11. Primarily, the diaster plan of a hospital 
should be fitted into and coordinated with the city ::nd 
the State Plans. A clear demarcation of responsibili
ties and dissenmination of information on the details of 
the plan. to the concerned staffs, are vital to the success-

15.6 The organisation of an emergency service in 
a small town has to be mostly intramural. As and 
when emergencies arrive in the hospital either from the 
town or from the surrounding villages, the hospital 
must be in a position to receive the emergency case and 
give the best medical care that is possible. Where .I here 
is very limited staff, it may not be possible to keep 
trained personnel round the clock on duty at the emer
gency station. The situation however can be retrieved 
by having all the essential staff living within the campus 
of the hospital, so that they are availa~le at short 
notice. 

. ful implementation of .the plan. The committee feels 
that all the teaching hospitals and district hospitals must 
prepare their own disaster plans along uniform guide
lines issued by the Directorate of Health Services on 
consultatioh with the Police, Fire and Civil Defence 
authorities of the State. 
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15.12. The key features of a 'Disaster Plan' are 
outlined below: 



(i) Organisation.-The Chief Executive of the 
hospital should be the principal coordinator of the 
plan. All medical and para medical staff will be 
in charge of their respective departments. Plans 
should be made to expand essential facilities to 
-adjunct areas. 

(ii) Receiving centre.-Arrangements should be 
devised for receiving a large number of patients, 
identify them, evaluate treatment needs and move 
them to the concerned sections of the hospital. 

(iii) Bed spaces.-A plan should be drawn for 
the substantial augmentation of beds and their 
location. Shifting of in patients to other hospitals 
near al:lOut, may also be necessary. 

(iv) Morgue.-Expansion·of the morgue to take 
~e of a large number of the dead will have to be 
provided for. 

(v) Communications.-Notifications of person
nel, should be accomplished with the minimum loss 
of time. Alternative channels of communication 
shall also have to be improvised. 
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(vi) Transport.-Augmentation of the ambu
lance fleet and equipping mobile first aid and 
medical relief teams for deployment in the disaster 
area, should be organised. 

(vii) Assignment of personne/.-All medical 
personnel should be given standing assignments for 
specific jobs. Substantial reserves would also have 
to be maintained. 

(viii) Supplies.-Building up stand by reserves 
of essential medical and non medical supplies and 
determination of the sources of extra supplies, in 
case of need, are crucial to the entire operations. 
Arrangements for the uninterrupted flow of peri
shable supplies must also be made. 

(ix) lnjormation.-A control room-cum-infor
mation room should be planned to be run around 
the clock. 

(x) Dri/1.-Practice runs of the 'Disaster Plan· 
are necessary from time to time to ensure its smooth 
operation 



16. ANCILLARY SERVICES. 

16.1 All the hospitals require the assistance of a The table below (Table 16.1) depicts the availability 
well equipped, efficiently organised and smoothly run- of ancillary services districtwise at the various Govern-
ning ancillary services, without whose support the ment hospitals at present. 
hospitals would be handicapped in rendering efficient 
service to the patients, whatever be the standard of 
professional work. 

TABLE I6.I 

Sr. Name of District Total No. of Anti-Rabie .Ambulance Kitchen Laundry Blood 
No. Government vaccine Transfussion 

~Hospitals Service ~ervJCes 

I 2 3 4 

I. Ahmedabad 9 2 

2. Arnre!i II 4 

3. Banaskantba 5 5 

4. Baroda II 5 

5. Bhavnagar 6 5 

6. Broach 5 

7. Bulsar 'I 2 

8. Dangs 3 

9. Gandhinagar I 

IO. Jamnagar 6 3 

II, Junagadh 7 6 

I2. Kaira 4 4 

I3. Kut<h li 7 

I4. l\Ichsnna 8 7 

I5. Panchmahals 8 8 

I6. Rajkot I3 8 

I7. Sabarkantha 4 4 

18. Surat 8 5 

19. Surcndrana!;ar 4 4 

I3I 

16.2 Dietary and Food Services.-The Com
mittee after its visits to several hospitals in the State, 
got the impression that dietary services are not given 
due attention in most of the hospitals and the kitchen 
facilities are outmoded. Usually the kitchens are located 
far away from the wards, with the result that the food 
as it reaches the patients, gets cold and becomes un
palatable. The possibility of contamination of the food 
also cannot be ruled out. The menu generally lackS 
variety and the same fare is repeated, day in and day 
out. The wastage both in the kitchens and the wards, 
in the kitchens due to the unsatisfactory working condi
tions and in the wards due to the unpalatable food, is 
generally high. Seldom, if at all are the food handlers 

5 6 7 8 

4 7 4 4 

3 3 2 

5 2 I 2 

7 II 3 I 

6 4 3 3 

4 5 2 I 

5 5 4 I 

I I 

I I I I 

2 5 2 I 

4 4 2 3 

4 4 I I 

6 5 2 3 

6 6 3 2 

8 7 3 2 

6 10 2 4 

4 3 1 

6 4 2 

3 4 2 

medicaly examined to determine if they harbour any 
active infection. 

16.3 These defects can easily be remedied at the 
initiative of the hospital authorities. Provision of ~xhanst 
fans in the kitchen and minor structural modifications 
in the old kitchen blocks could make the kitchens 
largely smoke-free and the working atmosphere con
genial. The Committee during its visit to the K. J. 
Mehta T. B. Hospital at Amargadh was gratified to 
see the kitchen using diesel oil as the main fuel in the 
kitchen ranges. Apart from providing a clean atmos
phere in the kitchen, the Committee learnt that the fuel 
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cost per meal was significantly lower than at the neigh
bouring Government Hospital of Bhavnagar. The use 
of diesel or cooking gas or the smokeless chula deserves 
to be encouraged at all the hospitals. 

16.4 The premises of all the units of the dietary 
department should be kept clean and free from litter 
and rubbish. Space for storage of perishable and non
perishable food articles should be adequate. . The tly 
proofing of the kitchen and arrangements for anti-pests 
and rodents-treatment are , also essential. Periodical 
medical checks of the employees handling food supplies 
and cooked food should be arranged. 

Serving food in the wards requires specml care. 
Each ward should preferely have a·food trolly. properly 
insulated, to carry hot food from the kitchen to the 
ward, so that the patients should be able to get hot 
food at their bed side. Stainless, steel utensils' should 
advisedly be used for serving food to the patients. 

16.5 Wastage in the kitchens can be avoided by 
analysing the past data. an:d workiDg out a suitable 
formula to estimate number of different kinds ·of diets 
that may be required the next day. A ready-reckoner 
indicating the quantity of different supplies, needed for 
the preparation of the menu, can be worked out in 
advance, thereby reducing the labour of those incharge 
of diet planning. The services of dieticians wherever 
available should be fully utilised to work out the menu 
for one week at a time, which should be displayed in 
the kitchen so that those responsible for indenting and 
issuing of food supplies and those in charge of cooking, 
are fully aware of the week's menu. The purchase of 
perishable foods also requires special care so as to 
ensure the quality of purchases made and to avoid 
wastage. A proper check of issues and actual use 
should constantly be made to avoid pilferages. The 
COmmittee recommends that in due course, chinaware 
and glazed enamel-ware which are often chipped and 
cracked, harbouring infection, should be replaced by 
stainless steel utensils. 

16.6 Linen and Laundry Services.-The linen used 
in the hospitals comprises of bed-sheets, draw sheets, 
counter panes, . pillows and pillow-covers, blankets, 
towels, matresses, aprons and clothing for patients and 
the ward staff. . Each hospital is left to its own devices 
to procure them or tailor them. The Committee is of 
the view that a certain measure of centralised procure
ment and supply to all the hospitals in the State, may 
be advantageous. In this connection, the Committee 
felt that the exclusive use of Khadi .may have to be 
reviewed in the light 'of the cost and durability advan
tages. 
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16.7 Each hospital, should have a proper scale of 
linen worked out with reference to the bed-strength and 
with a percentage of reserve. ' 

16.8 All the hospitals generally avail of the ser
vices of dhobis for running the laundry services. The 
COmmittee was given to understand that the teaching 
hospitals at Baroda and Jamnagar have power laun
dries. The Committee is of the view that in the long 
run it may be economical to install power laundries at 
all the m1jor hospitals. The experience at Baroda and 
J~~agar may be carefully evaluated before extending 
Similar arrangements to the. other hospitals. 

16.9 Pharmacy Services:-In the large hospitals, · 
the daily tum over of drugs in the wards and in the out
patients departments is very high. This is also the 
area where wastage, pilferage, and unauthorised use 
of drug~ occur. The wards and out-patients depart
ments are therefore very sensitive areas from the points 
of view of verification and accounting of drugs and 
medical stores. Proper control and strict supervision 
are most essential in these areas to minimise unautho
rised loss. · 

16.10 Central Sterilisation Supply Department.
The teaching hospitals of Baroda and Ahmedabad 
have ·central sterilisation units but the Committee 
found that all other hospitals each department was 
carrying out sterilisation of needles, . syringes, instru
ments etc. on its own. The standard of sterilisation 
could not also be upto the mark under such circums
tances. The COmmittee strongly feels that at least in 
all the teaching hospitals it is essential to set up a 
central department for setrilisation, storage and supply 
of all the sterilised material and their upkeep, in
cluding the dressings and instruments used for various 
departments of the hospital. This will reduce cross 
infection and minimise the work load of the depart
mental staff. 

The Committee is not unaware that the organisa
tion of a central sterilisation supply department will 
entail a heavy initial expenditure, but it will prove to 
be a sound investment in the long run. This is the 
experience of all the hospitals that have established 
such a service department. The COmniittee also noted 
that the blankets, bed sheets, matresses etc. used by 
infectious cases are not always properly disinfected or 
sterilised. Such sterilisation should be obligatory. 

16.ll The COmmittee also suggests that at all hos
pitals the bacteriological sterility of supplies from the 
sterile supply souree should be constantly and regularly. 
checked to ensure proper standards. , It would be advis
able to set up a Standing COmmittee. for· •the preven-



lion of infection at each of the teaching and principal 
district hospitals and particularly at the former, con
sisting of the chief of surgery, chief of medicine and 
the microbiologist to regularly review the sterilisation 
of equipment The problem of cross infection and its 
elimination should be constantly under its scrutiny. The 
Committee should issue necessary instructions to the 
staff of the operation theatres, wards, dressing rooms 
and the visitors to the post operative recovery wards, 
from time to time. 

16.12 Ambulance Services.-In most of the hos
pitals the ambulance service is none too well organised 
and there are frequent complaints of non availability 
of ambulance cars. Several of the Civil Surgeons ex
pressed concern at the inadequacy of the number of 
vehicles at their hospitals and in the district generally 
and non-replacement of the vehicles that have outlived 
their utility and repairs. As can be seen from the table 
(Table 16.1) only 85 out of the 131 government hos
pitals, have the services of ambulances available to 
them. 

16.13 The organisation of the ambulance service 
at any large hospital should consist of a Control Room 
available for contact all the 24 hours a day. The tele
phone number of the Control room should be widely 
publicized. The officer incharge of the control room 
should record in a register the time of the.~ and 
time of despatch of the vehicle. The Control room 
should have direct link with the Accident and Emer
gency Services Department There should be 4 stretcher 
orderlies trained in first aid duties, on the staff. Each 
ambulance car should be provided with one stretcher 
orderly, when sent out on duty. Each ambulance car 
should also have a first-aid box as part of its equipment. 
In the major towns and cities like .Ahmedabad . or 
Baroda pooling the ambulance services of the various 
government and non-government hospitals would pro
vide for maximum utilisation of the fleet. 

16.14 The regular maintenance of the ambulance 
cars, including preventive maintenance and the organi
sation of a break-down service is of utmost importance. 
There should be a phased programme of replacement 
of old vehicles and those which are beyond economical 
repairs. The Committee learns that the State has a 
wide net-work of workshops run by the State Transport 
Corporation .. The P.W.D. also has a few mechanical 
workshops at selected centres. The facilities afforded 
by both these sources should be availed of to the maxi
mum and both these organisations should be instructed 
to assign the highest priority to the repairs of the 
ambulances. · The heads. of the hospitals should also 
be given full powers to incur expenditure within liberal 
limits to carry out. tn"gently needed · repairs . through 
approved garages, lOCally. 
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16.15 Mortuary.-. The present arrangements at 
the mortuaries and their functioning not only in the 
State but in the rest of the country as well, leave much 
to be desired. Several Committees have pointed out 
that the dead bodies are not given lhe sanctity due to 
!hem. More often than not !hey are left in hot and 
illventilated rooms and many factors contribute to the 
delays in their disposal 

The minimum requirements of properly organised 
mortuary services have been spelt out exhaustively in 
the Jain Committee's report. The Committee suggests 
that these should be adopted uniformly at all the 
hospitals. · 

Another important requirement is the provision of 
transport facilities to carry the dead bodies for crema
tion or burial, particularly in the cities. The Committee 
is strongly of the view that each district hospital should 
be provided with a hearse. 

16.16 Medical Audit.-In order to evaluate the 
standard of medieal care i.n the hospitals the Committee 
recommends that all the major hospitals and particularly 
the teaching hospitals, should institute a system of 
internal assessment by qualitative analysis of clinical 
records. The Health Survey and Planning Committee 
had earlier recommended that such medical audit 
should be introduced in every hospital/institution. Such 
a process throws light on the standard of administration 
of the b(Jspital; inadequately -equipped physical plants, 
lack of essential services needed to support care for 
patients; lack of competent personnel for purposes of 
supervision of the patients needs and deficient personnel 
policies affectiiig morale. The Committee found that 
this measure, which will ensure the practice of scientific 
medicine and serve as a specific check on the standard 
of professional work performed at the hospital, had not 
been adopted in the hospitals in the State. The Com• 
mittee therefore recommends that Medical Audit Cells 
be formed at the hospitals under lhe respective Super
intendents, with a Pathologist, Physician and Surgeon, 
as members. The officer in charge· of medical records 
at the hospital should also be on lhe Cell. The Cell 
should analyse objectively the available data, to ascer
tain whether the diagnosis and. treatment given were 
proper, whether laboratory and X-Ray investigations 
were adequate, whether physical facilities and equip
ment available in treating a case were sufficient and 
whether any unnecessary and unrelated investigations 
were done, caliSing wastage of the hospital resources. 
The basi<: data required for this tYPe of post-facto 
study. is to be forthcoming from lhe clinical case docu
ments. It is, therefore, . of utmost importance that 
clinical records should be carefully prepared in each . . . 
case. 



16.17 The internal medical audit system will also 
bring out, if patient& are being kept in the hospitals 
longer than actually necessary. Specifically, the follow
ing items can be fntitfully gone into as part of the 
medical audit: 

(i) Average bed occupancy; 

(ii) Average length of stay of a patient; 

(iii) Average daily out-patients admissions; 

(iv) The gross results of patient care; 
(v) The fatality rate; 

(vi) Consultations; 

(vii) infections; 

(viii) Complications occuring in clean surgical 
. cases, obstetric cases and medical cases; 

(ix) Unnecessary and incompetent surgecy; 
· (x) Autopsy rate; 

(xi) Average cost of medicine per patient for 
. major disease groups; 

(xii). Cost of daily diet 

16.18 Workshop facilities.-The Cormruttee noted 
with great concern that a large number of equipments 
both. the. ordinary and sophisticated variety, are lying 
in the hospitals unused for want of repairs. Most of 
the rep~s. are of a minor nature, whereas some are 
more complicated and need elaborate workshop· facili· 
ties to be attended to. It would be desirable to have 
small workshops attached to the teaching hospitals and 
all the larger district hospitals. to handle the routine 
repairs. Th.e Committee feels that the miiiimum com· 
plement o.f staft' for these workshops should be one 
eiectrici!W, one mechanic, one plumber, one blacksmith 
and one carpenter. These workers should be given 
basic orientation. training in hospital repair work. 

16.19 Work study, work measurement, and wait· 
ing time in hospitals.-During the. visits to the various 
hospitals the Committee came across long queue of 
patients at the O.P.Ds, the X-ray departments and the 
hospital laboratories. Some of the medical staff admit
ted that there are several instances of considerable 
delay in the diagnostic procedures but blamed the in· 
adequacies of staff . and equipment for creating such 
situations. The Committee considers it necessary to 
have the situation carefully investigated, to devise suit
able remedial measures. It is therefore recommended 
that studies be. carried out in work. measurement. and 
utilisation of facilities and waiting time at these three 
departments: Such a: study will give .a clear idea o~ the 
manpower and equipment utilisation ·and requirements, 
·and the allocation !Wd possible rescheduling of resp6n·. 
sibilitie.~t. · Similar studies should· be carried out also in ,,.- . .. . 

regard to the pharmacy and the ambulance services so 
as to derive the .best advantage out of existing facilities 
and plan for a systematic expansion in future. 

16.20 A variety of indicators to measure the effi· 
ciency of the hospital complex have been evolved and 
are currently in use. A few of these are indicated 
below; 

(i) Bed occupancy ratio. Number of patient-days 
during the year 

Number of bed-days 
during the year 

This ratio indicates a~ to how far the available bed 
capacity has been utilised. A value equal to 100 
would be ideal. A value less than 100 shows unutilised 
capacity and a value more than 100, would show over 
crowding. 

(ii) Turn-over interval The total vacant bed
days during the year 

The number of in-patient 
admissions during the 
year 

Th~ index shows the nuntber of days on art average 
per patient, for which a bed has remained vacant. 
Iri. the oase of a large hospitals; it will be worthwhile 
to work out this index for individual departments or 
wards. 

(iii) Average duration of The number of inpatient-
illliMs days-dtp'lng the year. 

Total number of 1n• 
patient admissions 
during the year. 

The index is complementary to the other index 
"average turnover interval." This is more useful if 
computed for individual diseases. 

(iv) Average daily out 
patient admissions. 

The total number of new 
out-patient admission 
during the year. 

The number of working 
days during the year. 

The index shows the average work load at the O.P.D. 

( v} The average out
patient attendances 
per patient. 

The total number of out-
patient attendances 
during the year. 

. The total immber of out
patient admissionS during 
the year. · 
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This ~hows the average duration of a spell of ·illness 
treated m the out-patient department. . · · 

(vi) Average cost of
medicines for a 
patient. 

Total cost of medicines 
for in-patients for the 

_year 

Total number of in-patient 
admissions. 

The index should be computed separately for indivi-
dual diseases. . 

(vii) Cost of daily diet. Total expenditure on diet 
during the year 

(viii). Autopsy Rate 

(ix) Fatality Rate 

Total number of m
patient days. 

No. of autopsies per
formed X 100 

No. of inpatient deaths 

No. of inp&tien'; deaths 
during a specified period 
X 100 

No. of discharges during 
the same period. 

The Committee recommends that the · statistical 
wing of the Directorate should compile these ratios as 
part of a regular programme and periodical analysis 
based on the data should be brought out, in aid of a 
proper planning of the strategy of future expansion. 

16.21 Hospital Standing Order.-The Committee 
noted that by and large the hospitals did not have any 
manual or compendium of orders defining the duties 
and responsibilities of the various categories of hospital 
staff, with a result that the spheres of authority are not 
clearly demarcated and accountability for action be
comes difficult to enforce. Such manuals also have 
an educative value especially for the new recruits to 
the various cadres in as much as they highlight the 
assigned roles of different functionaries and impliedly 
underscore, the interdependence and complementarity 
of the different hospital services. The Committee, there
fore, recommends that each hospital should have a set 
of standing orders, detailing the functional areas of the 
different levels of the heirarchy from the Superintendent 
downwards. The collection of standing orders should 
be reviewed from time to time and updated suitably. 
A departmental Committee should be set up to frame 
the standing orders in keeping with the service ·regula
tions of the State. 

16.22 In addition to the ·above, it will greatly 
benefit the hospital administrators and staff at various 
levels, if hand books enumerating limits of financial and 
administrative powers are compiled and made available. 
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These hand books should cover a Wide riiuge of rules 
and regulations re]event tO' the numerous aspects of 
hospital administration. The Committee would com
mend the two volume 'Hospital Administration 
Manual' in use in .the State of Maharashtra· as a model 
to be followed. The first volume serves as an excel
lent source of reference, replete with practical hints and 
instructions on procedures to be followed. The com
panion volume is a compilation of important orders 
embracing every sphere of hospital activity. 

16.23 Public Relations.-All the good work done 
at a hospital, can be marred by poor public .relations. 
Lack of attention to popular complaints, an unsympa
thetic attitude towards patients and their relatives on the 
part of the staff, particularly the nurses and the junior 
staff, atii the main factors, which project a bad image 
of a hospital. There are certain areas of the hospital 
where the public relations potential for good or bad is 
especially strong. Such _areas would include the emer
gency department, the hospital switch-board, the infor
mation desk and the pharmacy. The Committee, there
fore, recommends that the hospital administration should 
pay special attention to these sensitive spheres. 

16.24 The Committee further recommends each 
hospital should have a suggestion and complaints box, 
at a prominent location. The- Superintendent of the 
hospital should ensure that each complaint is brought 
to his notice. The Hospital Advisory Committee 
should also be apprised of the complaints and action 
taken thereon, during their sittings. It would be a 
healthy practice also to bear in person the complaints, 
if the complaints are specific or, are of a serious nature. 
There will no doubt tre many complaints of a trivial 
nature and many suggestions whose implementation may 
involve a fair amount of expenditure, but the Superin
dent and the Advisory Committee would do well to 
make sure that the complaints are properly sifted, ana
lysed, and remedial measures initiated. The Committee 
also suggests that the Directorate should have a small 
unit jn charge of public relations under the general 
control of the Joint Director Administration. A con
scious policy of promoting . public relations should be 
formulated at the_ Directorate level and prograJnmes for 
improving the facilities presently available at hospitals 
and dissemination of. information on the performance 
of hospitals should be dovetailed into a well-knit public 
relations exercise. 

16.25 The public relations unit at the Directorate 
should keep a sharp look o~t for . grievances against . 
the _health administrat~on voiced through the medium 
of the_press .. Jn.staJ)ces of __ adver~e press publicity on 
the handling pf : emergencies: shOrtages of ess~ntial 
medical supplies· and the la~k of facilities at hospitals 



are not lacking and with -the new awareness on the 
part of the public of their health needs, the demands 
on the hospital system are bound to grow and the 
standards ~f service expected, become more exacting. 
The press m such a context is certain to hlghlight the 
shortcomings of the health delivery processes and com
ment on the inadequacies of the administrative appa
ratus. The public relations programme in this situation 
has partly be defensive while the accent should be on 
being informative and educative of public opinion. 

• At the level of the individual hospitals, attention 
IS required to be given to -the following points; 

(i) All the teaching hospitals and the larger 
district hospitals should have a central reception 
and enquiry for in-patients, located in the casualty 
block, providing round the clock service; 

(ii) All the teachlng and district hospitals should 
have a booklet giving essential information for the 
guidance of patients; 

(iii) Large hospital complexes should have a 
lay out map of the various departments displayed 
at a prominent place near the entrance; 

(iv) Provision of canteen facilities for the 
patients at the O.P.D. and the attendants and visi
tors of indoor patients is essential; 

(v) Arrangements for the accommodation of the 
attendants and visitors from outstations must be 
made near the campus of the hospitals. The best 
solution would be to encourage the construction 
of dharamshalas by private charitable agencies. 

16.26 Operations Research in Health Administra
tion.-Operations research is a scietific approach to 
problem solving for executive management. Its appli
cation involves; "(i) Constructing mathematical, eco
nomic and statistical descriptions or models of decision 
and control problems to treat situations of complexity 
and uncertainty; (ii) Analysing the relationships that 
determine the probable future consequences of decision 
choices, and devising appropriate measures of effective
-ness in order to evaluate the relative merits of alternative 
actions." 

Briefly, operations research is essentially a plan· 
ning effort, that enables the regulation of the processes 
and formulation of the rules for action. According to 
Miller and Starr the steps through whlch this is orga
nised are as follows; 
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(i) Choose the objectives (with particular refe· 
:en~ to ~e problem under consideration); specify 
Its dooens10n and value; 

(ii) Isolate all of the variables that are perti
nent to the attainment of the objective value, i.e. 
the relevant independent variables; 

(iii) Develop the relationships that exist between 
the independent variables; 

(iv) Distinguish controllable variables (which 
can be part of the strategy) from non-controllable 
variables (classifying the later as either state's of 
nature or competitive strategies); 

(v) Develop forecasts and predictions for the 
non-controllable variables, which should be treated 
as states of nature. These variables which have 
(rational) intelligence behind them must be tre:tted 
separately by game theoretic methods; 

(vi) Determine whether the forecasts and predic
tions are based on stable process. This determma
tion can be intuitive but powerful methods of 
statistical quality control are available to assist; 

(vii) Develop the function that relates the inde
pendent variables to the dependent objective vari
able; 

(viii) State the restrictions that limit the possible 
values of controllable variables; 

(ix) Choose those values of the controllable 
variables (i.e. that strategy) whlch promise to maxi
Inise the degree of attainment of the objective, 
withln the limits set by the restrictions. 

In the sphere of health services operations research 
can be a valuable aid to perspective development of 
facilities for the delivery of health services. The identi· 
fication of programmes, allocation of resources, the 
choice of the best suited strategy and the integrated 
deployment of available inputs and the monitoring of 
the various programmes are the principal areas of 
potential application of the techniques of operations 
research. 

Even in the sphere of short-range planning the 
scope for operations research is really vast. Planning 
for the location of facilities, estimation of the need and 
the demand for resources and developing effective sys
tems of optimal use of men and materails in a given 
situation, fall within the ambit of operations research. 

16.27 A government of India task force has iden
tified a large number components of the health services 



system as suited for purposeful operations research. The 
task force categorised the following as micro studies 
with respect to the understanding of the processes in
volved in and the development of better designs for 
sub-systems at the institutional level· 

' 

(i) Activity analysis of various categories of 
workers in the health care system; 

(ii) Studies towards determining the norms of 
work-load, in terms of quantum and range of 
services to be provided, population to be covered 
etc., for different categories of health personnel at 
all levels; · 

(iii) Studies on rationalization of staffing pat
terns keeping in view the work-load; 

(iv) Utilisation and maintenance of physical 
facilities, equipment and vehicles in all the institu
tions of health care system; 

(v) Utilization of hospital beds; 

(vi) Studies on waiting time' problems in hos
pitals and health centres; 

(vii) Studies for development of systems for 
indenting storage and retrieval of medicines and 
drugs (inventory control and materials planning); 

(viii) Studies for optimal scheduling and deploy
ment of vehicles (net work) for rural health services; 

(ix) Studies for scheduling and deployment of 
vehicles for emergency services; 

(x) Scheduling of patients in outpatient depart
ments of hospitals and health centres; 

(xi) Scheduling of operation theatres; 

(xii) Inventory control system for X-ray, labo
ratory materials, shoe stores, blood bank etc. in 
hospitals; 

(xiii) Diet planning in hospitals; 

(xiv) Studies on allocation of resources in terms 
of beds, nurses, operation theatre fune e'tc. to 
different specialities; 

(xv) Cost analysis of health care activities; 

(xvi) Cost analysis of different hospital services; 

(xvii) Cost of training of different categories of 
health workers including professionals; 

(xviii) Economies of scale in hospitals, medical 
colleges and schools for nursing and other cate
gories of health workers; 

(xix) Cost-benefit analysis and cost-effectiveness 
analysis of hospital services; 

(xx) Cost-effectiveness analysis of different 
training programmes; 

(xxi) Studies towards development of suitable 
management information systems for individual 
hospitals and health care institutions; 

(xxii) Feasibility studies for introducing pedor
mance budgeting; 

(xxiii) Studies in anality of health care services 
towards development of standards for quality of 
health care; 

(xxiv) Studies in quality of medical care in 
hospitals; 

(xxv) Patterns of private expenditure on health 
care services by the population; 

(xxvi) Studies on optimum span of control for 
different levels of health services organisation. 

16.28 The studies enumerated above are of special 
interest to the state both from the point of view of 
maximising the returns on the investments made in the 
health delivery complex and gearing up its constituent 
units to optimum operational efficiency. The Committee 
is of the view that the. Deputy Director of Policy Plan
ning and Evaluation .should have a small organisation 
under him equipped with the necessary expertise to 
undertake studies of a micro nature. In addition a few 
micro studies into the principal problem spheres of 
health administration could also be usefully undertaken. 
Some of these are listed herein below : 
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(i) Development of a system of referral services; 

(ii) Cost-benefit analysis and cost-effectiveness 
analysis of community health care; 

(iii) Cost-benefit analysis and cost-effectiveness 
analysis of disease control/ eradication pro
grammes; 

(iv) Studies towards development of a suitable 
management information system for the total health 
care system; 

(v) Patterns of behaviour in seeking health care 
by the people; 

(vi) Attitudes and perceptions of the people 
towards health services (formal and private); 

(vii) Existing status of private practitioners (of 
all systems) in the provision of medical care; their 
location, quantity and quality of services provided 
etc; 

(viii) Studies of supply and demand for 
different categories of health manpower; 

(ix} Studies on training needs of different cate
gories of manpower, technical and managerial. 



17. MEDICAL EDUCATION AND RESEARCH 

A. Undergraduate Medical Education 

17.1 With the change of lhe concept of health 
delivery to comprehensive health care, the later has 
formed the operative basis of a national health pro
gramme. The core content of this programme is the 
establishment of a network of primary health centres 
covering the entire rural population and linked with 
hospitals for referral and specialised services. The most 
obvious impact of the extensive health care programmes 
of the government has been on the demand for more 
doctors. This has had to be met both by increasing 
the intake in the existing institutions, and establishing 
new ones. The number of medical colleges in the 
country has increased from thirty in 1950 to a hundred 
and five today, producing about 12,500 medical gradu
ates every year. This has inevitably led to a situation 
in which medical education is facing the challenges of 
mass production, staff shortages and overflowing lecture 
.theatres. 

17.2 1nspite of the increased production of doc
tors, the doctor population ratio is still not much lower 
than 1 : 5000. This ratio does not reflect the true 
picture in as much as the range of the fluctuation could 
be 1 : 800 to 1 : 1000 in ,the large towns and ouly 
1 : 30,000 in the remote rural areas. The Health 
Survey and Planning Committee had set a target of one 
doctor for every 3000 or 3500 population, to be reached 
at the end of the fourth plan period. To achieve this 
goal and more particularly, to ensure a fair rural-urban 
balance in the distribution of medical manpower, even 
by the end of the fifth plan appears to be a none too 
sanguine prospect. The primary objective of carrying 
the benefits of modem medicine to the predominently 
rural community is thus very far from being achieved. 

17.3 The medical profession in the country has 
been placing great emphasis on specialisation and im
proved technology, rather than orienting its objective 
towards making available comprehensive health care to 
the community. In addition, the absence of physical 
and professional facilities in the rural areas and the 
reluctance of doctors to exchange their urban way of 
life for the physical discomfort, cultural isolation, and 
the Jack of incentives in the rural areas, are factors to 
be reckoned with, before any plan to extend the health 
care services in the rural areas can become fully opera

tional. 

does it equip him to adapt himself to the changing 
medical and health needs of the society. The tendency 
of the medical colleges to compete with one another in 
providing post-graduate medical education and produ
cing medical specialists, is unfo~tunately inconsistent 
with the basic strategy of future development of com
munity oriented health services. The cornerstone of this 
edifice will have to be the 'Basic Doctor'. The Royal 
commission on Medical Education underscored the idea 
of the 'Primary Physician' in these words: 

"Present day thinking on the relationship be( 
ween disorders of different systems of the body 
and on the importance of the patient~' material 
and social environment, points to .the continuing 
need for a first-time preventive, diagnostic and 
therapeutic service which can deal in general terms 
with the total medical needs of the patient and 
when necessary guide him towards the appropriate 
specialised services; moreover this function needs 
to be available to individuals and whole families 
as far as passible in the area where they live." The 
Commission went on to say: "The aim of medical 
education should be to produce, at graduation, a 
person with two essential qualifications; he should 
have first, a knowledge of the medical and behavi
oral sciences, sufficient for him to understand the 
scientific basis of his profession and to permit him 
to go forward with medicine as it develops further; 
and secondly, a general introduction to clinical 
method and patient care in the main branches of 
medicine and surgery, together with an introduc
tion to social and preventive medicine. We hope 
be will be taught throughout in such a way as to 
inculcate in him a desire to continue learning not 
only during the post-graduate training which we 
hope be will undertake, but throughout his profes
sional life." 

17.4 The present frame of medical education ~oes 
not prepare the doctor to serve the community, ne1ther 
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Commenting on the pattern of courses, curricula, 
teaching and training schedules in th? medi~l colleges, 
in the context of the need for producmg med1cal gradn· 
ates possessed of the necessary knowledge: ~kill and 
apitude for functioning as "Primary. Phys,_cm~s" ~e 
Bihar Committee on Medical Education s~1d Tradt· 
tiona! patterns continue to be followed, Without ~y 
attempt to assess bow far they are useful and effective 
in practice. Diseases that are extremely contmon and 
about which students need adequate training and instru-



tions, appear to be neglected. The emphasis is very 
much on uncommon disease, specially diseases which 
require prolonged hospital care. Courses and curricula 
do not reflect the needs of our society. The importance 
of health education, community medicine, preventive 
health education, community medicine, preventive 

\ 

health care and health promotion, is largely neglected." 

17.5 The medical education conference held in 
July 1970 has evolved a definition of the basic doctor. 
The W.H.O. inter-regional conference on medical educa
~on has also defined the objective . of undergraduate 
medical education appropriate for developing countries. 
Stated in general terms, the essential attributes of a 
Basic Doctor. or Primary Physician should be as 
follows:-

(i) Ability to manage common emergencies and 
wisdom to recognise what is beyond his own com
petence, either due to lack of facilities or due to 
the serious and complicated condition of the 
patient; 

(ii) Practice of preventive medicine and com
munity health measures, at the level of the rural 
community; 

(iii) Leadership in training and proper utilisa
tion of para-medical and auxiliary workers; 

(iv) Implementation of effective family plan
ning and family welfare programme; 

(v) Handling of communicable diseases and 
organising mass campaign against them; 

(vi) Ability to recognise and manage common 
diseases which occu!" in the community and insti
tute steps for their prevention; 

(vii) Maternity and child health care including 
systematic immunization against common com
municable diseases, against which highly effective 
preventive remedies; 

(viii) Sufficient competence to recognise diseases 
that require specialised care so that proper and 
timely reference to specialists can be made; 

(ix) Sympathetic appreciation of the local 
cultures and resources and the innovative ability to 
develop a community health programme based on 
them. 

17.6 The present type of hospital-based training 
lms been a major limiting factor on. health services. 

First, it does not provide enough opportunities for 
health care. It is not to be forgotten that the back
ground of a patient, social, economic and environ
mental, is equally important to make a total assessment 
of his ailment and to suggest such curative measures. 
as will ensure adequate follow up at his home, family 
and immediate environment. Second, the very specia
lised nature of the work done in the hospital militates 
against training for medical practice in the community. 
The Committee feels this has been the most important 
factor in generating an imbalance in the delivery of 
health and medical services in the rural and urban 
areas. 

Besides exposure to rural medicine, a direct involve
ment of the student in community health care prog
ramme utilizing the peripheral health services, including 
training with general practitioners, is consider'!d an 
essential development to motivate young graduates to· 
serve the rural communities. 

This expanded clinical training of undergradu~tes, 
from the beds of the teaching hospital to the district 
hospital and the peripheral health centre and their 
involvement in community health programme are impor
tant components of a need-based curriculum that 
medical colleges in India are trying to adopt. In addi
tion, it helps to develop in the students, a deep social 
concern for the health and welfare of the population. 

17.7 The teaching hospital as defined today will 
soon be a misnomer. It should consist of a complex 
made up of the college hospital, ,the district hospital 
and peripheral health service components, of the 
National Health Service. Indirectly this will help aug
ment the efficiency of the district hospital which being 
a component of the teaching complex will have to be 
certified •o conform to certain standards recognised 
by the Medical Council of India. 

17.8 It is essential that the various categories of 
health personnel, doctors, nurses, pharmacists, etc. 
should work as a team, with the doctor as the team 
leader. It is increasingly recognized that the team 
approach to the provision of health care is the only 
way to ensure successful implementation of a nation
wide health delivery programme. The traditional facul
ties of medicine that previously trained only doctors, 
are now training paramedical and auxiliary workers to 
ensure ,the team approach and, indirectly training the 
doctors to be team leaders. 

17.9 In the present context of our society, if the 
·Indian doctor has to serve the predominantly rural 
community he should be as much aware of the prob
lems of the rural community as of the urban popula-

100 



tion. The role of peripheral services is attaining more 
and more importance. What we need is to be clear 
in our minds regarding the objectives, and the signifi
cance of expanding teaching to smaller service units, 
either through primary health centres or mobile service 
and training hospitals. 

Such a concept may necessitate a complete revolu
tion in our thinking on medical education, but there 
should be no hesitation .to face the issue squarely, in 
order to initiate the required modifications. The State 
can no longer ignore the demands of the health-conscious 
society, and urgent steps are called for to overcome 
the inadequacies and insufficiencies in delivering health 
care. Medical education has a responsibility to provide 
the necessary manpower and leadership, thereby re
defining its involvement on a broader social scale. 
Acceptance of such a role will greatly influence' the 
organisation, quality and direction of health care. 

communities within their catchment areas whose care 
would be the responsibility of the interns under the 
supervision of that particular hospital. The doctor in
charge of such a hospital, the interns attached to that 
hospital, along with staff of the department of com
munity medicine of the medical college, should practice 
community medicine in such selected communities. In 
addition, the interns should be given practical training 
in curative and hospital practices under the guidance 
of the taluka/sub-divisional/district hospital doctors. 
For this purpose, the facilities available at such hospitals 
should be strengthened where necessary. This linkage 
should not involve all the departments of the medical 
college at once. It should first be tried at in the depart
ment of community medicine. Once these links are 
established, in respect of the department of community 
medicine, they can later be strengthened and also 
developed in respect of other specialised departments 
and faculties. 

17.10 The role of internship, in promoting the In the Groups view, "the internship period should 
consolidation of skills and the knowledge of the science be fully spent in the districtfsub-divisionalftaluka 

hospitals with occasional forays into the community of medicine, is undoubtedly important. In the words 
f th G t f I d. G d' 1 d through the primary health centres. We also think that o e overnmen o n ta roup on me tea e uca-

internship training should focus on the doctor as a tion and support manpower, "the period of internship 
member and leader of the health team, the importance 

which enables an undergraduate to acquire experience 
of continuous care, handling of emergencies, the use of 

and mature from a fledging to a fully grown medico 
combined preventive and curative services to the indiis absolutely necessary". Medical educationists all over 

the country have however expressed serious misgivings vidual, the family and the community, the MCH and 
family planning care, the identification of entry points 

about the practical utility of internship as it is orga'lised 
for family planning community involvement and the role 

to-day. So long as the interns themselves and the 
of the physician as a health educator." medical teachers continue to treat internship as the 

chrysalis in the evolutionary process of a medical 
graduate, the situation is not likely to improve. In any 
event the posi.tion of interns in a teaching hospital 
ab0nnding in house-surgeons and post-graduate students 
is very tenuous. 

The 4uest for infusing a new sense of purpose into 
·the internship programme and enhancing its fruitfulness 
and relevance to the scheme of medical education, has 
inevitably led away from the traditional concept of 
hospital oriented training. The ·Group on Medical 

. Education and support manpower, underscoring this 
.basic r~rientation of approach said "We recommend 
that the training of the interns should not be carried 
out in the teaching hospitals of the medical colleges 
but in the district, sub-divisional and taluka /Tehsil 
hospitals which should be used as the out-reaches of 
the medical colleges for entering into the Community. 
The Group went on to say that at the end of the formal 
under-graduate course (in fact even before it ends), 
groups of undergraduate students should be earmarked 
for being trained at selected talukaftehsilfsub-divisional 
and district hospitals where proper facilities are known 
to exist Such hospitals should also take on selected 
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The Committee is in full agreement with this view. 
The involvement of the area level hospitals in the 
training of interns will cater to a dual purpose. Apart 
from bringing about a general improvement in the 
quantum and content of health care and referral servic~s 
at the peripheral regions this would serve to emphasise 
the de-urbanisation of medical education and imparting 
to it the necessary community orientation. The Group 
has rightly stressed in this context the desirability of 
associating general practitioners of high standing and 
experience in the training of undergraduates. 

B. Postgraduate Medical Education 

17.11 The Health Survey and Planning Committee 
identified the purpose of post-graduate medical educa
tion as follows :-

"(i) To afford further facilities for the general 
practitioner to keep himself up-to-date in his field 
(This is of the utmost. importance for it is on the 
general practitioners that the duty will largely 
devolve, of caring for the health of the patients 
entrusted to his charge and for the prevention of 
diseases by suitable advice to his client etc. and 
for the early detection of those diseases). 



(ii) To enable the. graduate; (a) to obtain profi
ciency by practice and study in the larger fields 
of surgery, medicine, obstetrics and gynaecology 
and social medicine; (b) to specialise in any of the 
fundamental specialities in medical or ~urgical 

fields,. and (c) to equip oneself by specialized 
training and study with a view to pursue a career 
of research in medical services. 

(iii) To train persons thus equipped either in 
general fields of medicine. or in the specianties 
thereof to discharge the duties of the teaching 
profession in the faculty of Medicine." 

17.12 One of the criticisms against the current 
system of medical education is ,that it does not equip 
the medical graduates for the three important functions. 
that they have to perform: (1) patient-care (2) teaching 
of medicine and {3) medical research. Today a physi
cian, be he a general practitioner or a specialist has to 
make use of intricate investigative procedures and com
plicated chemical preparations. Qualitative biophysical 
and biochemical findings do not satisfy him any more 
and he turns increasingly towards quantitative analysis. 
He therefore seeks the assistance and co-operation of 
non-medical scientists of different disciplines e.g. chem
ists. mathematicians, zoologists, and sociologists. This 
also requires a broad-based theorytical knowledge and 
understanding, not only in the sphere of biological 
science but also in the realms of pure sciences and 
social sciences. 

The existing post-graduate teaching programme in 
most of our institutions is not g~ared to meet the new 
challenges of the rapidly expanding frontiers of know
ledge. At present there is a tendency for colleges to 
vie with one another in starting departments of post
graduate study with inadequate facilities, with the 
teaching personnel deficient in number as well as in 
experience, and with little of the necessary technical 
know-how and scientific equipment available for a 
proper training of the post-graduates. Post-graduate 
medical education is essentially in the nature of in
service training, with the post-graduate students par
taking of the responsibility for patient care and availing 
of the opportunity for treating patients or performing 
operating procedures independently. If the level of 
post-graduate instruction is to be improved, ,the insti
tutions recognised for post-graduate education m11st 
satisfy more stringent standards. 

17.13 Post-graduate education as structured today 
does not bear any relationship to the requirements of 
the health care system of the State. The production 
of a large number of degree and diploma holders 
neither related nor relevant to the developmental needs 

and the schemes in different branches of medieal prac
tice, does not subserve any larger social purpose. More
over, the present system has not led to the production 
of a balanced output of fully qualified, properly trained 
and professionally competent body of specialists in the 
different branches of medical sciences, needed for the 
specialised services within the community. The State's 
needs· of qualified men with specialised skills in sub
jects like Radiology, Anaesthesiology Psychiatry, E.N.T. 
and Paediatrics are far from fnlfille1 and many of the 
sanctioned posts of specialists in the health services as 
also in the teaching cadres, are vacant. 

A perspective view of the problems of medical 
education shall have to be taken at the State level If 
problems like these are to be effectively resolved. The 
fact that the medical colleges of the State are attached 
to four different Universities and there is substantial 
variation in admission procedures, examination systems 
and the modalities of post-graduate registration add a 
new dimension to the problem. 

During the Committee's visits to the Surat and 
JamnagaF medical Colleges, th~ issue of ·the inadequacy 
of facilities for post-graduate studies at these centres 
was raised by the students and the medical teachers 
alike. The Committee also learnt that the entry of 
medical graduates from these two colleges into the 
Ahmedabad and Baroda medical colleges, on the posts 
of Registrars and Housemen has got enmeshed in contro
versy over the question of preference for the gradua,tes 
of the local colleges. The best solution to the problem 
would no doubt be, to encourage the development of 
all th~ specialist sciences in the various medical colleges. 
This might be also in the larger interests of patient care, 
since, modern facilities for investigation and therapy 
would become available at the attached hospitals. How
ever the constraints on such a programme of expansion 
cannot be lost sight of. An interim arrangement shall 
have to be organised so as to make the optimum use 
of the resources on hand. 

17.14 The Committee feels that the creation of a 
state level Council of Medical Education could provide 
the frame-work within which issues such as the one 
outlined above could be sorted out. The Council should 
be presided· over by the State Minister in-charge of 
Health and have all the Vice-Chancellors of the Univer
sities to which the medical colleges are affiliated, as 
members. One or two medical educationists of high 
standing (from outside the state) may also be nominated 
as members on the Council. The Additional Director 
of Medical Education should be the Secretary of the 
Council. There should also be a standing Committee 
on Post-graduate education and Research with the 
Additional Director as Chairman and the Deans of all 
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the medical colleges in the State as members. The 
Standing Committee can also have one senior professor 
from each of the medical colleges to represent the teach
ing fraternity. The main function of the Committee 
would be to help unify the post-graduate teaching pro
gramme, rationalize. the. process of selection for lhe 
resident posts at the teaching hospitals, review periodi
cally the progress of the research efforts and evaluate 
concurrently the standards of post-graduate instruction. 

17.15 Another major area of responsibility of the 
Committee would be, the selection of centres of excel
lence and coordinate their functioning. Earlier in the 
chapter on teaching hospitals, the Committee had 
adumbrated the need for synthesising the creation and 
expansion of super speciality departments as between 
the two teaching complexes of Alunedabad City so as to 
derive the best deployment of scarce material and man
power resources. The same scheme has to be operated 
on a wider canvas, in so far as the other medical college 
centres are concerned. 

In this context, the Committee would recommend 
that centres of excelJenece be created for teaching, re
search and patient-care specially in the superspeciali
ties at selected medical colleges, where the resources 
in terms of staff and equipment, could be concentrated. 
For example, a department of neurosurgery or urology 
in a selected meical college, staffed with highly trained 
personnel and furnished· with all the sophesticated 
equipment, would provide the people of State much 
more satisfactory service than at present and to the 
student, a high standard of post-graduate education. 
This will not be possible if all the medical colleges 
in .the State were to compete in organising s•tch 
departments, with the resultant dispersal of resources 
and dilution of standards of instruction and ~ervice. 

17.16 At ihe medical college level, there should 
be the College Council of Postgraduate Education. con
sisting of the heads of the departments and 3 to 4 
representatives of other categories of post!lf~duate 
teachers. to (a) screen the applicants for admisSIOn to 
wstgraduate courses folloWing strictly the. _Medical 
Council of India directives (b) formulate trammg pro
grammes (c) ensure interdepartmental cooperation in 
teaching and research and (d) approve the subjects of 
thesis or dissertation. 

17.17 The success of the entire programme :of 
undergraduate and post-gra~uate medical educatton 
oepends in a large measur~, m ~e constant r~ssess
ment of the techniques of mstruction adopted, I.n rela
tion• to the receptivity of. the students. Involvmg the 

d • in such a process could be fruitful. In fact, stu en~s . . . 
this is but a small part of the scbeme of participatton 

of students in the entire sphere of activities of the 
College. It would therefore be proper that students 
find place on some of the important sub-committees 
of the College Council, like the curriculum, library, 
hostel and gymkhana committees. 

Postgraduate Education in Public Health 

17.18· With seventy to eighty percent of the 
population of India living in rural areas, it is essential 
that all the national health programmes are so planned 
that the community remains the principal focus. The 
proviSion and management of health services have 
acquired new characteristics due to the adoption of the 
concept of 'comprehensive health care' with the Primary 
Health Centre as the operational base. Preventive 
medicine has come to occupy an important place in this 
reoriented concept. Medical education needs to be 
radically reorganised to encompass in its fold, the whole 
gamut of health personnel education including post
graduate education in public health so that they would 
be able to serve the present and future needs of the 
society. 

17.19 The State has no Institute of Public Health 
but the departmental personnel could join the post
graduate courses in public health, organised by the 
Schools of Public Health in .the other States in the 
country. The departments of preventive and social 
medicine could also organise these postgraduate courses 
and suitably formulated refresher courses. These cour· 
ses will be organised for physicians involved in the 
public health service and administration, especially in 
the sphere o[ health planning, management and evalua· 
tion. Postgraduate education in public health will also 
be required for many other health personnel including 
non-medical personnel e.g. sociologists, economists, who 
are being more and more involved with the public 
health services. 

Continuing Education : 

17.20 The Royal Commission on Medical Educa
tion emphasising. the need for Continuing Education 
said, "The great changes which have taken place in 
medicine and medical practice during the careers of 
doctors now retiring may well be exceeded by those 
which will be experienced by doctors now entering the 
Medical Register for the first time, who can reasonably 
expect to be still engaged in medicine in the twent?' 
first century. All doctors, in whatever branch of medt
cine must have the opportunity and the time for conti
nui~g education in order to keep up-to-date ~ his 
own field and to remain reasonably well acquamted 
with developments in other~". 
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In the words of the Group on Medical Education 
and Support manpower of the Government of 1ndia 
the objective of continuing education is the "Training 
of a physcian, not with a view to gaining additional 
degrees or diplomas, but with a view to assisting him 
to maintain and extend his professional competence 
throughout his life." Medicine is a life-long study. It is 
not possible for a general practitioner in private practice 
or a doctor employed in the peripheral health services 
to keep the scientific content of his medical knowledge 
abreast of modem developments. The doctor should 
be however equipped to handle competently the myriad 
problems arising in consequence of the ever increasing 
specialisation of professional knowledge and the chang
ing ecological balance and social ethos of contemporary 
society. 

17.21 Changes in the modes of health delivery 
would make a continuous process of education for the 
doctor and his health team imperative. It is not only a 
question of the provision of facilities for continuing 
education, but also a personal commitment on the part 
of the doctor to a life of learning. This would need 
a transformation in our basic educational technology at 
the undergraduate level to provide the student with 
curricula which would not only train him to be a doctor 
for a vocation but also infuse in him concurrently a love 
for learning and knowledge so that he remains for ever 
a stttdent and a researcher. 

The usual methodology such a pogramme should 
adopt is the organisation of refresher courses with as 
muclJ personal involvement of the physician as 
possible e.g. workshops, seminars, symposia ~nd clini
cal activities. Such training programmes are best 
arranged by the teaching institutions. 

17.22 To make the programmes of continuing 
education successful the concerned authoriti~s will have 
to take into consideration the constraints under which 
the general practitioners work, and offer suitable incen
tives that might be necessary to attract adequate res
ponse. While it may be comparatively easy for the 
doctors in the government service to attend such training 
programmes, the general practitioner who has obliga
tions to his patien!s may find it difficult to leave his 
practice for any length of time. The monet1ry loss on 
account of the absence from practice and the extra 
expenditure on attending a course of training, may be 
the o!her consideration against his joining the refresher 
courses. It would be advisable to subsidise such train
ing programmes. This idea should be acceptable to 
the government if it is realised that ultimate benefit of 
continuing education is the improvement in the quality 
of hea1th care available to the society. 

The Committee would also emphasise that such 
continuing education programmes should not ollly be 
confined to p~tysicians, but also cover other health pro
fessionals e.g. nurses, para-medical workers. These 
should also be organised as multi-disciplinary program
mes to improve the quality of comprehensive health 
care delivered by the whole (earn of health workers. 

Training for Research: 

17.23 The demand for research workers for ex-· 
ceeds their supply in the country. Because of the fact 
that most training programmes in the colleges are· 
designed to meet the university requirements for gradua
tion, with practically no attempt to provide experience 
in the field of pure research, the shortage of serious 
research workers is understandable. The situation is 
further complicated by the migration of talented and 
trained personnel to the more developed countries-the 
'Brain drain' that has become the bane of scientific 
advancement of the country. There are a multidplity of 
'Push' and 'Pull' factors operating at any given time, 
the irrelevance of medical education to the health needs 
of the country, the imbalance between the production 
and utilisation of medical manpower, inadequate remu
neration, professional and intellectual isolation, and in
sufficient equipment and supplies for effective function
ing both in the community and the laboratory. Slow 
moving and rigid administrative procedures, have dis
heartened those in pursuit of higher research and consi
derations of lucrative job opportunities abroad com
bined with .the social and institutional prestige of foreign 
degrees have driven many an aspirant towards yonder 
pastures. 

17.24 Staff in the medical colleges have to engage 
themselves to a larger degree in hospital service, teach
ing and research programmes. The integration of teach
ing and research is thus desirable, and the adoptiC'n of 
this concept not only enriches teaching, but helps in 
increasing the country's research potential and the selec
tion of future research workers. To achieve this objec
tive, the training in research methodology should start 
at the undergraduate level and continue through post
graduation education programmes, to the teachers' 
career. The undergraduates should be encouraged to 
participate in research programmes of the department. 
This, however, presupposes a faculty keenly interested 
in research. It is, therefore, important to ensure the 
production of doctors with tile correct attitudes towards 
medical research, and our educational programmes 
should be reoriented to help in the accomplishment of 
such an objective. A well defined policy for medical 
education is thus the basic need· if medical researcli.er 
in the country is to make a meaningfuf impact. 



17.25 The Committee is of the view that training 
in research methodology and engagement to a research 
project should be obligatory for the award of a post

. graduate degree. The results should be embodied in the 
form of a thesis or dissertation. It would be desirable 
that postgraduate education should be imparted on a 
wholetime basis, so that the students could be asso
. ciated in the departmental research programmes. In the 
·case of in-service training programmes, the students 
could actively participate in research projects as techni

. clans during the vacation for which they should be paid 
:a stipend. 

The permeation of the right atmosphere for research 
'and the creation of institutional facilities will ultimately 
depend upon the attitudinal orientation of the staff, and 
·the top-level support at the medical college e.g. a well 
equipped and staffed Division of Experimental Medicine 
and the quality of research programmes of the depart
ment. This can be further supplemented by the organi

. sation of research conferences and problem-oriented 
: sem illars. 

The introduction of a research-bias in postgraduate 
·education is likely to play an important part in all fields 
of medical education including teaching. research, gene
ral and specialist practice. It will pay to emphasise 
tha• medicine is a life-long study. 

Medical Research 

17.26 The process of economic and social change 
·during the last two decades have brought about a meta
morphosis of the health and disease pattern in the 
community calling for redoubled efforts to provide and 
expand the facilities for medical research in the country. 
The need for the widening of the scope of medical re
search realised and entering hitherto unexplored avenues 
of study was to some extent met by the creation of 
institutes of postgraduate education and research under 
the Government and the Indian Council of Medical 
Research. and by encouraging research in the medical 
colleges. The factors which deterred the smooth prog
ress and expansion of medical research in the country 
in the earlier decades such as lack of trained personnel, 

. absence of governmental initiative in providing incen
tives and funds, and the apathy of medical colleges 
and the universities in the development of research. 
have to an appreciable extent, been overcome, though 
much more has yet to be done. Those responsible for 
the organisation of medical research have yet to ~ealise 
that effective research, whether fundamental, apphed or 
develoomental ensuring the fullest utilisation of limited 
resour~es. can only come out of medical colleges with 
their well equipped laboratories and trained personnel. 

17.27 In . any comprehensive consideration of 
medical research the question which inevitably arises 
is of the distinction inter-se and relative importance of 
basic research, applied research and developmem:tl Ie
search. The Committee feels that all the three facets 
of the quest of knoweldge are vital for the welfare and 
happiness of mankind. However, a balance has to be 
struck keeping in view the realities of the situation 
including the availability of funds, equipment and 
manpower . 

17.28 The Committee after visits to all the medi
cal colleges in the State and discussion with the staff 
has come to the disappointing conclusion that by and 
large a research atmosphere has not been generated in 
the State. There are no doubt, some teachers who are 
doing excellent work and have made useful comribu
tions towards the advancement of knowledge but that 
is a far cry from an integrated and objective-oriented 
programme. The Bhore Committee had mentioned two 
important reasons for the apathy of colleges tcwards 
research (a) ignorance on the part of authorities of the 
importance of research in relation to the maintenance 
of a high standard of teaching and development of the 
right attitude of mind in the student and (b) insufficient 
personnel of the right type. These two constraints are 
as valid today as at the time of the Bhore Committee's 
Report. It should be impressed on the staff of the 
medical colleges that besides expanding the horizons of 
knowledge research offers solutions to a host of new 
problems of relevance to the adminstration of health 
care systems. 

The Committe recommends the formation of State 
Council of Medical Research under the chairmanship 
of the Additional Director of Medical Education and 
Research with members drawn from all the five medi
cal colleges. The council should establish linkages 
with the ICMR. CSIR, ICAR and the Defence Research 
Council. The Government would do well to make 
specific budget allocations for medical research and 
place grants at the Council's disposal to support re
search projects in any of the recognised institutions in 
the State. The Council could also create a permanent 
cadre of research technicians who could be allotted to 
various projects. 

17.29 The College Council of Postgraduate educa
tion as snggested elsewhere could be expanded into a 
College Council of Postgraduate Education and Re
search. The .Council should act as a catalyst to stimu
late research and critically scrutinise all research pro
jects submitted by the teachers of the institutes to the 
State and national research councils for support. The 
financial support to the institutes could be in the form 
of funds for ad hoc research projects-individual or 
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collaborative, and setting up of semi-permanent units 
creating the nuclei of research and training in specia
lised subjects for which there is need but facilities are 
unavailable. These are established to enable the study 
in-depth of a specific problem over a number :Jf years. 
The units are located in institutes with the requisite 
expertise and interest in the subject which could be 
augmented by further support. One such area of excel
lence could be the "matabolic diseases research" unit 
in the depar·trnent of medicine of the B. J. Medical 
College, Ahmedabad. 

17.30 The Committee feels that to augment the 
research effort of the State and to meet the necessary 
manpower demand there is need for an appreciative 
understanding of the point of view of a research
scientist. These researchers are disenchanted with 
the present work environment and feel that the 

rewards of research are niggardly. Some of their 
problems could be high-lighted; unattractive salarY 
grades to research workers which deter aspiring young 
men primarily groomed for lucrative clinical careers 
from selecting research as their pursuit, rendering 
them ineligible for jobs needing teaching experience,. 
inability to avail of any foreign research fellowships 
because of the non-permanent nature of the research 
job. General improvements of salary scales and 

the provision of incentives, both monetary and 
non-monetary woul.d help overcome the reluc
tance to take to a career in medical research. It might 
be further helpful if the wholetime research workers 
attached to the University departments are given the 
status equivalent to the medical teachers and prestige, 
so that any lack of a sense of security and uncertainty 
of future prospects may not act as a deterrant to the' 

choice of research as a career. 
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18. MATERIALS MANAGEMENT 

18.1 The principal sources of drugs and medical 
supplies to the hospitals are (I) The Medical Stores 
Depot, Bombay (2J DGS & D Rate Contract Firins 
(3) The State Rate Contract Firms (4) The Vaccine 
Institute at Baroda (5) Emergency local purchases by 
the heads of the different hospitals. The purchases 
by various hospitais are not centralised and the role 
of the Directorate of Health Services in the process, 
is restricted to the nxation of rate contracts, release 
of grants and general supervision. In addition, the 
Director has been empowered to m·ake local purchase~ 
upto a limit of Rs. 50,000 I- per year per item when 
rate contracts are not operative. 

In the case of the Employees State Insurance 
Scheme the purchas~s of medic~! supplies are centra
·lised at the ESI directorate and stocks made available 
to the hospitals and dispensaries run under the scheme. 
The Government of Gujarat have done well . to consti
tute a separate medical stores purchase committee 
under the chairmanship of the Director of health 
services with the Director of ihe Drugs Cdntrol Admi
nistration. the Joint Director. (Stores Purchase) of !lie 
Commissionerate of Industries and the Financial 
Adviser (Stores Purchase) amorig the ri\~iribers. The 
committee is expected to attend to the fo!Iowfifg 
functions particuiarly; 

m Preparation of detailed lists iri _consultation 
with the Director, Dnigs Control Administration .. 
of items and of martufactiirers capable of ensur
ing the .supply of quality goods. The Dir~ctor_ is' 
expected to constantly review the productiOn 
capacities aild the quality of ~oods. ~a~ufactured' 
by all the licensed pharmaceutical umts. ~n or out
side the State and the list is to be revised from 
time to time by the corimiittee; 

(ii) Consideration of the question of _entering 
into long: term arrange·mertts for supply, m order 
to encourage small scale units which are capable 
of ensuring consistently good quality; 

( ... ) Ensuring that the small scale and medium 
lll dd h . f scale manufacturers are not exclu e at t e time o 

preparing the hst of competent manufacturers; 

(. ) 'Not encouraging unduly, large scale manu-w . 
facturers who are subsidiaries of fowgn concerns 
. and maintain their prices higher than w~uld be 
justified in relation to the costs of productiOn; 

(v) Reviewing the packing specifica~ions for 
different products and ensuring economy Ill pack

ing requirements. 

18.2 The general experience in regard to the sup
ply and availability of medical stores at the various· 
hospitals cannot be said to be satisfactory. despite the 
procedures outlined above. Predictably, the main com-
plaint is of the inadequacy of budget grants. The other 
major cause of dislocation of supplies was stated to 
be the dependence on the medical stores depot at 
Bombay, which takes an inordinately long time to 
honour the indents and is more often than not, unable 
to meet the requirements. In the case of the rate con
tract firms also, the problem frequently is, of delayed 
deliveries, defaults and intermittent supplies. The 
situation was stated to be really serious in the case 
of some of the small scale units within the State. 

18.3. The result has been an indiscriminate 
resort 'to the powers of local purchase and the molint
ing pile of audit objections. Complaints from the 
public, of hospitals running out of supplies and even 
every day items like gauze and gloves not being avail
able, however persist and the situation at the major 
hospitals appears to be getting out of hand. Most of 
these . maladies can be remedied under an efficient 
system of materials management, the basic objectives 
of which are two fold; firstly to evolve an arrange
ment of supplies that will ensure that there are ade
quate stocks, but not too much at any given time,. 
properly stored and easily retrievable and distribut~d 
to the points of use according to needs; and >econdly, 
to make sure that available resources are used· 
optimally and · purchases are made at the m?st 
competitive prices. for the required quality of supplies. 
In operative terms this has to be concretised through: 
several steps; 

(i) To estimate as accurately as possible the 
·types and quantities of materials required and to 
specify the quality; 

(ii) To organise supply from different sources 
on the mpst economical terms; 

(iii) To ensure that deliveries are according to 
predetermined s~hedules, and quality specifica
tions are fully n:et; 

(iv) To arrange for proper receipt, storage, 
issue and accounting; 

(v) To establish sound inventory control proce
dures and; 

(vi) To devise safeguards against pilferage and 
malpractices in ordering supplies and distribution 
to the user instJtutions. 
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18.4 Central Stores Organisation.-The Com
mittee is of the view, that in order to ensure that the 
requirements of all the medical institutions are met in 
time and the flow of supplies is properly regulaterl, it 
would be desirable to think in terms of. a central 
organisation for provisioning, procurement and distri~ 
bution of stores. 

While this would essentially be in the nature of 
a non store holding purchase organisation, it could 
effectively coordinate the demands from various hos
pitals, primary health centres and dispensaries, insti" 
lute rate enquiries and establish rate contracts with 
the manufacturers directly. This organisation should 
consolidate all requirements, large or small from all 
the medical institutions, district wise and arrange for 
direct supplies to the Distict Medical Officers and the 
District Health Officers from where supplies would 
flow to the peripheral institutions. This would on 
the one hand facilitate bulk orders being placed and 
economies of scale being derived therefrom and provide 
for centralised control on the movemem of stores, on 
the other. 

18.5 The Committee noted with some measure 
~f concern that .there was no uniformity in the proce
dures of purchase 0f medical stores adopted by the 
District Panchayats. The powers to purchase drugs, 
medicines and equipments for all the PHCs. ·and rural 
dispensaries vest in the District Panchayats, but there 
appears to be no .common system of purchase. of drugs 
and medical stores and each District Panchayat have 
evoived its own methods. So:ne District Panchayats 
like those of Kheda and Bulsar have 'sub committees, 
which are responsible for regulating all the purchases. 
The indents are obtained from the various peripheral 
units and then t~nders are invited. These tenders are 
scrutinised bv the members of the .sub-committees 
which include the medical officers from the nrimary 
health centres and dispensaries. Other District Pancha
yats have given the power to the District Health offi
cers, who decide the purchase in consultation with the 
District Development Officer. The working procedures 
and the pattern of delegation of the powers also vary 
from one District Panchayat to another, The Com
mittee strongly feels that the District Panchayats should 
also avail of the services of. the central stores organi
sation and obtain their requirements of medical stores 
through it. Apart from helping in the process of 
standardization of drugs and equipments used. this 
would be economical also. The possibilities of mal
practices that alway' exist when a large number of 
agencies are dealing with purchases. could be elimi
nated under the centralised arrangement. 

18.6 The central purchase organisation should 
issue guidelines to all constituent units on indenting 
stocking. accounting. stores verification. write off of 

losses, accounting of short-life items and stores pre
servation, from time to time. This organisation in 
collaboration with the State Drugs Control Administra
tion should ensure the quality of drugs supplied to the 
hospitals, by arranging for the supplies being tested at 
regular intervals. Periodical inspections and stores 
audit should also be undertaken by this organisation. 

18.7 The Committee has recommended else
where, the pattern of staffing for the section dealing 
with medical stores, at the Directorate. The head of 
the unit should be a senior medical officer and he 
should be assisted by a senior pharmacist. He should 
function as the secretary of the medical stores purchase 
committee. The purchases wing of the ESIS should 
also beeome a part of this organisation. The Com
mittee is aware that several details of the new scheme 
require to be worked out and feels that it may be 
worthwhile to appoint a departmental Committee to 
prescribe the detailed working arrangements. 

18.8 Medical Equipment Sea/e.-The provision· 
ing action to be taken by the medical stores organisa· 
tion can be greatly simplified if the medical equipment 
scale· for medical units of different sizes, dispensaries, 
primary health centr.es laboratories and specialist cen
tres and departments, are drawn up. The scale should 
include all items· and their quantities, representing the 
general requirements of the units concerned. Anything 
outside the scale applicable to the institution. can 
however be procured after special authorisation. Lay
ing down such an equipment scale will ensure that 
each category of institutions is uniformly equipped and 
supplied. Package indents for the smaller hospitals 
can also be usefully adopted. 

· · 18.9 Vocabulary of Medical Stores.-To facili
tate the, assessment of requirements. provisioning. 
procurement and accounting . .it is necessary to have a 
catelogue . of all items of stores which represent the 
regular requirements of the various institutions. This 
catalogue can -be divided into different groups, each 
repres;ntil'\g a particular class of medical stores and 
equipment. It should, however be ensured that items 
which are required sparingly and in very small quanti
ties do not form part of the catalogue. as their central 
provisioning will be uneconomical. The vocabulary 
will show the accepied terminology of different items, 
their · accounting unit. specification, packing require
ments and rates. 

As far as possihle, pharmacopoeial nomenclature 
or generic names should be adopted. to allow for ·wider 
competition among the suppliers. Whenever it becomes 
necessary to have proprietory products, efforts should 
be made to list other equivalent proprietory products 
be acceptable; in lieu. As a necessary corollary, doc-
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,tors _at the .Government and Panchayat medical institu
tions should be dissuaded from prescribing branded, 
patent and proprietary_ medicines which, if supplied 
inflate the drug bilL The basis of treatment of the hos
_pital should appropriaely be the national formulary. 
The treatment should also be prescribed by the pharma
-copea or the generic name, except under very special 
circumstances. 

18.10 Medical Stores and Equipment Panel.-A 
Committee of ptofe~sional experts in various fields 
should be constituted as the Medical Stores and Equip
ment Panel. The function of this panel will be to 
periodically review and revise the vocabulory of 
medicai stores and the medical equipment scale for 
various units. Another important sphere of action 
of the panel will be to recommend the introduction 
of newer and more effective drugs and improved 
equipment and the deletion of items whtch are 
obsolete or have been replaced by better products. 
Onlv the items recommended by the panel sh0uld be 
pur~hased and supplied, to the various hospitals. 

18.11 Procurement of Medical Stores.-The 
Medical Stores purchase Committee which will be the 
main guiding force behind the entire medical stores 
or~anisation. will depend for its success. on the preli
ml~arv work done by this agency. Collection and 
scruti~y of m'dents, determination of the quantities of 
supply drawing up specifications and delivery sche
dules shall have to be attended to meticulously and the 
processing of tenders and placement of orders and 
follow up of the actual flow of supplies, also would need 
to be streamlined. While the open tender system and the 
procedures of scrutiny and acceptance of tenders are 
essential safeguards, the Committee feels that due atten
tion has also to be paid to the capacity of the tenderers 
and their past record of performance. The State Drug 
Control Administration. as the licensing authority would 
be in a position to arrive at realistic estimates of the 
capabilities of the different manufacturing units, located 
inside the State. In the case of parties from outside 
the State. detailed enquiries would have to be instituted 
to ensure that supplies at contracted rates would be 
Tegular. 

In this connecFon the Committee feels that a 
policy of preference to _the- small scale manufacturing 
sector should be pursued with the utmost circumspec
tion. The procedures for locating alternative sources 
of supply being subject to serious delays, the conse
quences of default by one of the small scale unit~ could 
be serious, for the hospital supply system. In th1s con
text the Committee learns that some of the States of the 
country have adopted the practice of _direct. purchase 
from the public sector drug manufactunng umts. Ap~rt 
from the benefits accruing from the standard quahty 
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of such products, the public sector units being more 
advantageously placed, in regard to raw material avail
ability could perhaps be expected to adhere to delivery 
schedules 'with greater regularity. 

18.12 The Committee learns that the Indian 
Standards Institution has developed standards, for a 
large number of items of medical equipment. The 
Committee also understands that the Gujarat Govern
ment has already issued instruction to the effect that 
goods bearing lSI certification, should be preferred. 
During the Committee's visit to the lSI. it was pointed 
out that in a number of cases, the lSI certified pro
ducts had to face undercutting of prices by the rival 
manufacturers and competitive 'price advantage was 
thus against them. The Committee feels that a certain 
definite margin in terms of price, may also be allowed 
in favour of the lSI certified items, in order to make the 
policy of preference for products conforming to the 
ISI standards, operative. 

18.13 Stores Inspection ond Quality Control.
Elementary precautions taken at the time of taking 
deliveries. can go a long way in avoiding losses to the 
Government. Scrutiny of shortages, breakages and 
other damage should be insisted upon. On receipt of 
stores from the rate contract firms or local suppliers. 
it would be e~sential to check that the specifications 
have been fully. met. Periodically, samples will have 
to be taken and sent for testing and verification of the 
ingredients: The date of expiry of short life drugs 
should be checked to ensure that at the known rate of 
consumption, the items would be used up before the 
dates of expiry, indicated. Action will also have to be 
initiated in cases of late supplies, non-fulfilment of 
specifications or unauthorised staggering of supplies. It 
will be ideal if the State can build up in course of 
time its own inspection organisation so that purchases 
of large value could be subjected to prior laboratory 
exami~ation before final acceptance of stores. Till such 
an organisation is established, it will be advisable that 
the p~rchases are made only from reliable suppliers and 
visual inspection is carried out by a panel of profes
sional experts before the goods are accepted. Drugs 
could be considered for acceptance only on the produc
!ion of a certificate of the quality from one of the recog· 
nised laboratories in the country. 

18.14 Storage.-·Great care requires to be taken 
regarding the storage of medical stores, at all the larger 
hospitals which hold large stocks of drugs. The stores 
should have two cold rooms one with a temperature 
range of 35°-50° F and the other with temperature 
between 60° .goo F. Items like sera. vaccines, X -ray 
films. ether. chloroform etc. should be kept in the former 
and most of the injectables, vitamines. rubber goods etc. 



are to be stored in the latter. Poisons and dangerous 
drugs should be kept under special scrutiny precautions. 

The stores should be arranged in groups according 
to dates of time expiry. The batch nearest to the date 
of expiry should be placed m the front row to be 
picked up first. Care should be taken that the stores are 
protected from the adverse effect of heat, light and 
moisture. 

18.15 Provisioning Procedure.-The system of 
central provisioning is conducive to economy and lends 
itself to proper quality control. The provisioning pro
cess should be so designed that the provisioning action 
is initiated approximately one year in advance with a 
suitable cushion of three months requirements in stocks. 
The supplies for items having a limited life of two to 
three years should be procured in convenient instalments 
in order to avoid accumulation and time expiry. 

So far as the expendable stores, drugs and chemicals 
are concerned, there can be no scale and these are used 
on an "as required" basis. Great care has to be given 
to the level of stocking, both in the depots and hospitals 
and medical units. Over insurance is uneconomical and 
at the same time, this causes damage and deterioration. 
It is at the same time necessary that certain procedures 
are evolved for holding stocks in hand in order to avoid 
being overtaken by shortages. There are certain items 
which are fast moving and the others are slow moving 
and the life spans are also different An intelligent 
appreciation has, therefore, to be made taking into 
consideration the actual and anticipated consumption 
levels and the time lag involved in procuring the sup
plies. Based on this appreciation, stocking can be 
done to cover a period of one month for some stores 
as x-ray films, two months for items having a life of 
two years or less and four to six months in the case of 
other items. 

A periodical review should also be carried out of 
holdings in all medical units. with a view to ensure 
timely disposal of stocks. Large surpluses should be 
moved to needy areas if necessary. 

18.16 Indenting Procedure.-AII medical units 
should submit their idents to the medical stores organi
sation regularly on fixed dates. The quantmes 
asked for should be based on past experience and 
there should be no tendency to accumulate medical 
stores in the respective stores. 

It will be a good rule to submit indents every two 
months for x-ray films, medical gases, transfusion fluids 
and items having a life of not more than three years. 
For other items indents may be placed twice a. yea~. 

18.17 Inventory control.-Genera1 guide lines can 
be no substitute for proper inventory management. 
Scientific inventory control procedures should be adop
ted with a view to maintain investment at the lowest 
level consistent with consumption levels and the finan
cial provisions. The cardinal principle of inventory 
control is, that items of high annual consumption are 
ordered more frequently so that the inventory holdings 
are as low as possible.. In the case of items whose
annual consumption value is comparatively lower, 
orders could be less frequent and stocks can be 
maintained on hand. 

Two of the generally recognised systems of inven
tory control are (i) the cyclic system and (ii) the 2 Bin 
system. The essance of the first of these two systems 
is, that the stock situation is reviewed at definite time 
intervals with regard to the availability, rate of con
sumption etc. in order to place orders. The quantity 
ordered on each occasion will vary in relation to the 
stock on hand and future requirements. Under the 2 
Bin system, purchases are made when the stock reaches 
a predetermined level and the quantity ordered is more· 
or less constant Generally, the cyclic system is well 
suited to the supplies from medical stores depots and 
the 2 Bin system can be adopted in the event of rate 
contract purchases. For each item of purchases there 
should be the ABC classification supplemented by the 
V.E.D. analysis, so as to establish control procedures 
valid both on the basis of. consumption and vitality. 
The fixation of lead time, safety stock, reorder level 
and economic ordering quantity are the other key· 
features of the inventory control system. 

18.18 A related issue is that of stock turnover. 
Special efforts are need to ensure that items are not 
left over beyond expiry dates. Expiry dates entered 
on control sheets, to keep track of the flow of such 
items should be insisted on and if the stocks on hand ' 
are large, they should be diverted to other institutions. 
Some items become non moving on account of obsoles
cence, deterioration or date expiry. Care should be 
taken at the stores to reduce this occurrence. A list 
of such items should be annually compiled and a com
mittee of doctors should go into the raesons for non 
use and suggest ways and means of bringing them into 
use wherever possible. Encouraging and promoting 
their use in the OPD or the wards or disposal to non 
governmental medical institutions by inviting tenders 
from outside buyers may have to be thought of. 

18.19 Store Accounting.-Great stress should be 
laid on stores verification and accounting. Medical 
stores and equipment in the larger hospitals should be 
held in the charge of a full time officer. The officer
in-charge of the medical store. should be responsible 
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for the safe custody, proper storage, maintenance, pre
servation and tum-over of stores. 

Issues of medical stores from the main store should 
be made to the hospital dispensary in small bulk for 
supply to the wards and departments. The flow, there
fore, is from main store to the dispensary and from 
dispensary to the various indenters in the hospital. 
Issue of stores from the main stores to the dispensary 
should be done once or twice a month and charged off 
from their ledgers. It is in the dispensary where daily 
transactions take place with a large number of custo
mers, and it is here that proper vigilance is needed. A 
'Day Book' should be maintained in the dispensary 
which will show details of issues supported by indents, 
which are serially marked. · The indents should bear 
the signatures of the issuer and the receiver. A regular 
check of a certain percentage of the issues should be 
carried out by the Deputy Superintendent of the teach
ing hospital or the RMO of the district hospital. 
Frequent surprise checks by the higher authorities will 
also have a salutary effect. Internal audit and physical 
verification of stores periodically will also supplement 
the efforts at proper stores accounting. 

18.20 Pilferage of drugs is one of the major 
problems spheres of materials management at the hos
pitals. This can be held in check by reducing the 
variety of items stored, proper labelling of containers 
and marking the drugs supplied for the hospital with 
special distinguishing marks. Pilfer proof caps for 
liquid orals and strip packings with special inscriptions 
such as "for government use only" may also be 
arranged. The use of printed indent forms for indent
ing stores from outside as for distribution within the 
hospital, should be insisted upon. Out-patient prescrip
tions should be serially numbered and the full names 
of the do~tors issuing them should be asked to be 
written thereon. 

18.21 Local Purchases.-The Committee is aware 
that local purchases of medical stores are not entirely 
avoidable, but feels that they should be resorted to 
sparingly. Such purchases could be justified only when 
a particular item is out of st_ock and is needed urge~tly 
or when an item is not available from the medical 
stores and is not also oil any rate contract and is 
required for day to day operations. In the State, the 
Superintendents of hospitals have powers of local pur
chase upto Rs. 2,5001 • per year and the Superi~tendents 
of teaching hospitals upto Rs. 10,000 I· per Item per 

The DHS has also similar powers of local annum. . 
purchase upto a limit of Rs: 50,000 1·. per Items per 

There powers are exercisable subject to the con-vear. . . . 
dition that no rate contract for the same Item IS m 
force. The Committee feels that these powers are ade-

quate but is of the view that local purchases should be 
avoided to the utmost, by taking care to place indents 
through the medical stores or through the rate con
tract sources well in time. When local purchases become 
inevitable they should be made through reliable agen
cies or from the manufacturers themselves. A list of 
approved suppliers may be drawn up for each hospital 
in consultation with the State's Drug Control Admini
stration. It should also be incumbent upon the autho· 
rity taking recourse to local purchases, to furnish 
details, of the item, date, quantity, mode, source and 
price of purchase and the reasons for purchase to the 
Director of Health Services as soon as possible after 
the purchase. 

18.22 Repairs and Maintenance of Medical 
Equipmems.-During the visit to several medical insti
tutions, the Committee frequently heard complaints of 
inadequate facilities· for the maintenance of hospital 
equipments and instruments. Normal maintenance 
apart, even arrangements for repairs were insufficient 
and the heads of the hospitals did not l;lave sufficient 
powers to order repairs to be carried out locally. The 
position appears to be even more serious in the case 
of the rural institutions. It is estimated that a capital 
investment of the order of Rs. 30 I· crores has been 
made by various international agencies and the Govern
ment of India, on the supply of equipments to the 
medical institutions in the State. The PHCs, the Refer
ral hospitals and other health institutions that have been 
supplied with these equipments are scattered through
out the State and the problem of their maintenance and 
repairs is therefore very real. Once out of order, the 
equipment remains out of use for weeks on end and 
in the intervening period the inconvenience caused to 
the user public is enormous. 

The Committee feels that the problem has to be 
tackled on two fronts. In the urban centres where 
facilities for regular maintenance of different equip
ments are available, service contracts should be entered 
into either for a large number of hospitals together or 
regionwise as may be convenient. Sometimes the 
manufacturers and their authorised distributors would 
themselves undertake to provide maintenance services 
of sophisticated equipments. 

18.23 The difficulty experienced by some of the 
outlying medical institutions can not however be solved 
in this fashion. It would therefore be necessary to 
organise a central workshops at Ahmedabad and regio
nal workshops at the various medical college centres, 
to cater to the maintenance needs of medical institu
tions in the region and to undertake minor repairs to 
equipments. The Committee understands that an elec
tronic workshop has been set up at the Civil Hospital, 
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Ahmedabad in 1972 and this workshop attends to the 
repairs of electronic equipment received from all the 
district hospitals. This is a good beginning and wah 
the experience gained over the last three years, it should 
be possible for the Government to expand the work
shop and the scope of its activities and strengthen its 
organisational set up. 

Government has sanctioned two pilot projects com
prising mobile teams, for servicing and maintenance of 
equipment at the peripheral institutions. It is however 
clear that two teams would not be able to cover the 
entire State and if the services provided by such units 
are to be timely and comprehensive there should be at 
least one such unit working in each region attached 
to the medical college. 

The central workshop should have a regular 
system of indenting spare parts and particularly compo
nents of imported equipments and spares not locally 
available. · 

18.24 The problems of maintenance and repairs 
of the large fleet of vehicles also deserve special atten
tion. Here again the requirements of the PHCs and 
the rural hospitals merit high priority since their work
ing should be seriously impaired, in the absence of the 
vehicles or the ambulances available with. them. The 
Committee feels that the regional workshops should 
have their own transport wings working under specially 
trained staff and generally under the control of the 
transport officer of the Directorate of Health Services. 
The following important issues should also. be borne 
in mind in connection with the management of a large 
fleet of vehicles. 

(i) A clear policy of replacement of unservice
·able vehicles is necessary. It seems that vehicles 
supplied by the Government of India or the Inter
national Agencies are to be replaced at the cost 
of the State Government and a large proportion 
of the fleet is nearly due for replacement; 
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(ii) The ceiling limits on maintenance have been 
fixed several years ago and are in need of suitable· 
revision; 

(iii) A scientific programme of inventory hold
ings in spares and· accessories should be worked 
out; 

(iv) Purchases of spares and materials for re
pairs should not be subject to procedural rigidities. 
Direct purchases from manufacturers at prices noti
fied by' them may be permitted; 

(v) The heads of medical institutions should 
have sufficient powers to authorise emergency 
repairs to ambulances and essential vehicles; 

(vi) Medical Officers- of the. PHCs majr be 
authorised to incur an expenditure not exceeding 
Rs. 100 I- on each occasion, on emergency repairs 
to the PHC ve~icles without any insistence on 
tenders or quotations. A certificate of the emer
gency nature of the repairs may be asked to be 
furnished and an annual ceiling on such expendi
ture may also be fixed; 

wii) As recommended elsewhere, the work
shop facilities available with the State Transport 
Corporation and the Public Works Department 
may . be availed of, fully, and both these autho
rities may be approached to assign top priority to 
the repairs of ambulances and essential. vehicles .. 

It would be of advantage to constitute a small 
departmental ·committee consisting of the Hospital 
Engineer, the Transporf Officer and the Financial Con
troller of the Directorate to advise on the most econo
mical methods of purchases of stores and spares and 
deal with selection and quality control of supplies. 
modes of payment and authorisation of purchases of 
an urgent nature. 



19. HEALTH STATISTICS AND DATA PROCESSING 

19.1 The Committee would strongly urge the need 
:for organising a dependable system of compiling and 
.reporting of health statistics as the meaningful basis of 
£lectronic data processing. This is of particular signi
ficance to the hospital sphere, since, crucial decisions 
on the creation and expansion of hospital facilities 
have to be taken, keeping in view the most economical 
dispersal of available resources and the potential to 
derive the potimum advantage of their actual employ
ment. 

19.2 Hospital statistics can be grouped under two 
broad heads (z) those relating to the institution and the 
services it offers and (il) those based on the patients. 
The former could be sub-divided further, into (z) statis-

, tics of hospital resouret;S, (iz) statistics of the utilisation 
·of the facilities of the l)ospital, which will include data 
on patients flow anc! turnover, days of care and details 
of the use of professional services like operations, deli
veries, out-patient visits-X-Rays, laboratory investiga
tions and ancillary services; and (iii) administrative and 
financial information. 

The position regarding the collection of statistics, 
their processing and analysis as it is today, gives rise 
to serious misgiv~gs about the reliabilit:y of the reported 
figures and the authenticity of the analysis based there
on To cite the. Committee's own experience, the data 
~shed in response to the Committee's requests, on 
different occasions by the Directorate, on the number 
~f hospital beds, the number of dispensaries, the nature 
~f services available at the various institutions, the 
authorised strength of staff of different categories, was 
found to be lacking in clarity, consistency and coverage. 
The fact that some medical institutions are managed 
by the health section has perhaps contributed to the 

of hospital services can not be undertaken with the 
necessary objectivity and purposefulness, uuless tha 
depariment has a clear picture before it, of the nature 
and extent of institutional medical aid available in an.)l 
local area. This, besides ensuring avoidable duplica
tion of facilities in any area, can also help in achieving 
their most beneficial distribution. 

Statistics of the utilisation of different hospital ser
vices would constitute a valid basis for the planning of 
space, staff and equipment and the. evaluation and 
improvements of the standards of patient care. Admini
strative and financial data, comprising information on 
the numbers of personnel, their categories and working 
conditions, facilities for training available, income and 
expenditure figures, are vital for an appreciation of the 
hospital's requirements in terms of men and materials. 

19.4 Statistics involving the patients would lie at 
the core of any plan for achieving a proper spread of 
hospital services in the Community. In addition to the 
allocation of beds and staff, organisation of specialists 
services and an identification of community health 
problems could be scientifically handled with reference 
to such data. The important items to be covered are 
(z) cases and days by residence of patients; (iz) cases 
and days by diagnoSis; (iiz) operations by diagnosis; 
(iv) cases at the OPD by diagnosis and (v) movement 
9f patients, covering (a) the number in the hospital at 
the beginning of the year, (b) number of admissions/ 
births during the year, (c) total under care during the 
year, (d) number of discharges during the year, and 
(e) number in the hospital at the e.nd of the year. 

19.5 The Committee is of the view that the statis
tical section of the Directorate requires to be strength
ened in order to do full justice to the demands of the prevalent confusion. 

. future. One of the first tasks to be taken on hand, is 
!,9.3 The Committee would ; impress upon the the framing of appropriate proforma for reporting and 

Government the vital necessity of a concerted attempt· streamlining the flow of information from below. Brief 
to obtain bench mark data on the hospital services and orientation training of t"~ personnel concerned with 
fhe resources avafiable at different medical institutions the posting of data entries and compilation of informa
in the State, The Committee has observed that a large lion at the hospitals should be organised in co!labora
number of non-government medical institutions have tion wifu the State Bureau of Statistics. The Corn
sprung up in several parts of the state. So~e of them mittee expects that the Deputy Director ?f _Policy pl~n
are under some measure of government supermtendence ning and Evaluation should bestow pnonty attentton 
for purposes of !V!Ult-in-aid. A large number, the on this important matter. 

· · 1 a e not in rece1pt of anv government . 
Co.mmtttee earns •. r 'd th • d rtm nt's 19 6 Electronic Data Processing.-Eiectrontc data 

. d thus entirelv outst e e epa e · · · • 
a,sststance an. a~e . - r . f expansion processing is a valuablll m;IDagement atd and the system 
purview. J'lllllntn(l the future programmes o 
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has the following capabilities that could be gainfully 
utilised in relation to the specific needs of health 
aaministration to evolve sound parameters of perspective 
development 

(t) Data base capability.-With its inherent 
capacity for storing a large mass of data, in a rela
tively smail storage area, on tape, disc, or drum, 
the data bank system serves as a powerful tech
nique of building up information, updating it regu
larly and making it available to the user. 

(it) Time capability.-Processing speed being 
extremely hig"a, the computation of information 
can be done almost instantaneously. 

(iiz) Selective processmg.-selective procesSing 
of data can also be resorted to, oriented towards 
specific areas of decision makmg. For e;~:ample, 
the rejection of a stores mdent can be brought to 
the attention of the manageJDent, when the mini
mum stock level for that item bas been reached, 
with a simultaneous report of the stock position. 

(iv) Cap:<bi/ity in dealing with changing condi· 
tions.-Tbi~ system bas a major significance in 
providing the mnagement with flexibility, to deal 
with changing conditions. 

(v) Capability in dealing with interrelated 
variables.-Tbe system can evaluate various inter
related factors for management decisions. 

19.7 Electronic data processing involves, systems 
analysis, feasibility study for modification of the system 
of inflow of information, and programming for desired 
outputs, at predetermined intervals s]l<iedily and accu· 
rately. For the State's health services the potential 
areas of electronic data processing are outlined in the 
following paragraphs. 

(I) Health Intelligence.-The State Bureau of 
Health Intelligence collects. a large volume of 
health statistics which are recorded and processed 
for further use. E.D.P. can be employed in record
ing and processing information on total deaths and 
births in each village, taluka and district Mortality 
figures can be further classified according to dis
cases, age, sex and religion. Similarly infant 
mortality rates, maternal mortality rates, cause 
specific death rate etc. can be computed. 

(il) Family Planning Statistics.-The whole 
range of family planning statistics can well lend 
itself to being computerised. Recording of infor
mation on (a) Target couple register (b) fertility 
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rates (c) number of infant deaths (D) number of. 
families practieing F.P. methods (e) number of 
acceptors (f) knowledge appitide an!i practice. 
(KAP) studies etc. can be recorded under the 
E.D.P. system. This information can be further 
classified and reprocessed for getting more. 
detailed information. 

(iii) Hospital Morbidity Statistics.-Tbe num-· 
ber of hospital admissions, discharges and deaths 
in ail the hospitals of the state can be recorded. 
Similarly the out-patient attendance in ail the bos-.. 
pitals classified age, sex and diseases-wise can be. 
recorded. Further cross referencing in relation to 
the areas o~ residence, occupation and income 
groups could also be undertaken. 

(iv) Hospital Activity Analysis.-Information. 
regarding the number of laboratoy examinations 
done. number of X-Ray films used and the other 
investigative procedures utilised, can be recorded. 
and analysed to study the pattern of professional 
activity and the utilisation of various services in 
the hospitals. Tbe data can be analysed to evaluate 
the application of resources, in qualitative and. 
quantitative terms. Reduction of excessive patient. 
days m the wards and overworking of the. hospital 
services can be detected and corrective measures, 
taken. 

(v) Medical Records.-Clinical records of pati
ents discharged from hospitals are now stored in. 
almirabs I racks at all the hospitals. Such records 
should really be kept in manila envelopes and 
placed in racks in a systematic way giving serial 
identification, numbers and arranging them in & 

proper chronological sequence. This information 
can best be stored in the computer. . Case sheets 
of all patients discharged from .the hospital suffer
ing from particular disseases can be quickly and 
efficiently retrieved. This is an important require
ment for follow up and for research. At a later· 
date salient clinical features of important diseases 
treated in hospitals can be stored directly on the 
computer. It is essential however that hospitalS• 
record the diagnosis strictly in conformity with the 
international classification of diseases and causes 
of death. The nomenclature and coding number· 
must invariably be used in all cases. 

(vz) Medical Stores.-Medical Stores are· 
required to stock a large number of drugs and 1;\ 
constant check bas to be maintained to hold a 
minimum stock level. An efficient inventorv con: 
trol system should therefore be develo~d aiid' 



various policies I criteria laid down in stocking of 
drugs, based on computerised inventory analysis 
and forecasting. The determination of minimum 
stock levels and reorder quantities will be greatly 
facilitated by adopting these methods. 

Periodical evaluation of the expenditure on medi
cal stores can also be carried ·out with the follow
ing objectives: 

(a) expenditure pattern of certain specific 
drugs, dressings and X-Ray films. 

(b) Variations in expenditure according to the' 
size of the hospitals; 

(c) determining the scope for economy. 

(viz) Inventory control of spare parts for diffe· 
rent equipments and the large fleet of vehicles cali 
also be introduced. Such a system will help in 
avoiding shortages and give a clear picture of the 
total inventory in stock. The system can further 
be extended to prepare various inventory manage-

ment reports like (i) ABC analysis, (ii) Cost-Centre
wise issues, (ill) Purchase order follow up, liv) 
Indenting of orders and (v) vendor performance 
reports. 

Information on the various assets of each of the 
hospitals like beds, wheel chairs and scientific 
equipment like X-Ray machines can be stored on a 
computer file along with their values and expected 
life spans. This will help in devising a rational 
policy of distribution of assets. It would also be 
possible to devise a cogent schedule of replace
ment of equipment, vehicles and durable supplies 
with . reference to their active .life span and the 
known rate of deterioration. 

(viiz) In the sphere of personnel management the 
'department can adopt the personnel inventory sys
tem, compiling computer data files of the bio-data 
of medical officers of different categories including 
specialists and medical teachers. The file will have 
to be updated periodically and can prove to be 
an excellent aid in the sphere of personnel admini- ' 
stration. 



20. ACKNOWLEDGEMENTS 

The Committee would like to express its grateful
ness to His Excellency the Governor for his encourage
ment and interest in the Committee's work. The officers 
and staff of the Health Department at the Secretariat 
and at the Directorate have provided willing support 
and cooperation and have rendered all help to the Com
mittee in its work. The Committee is grateful to all 
of them. The Committee also thanks the large num
ber of officers and staff members of the district health 
organisation who made the necessary arrangements for 
the visits to various medical institutions in the State. 
The discussions , the Committee has had with various 
professional groups and prominent individuals have 

been of invaluable help in formulating the recommenda
tions in the report. The Committee is beholden to all 
of them for sharing their thoughts with the members. 
The Committee would also like to thank the Liaison 
Officer of the Gujarat Government at Delhi and the 
staff of the Gujarat Bhavan for the courtesies extended 
by them. · 

(Sd/-) S. N. Chatterjee. 

(Sd/-) P. N. Wahi 

(Sd/-) M. J. Bhatt 

(Sd/-) V. Krishnamurthy. 



APPENDICES 

H-8G7-30 



APPENDIX I 

Committee on Hospital Administration 

. ··GOVERNMENT :oF GUJARAT 
PANCHAY'ATS.AND HEALTH DEPARTMENT 

· Resolution No. MCG;c2574/686-N, 
Sachivalaya, Gandhinagar, dated the 30th January, 1975. 

RESOLUTION 

Government has had under .consideration the need 
for a complete overhaul of Hospital Administration.itL_ 
the State as also the restructuring of the State Direc
torate of Health Services. For this purpose, Government 
is pleased to appoint a Committee with the following 
composition:-

Lt. Gen. S. N. Chatterjee (Retd.), 

PVSM, MC, FAMS, 

Former Director General, 

Armed Forces, Medical Services 

Dr. P: N. Wahi, 

M.D., D.Sc., F.R.C.P. (Lond), 

F.C. Path, (Lond), F.A.M.S .• 

F.I.A.C., F.N.A., 

Former Director General, 

Indian Council of Medical Research 
' 

Dr. M. J. Bhatt, 

M.B.B.S., D.T.M. MPH (USA), 

Former Director of Medical Services 

(ESIS), Gujarat and Former Medical 

Commissioner, E.S.I. Corporation. 

Shri V. Krishnamurthy, I.A.S., 
Deputy Secretary to Government of 
Gujarat, Panchayats and Health 

Chairman 

Member 

Member 

Department .. . Member-Secretary. 

2. The terms of reference of the Committee will 
be as follows :-

(i) To study the existing structure and func
tioning of hosoital administration and hospital ser
vices in the Teaching and Non-Teaching Hospitals 
in the State and to suggest ways and means of 
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streamlining the same so that the hospitals in the 
State can render effective and efficient service in 
the cause of the. public; .. 

(il) To examine the present set up of the Direc
!orate of Health Services-both Medical and 
Public Health Wings and to indicate suitable steps 
for reorganisation and rationalisation of its struc
ture and working in order to ensure its effective 
and dynamic functioning at the helm of Health 
and Medical Services in the State; 

(iii) To prescribe suitable principles for· recruit
ment, training and placement of personnel with a 
view to ensure optimum utilisation of available man 
power resources; 

(iv) To suggest ways and means of making the 
medical services in the State need-based and rural 
oriented, especially with reference to the Minimu.m 
Needs Programme of the State; 

(v) To advise the Government on the question 
of priorities to be adopted in regard to the crea
tion and extension of hospital services (Diagnostic 
and Therapeutic) especially in specialised fields 
such as T.B., Cancer, Diabetes, Heart Diseases. 
Ophthalmic Services, etc., 

(vi) To advise Government on the scope and 
metftods for integration. of medical research on 
health problems of special interest to the State 
with creation/ expansion of field services to ensure 
perfect complementarity; 

(vii) To advise the Government on the structure 
and organisation of para-medical services in the 
hospitals so that they are able to fulfil on their 
apoointed role in the scheme of providing medical 
relief: 

(viii) To review the current procedures of pur
chase of medicines. equipments. instruments and 
supplies for the hospitals and dispensaries as also 
for the maintenance of vital equipment and instru
ments, with a .view to suggest improvements in 
the same to ensure better management of hospital 
inventories consistent with considerations of effi
ciency and economy. 



(ix) To examine the scope for the application 
of electronic data processing in -hospital admini
stration and allied spheres. 

3. This will be a State-level committee with its 
Headquarter at Ahmedabad. 
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4.- The Committee will submit its report to Gov
ernment at the latest by the 15th May, 1975. 

By order and in the name of the Governor of Gujarat, 

(Sd/·) T. H. GANDHI, 
Under Secretary to the Govt. of Gujarat, 

Panchayats and Health Department 



APPENDIX II 

GovERNMENT OF GuJARAT 

Health Commission Questionnaire II 

I. ADMINISTRATION : 

1.1. Whether the Medical and Health Services 
should be integrated from the top to the lowest level 
or they should be separate ? 

1.1.2 Whether Medical Services, Health Services and 
Medical Education should be under one head or under 
separate heads ? 

If under separate heads, please specify how co
ordination can be brought a bout ? 

1.2 Teaching Hospital Administration.-Should 
the Dean be also the superintendent of the hospital, or 
college and hospital administration be under separate 
heads ? 

1.3 District Hospitals.-What are your views 
about the working of District Hospitals ? 

Is the present division of administrative duties bet
ween the Civil Surgeons and District Health Officers 
satisfactory ? 

If not what are your views for improvement of. 
the system. 

1.9 X-Ray and Laboratory Services.-Are you 
satisfied with the adequacy of X-Ray and Laboratory 
facilities in the Hospitals ? 

If waiting period is long, what is your recom
mendation to minimise the same ? 

1.10 Minimising hospital congetion.-Most of the 
hospitals suffer from over crowding by patients and 
relatives ? 

Give your views as to how to minimise the same 
in (a) In-patients (b) Out-patients ? 

2.1 Whether the services provided by hospitals 
at various level including teaching hospital are satis
factory ? 

Please give your comments as to how this can 
further be improved ? 

(a) In-patient Services. 

(b) Out-patient Services. 

2.2 Are there any voluntary organisations asso
If not what are your suggestions for improvement ? ciated with the hospital for patient care ? 

1.4 Recruitment.-What is your view regarding 
the adequacy o( the present system of recruitment of 
senior Medical Officers e.g. D.H.S., Dy. D.H.S., Princi
pals, Deans, Superintendents, Professors, Associate 
Professors, Assistant Professors etc. 

1.5 Are you satisfied with the present system of 
maintenance of hospital statistics ? 

Give your views for further improvement. 

1.6 Casualty Services.-Please give your evalua
tion of casualty services in the teaching and district 
hospitals and give your suggestions for improvement. 

1. 7 Whether the teaching staff should be full time 
non-practicing or part time practicing. If full time non
ptacticing what do you consider adequate scale emolu
-ments,? 

1.8 Medical Stores and equipments.-Are you 
satisfied with the present system of purchase, storage, 
inspection and distribution of stores including drugs, 
equipment, instrument etc. ? 
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2.3 Rural Health Services.-Is the present orga
nisation of Rural Health Services with Primary Health 
Centre as the base, serving a population of 30,000 to 

. 80,000 satisfactory to ~nable the benefits to reach all 
the population in the area ? 

2.4 Does the present system bring the benefits 
both -of the preventive medicine and individual care 
to the population ? 

2.5 Is there an order of priorities established ? 
If so, whether by the health department or the Com
munity or as a joint effort ? 

2.6 It is accepted that for a long time, it will not 
be possible to deliver the health care to the rural popu
lation by the medical graduates. 

The Government is considering a scheme for train· 
ing a cadre of medical assistants. 

Do you think medical assistants will be able to 
deliver the basic health services, considering the prevail
ing socio-economic conditions of the rural population ? 
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2 7 What should be the working relationship bet
ween the doctor, health assistant, and auxiliary health 
worker ? 

2.8 For efficient administrative and health servi
ces, a well organised, "Health Inspectorate Service" is 
a prerequisite ? How is it functioning in the State ? 

2.9 Is there any system of exposing medical offi
cers to general hospital administration before they are 
actually appointed to such a post ? Normally higher 
promotions are given by seniority irrespective of whe
ther they have any administrative experience. If not 
.give your views ? 

.2.10 Have the heads of hospital institutions been 
given any powers to incur expenditure over, minor works 
and purchase without reference to higher authorities ? 
What are your views on this and how much powers 
should be delegated to them ? 

2.11 Are you satisfied with the present number of 
higher appointments available in the state Medical and 
.Health Cadre ? 

·2.12 Do you think there should be a separate 
cadre for medical (general) health and teaching appoint
ments or these should be a combined cadre, where 
interchange is possible ? If so give your views as how 
to operate it ? 

2.13 Is there any incentive for doctors opting for 
rural health services ? 

3. RESOURCES : 

3.1 What proportion of State Revenue should be 
allocated for the Health Services ? 

Do you consider the existing allotment in the 
Fifth-Plan adequate ? 

Are you satisfied that resources allotted are uged 
in the most effective way ? 

3.2 Are the Health indices available ? 

(a) Indices of resources (money, manpower. 
facilities, drugs etc.) 

(b) Indices of health and diseases (morbidity 
and mortality etc.) 

4. MEDICAL AND HEALTH EDUCATI6N. 

4.1 Selection of Students.-Does. the present sys
tem of selection of students ·purely on academic merits 
judged by the Pre-Medical Examination ensure that the 
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students selected are suitable to perform the functions 
of a doctor as needed by the community ? 

If not, what additional Criteria would you suggest 
to ensure motivational involvement of would be doctor 
i.e. assessment of his personality and motivation ? 

4.2 Should the Pre-Medical Course be tought in 
the University or as part of Medical College curriculum? 

4.3 What do you think about "Nationally Orga
nised clearing house" to deal with all those applying 
for entry into Medical College ? 

4.4 Are you satisfied with the present method for 
assessment in the Medical Colleges ? Would you re· 
commend semester system as an alternative ? 

4.5 What do you think the cause of high attrition 
rate among the medical students and what remedial 
measures you would suggest ? 

4.6 Continuing Education.-(a) Is there any pro· 
gramme for continuing education for teachers in the 
medical colleges, staff of non-teaching hospitals, and 
general practitioners. 

(b) Auxiliary workers and members of Health 
Teams. 

Please mention the salient features. 

4.7 Health Education. 

4.7.1, (a) Should health education form promi
nent part of under graduate curriculum ?. 

(b) Should there be special course for doctors in 
key position ? 

(c) Should there be a special course for auxiliary 
health workers. 

4. 7.2 Give you views on the extent of develop
ment of health education component of health man· 
power development. 

If minimum, give reasons why it is so, and suggest 
remedial measures. 

4.7.3 Is there any research in educational metho- · 
dology as providing data from which to build better 
programmes in future for health delivery system, and 
education of the health professions ? 

If there any such project in any of the medical 
colleges of the state. 

5. Any other suggestions. 



APPENDIX Ill 

Places visited 

Ahmedabad District Bhavnagar District 

1. B.J. Medical College 26. Sir Takhatasinghji Hospital 

2. Civil Hospital 27. M.P. Shah Kushta Nivaran Dham 

3. Municipal N.H.L. Medical College 28. K.J. Mehta T.B. Hospital, Amargarh. 

4. V.S. Hospital Jamnagar District 

5. Dental College 29. M.P. Shah Medical College 
6. , Institute of Opthalmology 30. Irwin Hospital 

7. Gujarat Cancer and Research Institute 31. T.B. Hospital 

8. Nursing School 32. Referral Hospital, Khambhalia 

9. National Institute & Occupational Health 33. Government Hospital, Dwarka 

10. Rural Health Training Centre-Bawla 34. Gujarat Ayurved University. 

11. T.B. Demonstration and Training Centre 

12. Primary Health Centre, Bawla. 
Junagadh District 

35. General and C.M.Z. Hospital, Junagadh 

Baroda District 36. Municipal Hospital, Veraval 

13. Baroda Medical College 
37. Primary Health Centre, Prabhas Patah. 

14. S.S.G. Hospital Mehsana District 

15. Vaccine Institute 38. Civil Hospital, Mehsana 
16. T.B. Hospital 39. General Hospital, Patan 
17. School of Physiotherapy. 40. Janata Hospital, Patan 

41. Cottage Hospital, Unjha 
Surat District 42. Jagudan Primary Health Centre 

18. Medical College 43. Unav Government Dispensary. 

19. Civil Hospital Kaira District 
20. Health Visitor's School 

21. Municipal Muskati Hospital. 
44. Primary Health Centre, Alindra. 

Amreli District 
Bulsar District 

45. Civil Hospital, Amreli. 

22. Leprosy Control Unit 

23. N.M.E.P. Malaria Control Unit. 
Rajkot District 

46. Civil Hospital, Rajkot 

Dangs District 47. K.T. Childrens Hospital, Rajkot. 

24. Civil Hospital Ahwa. 

25. Primary Heal~h Centre, Kalibel. 

Kutch District 

48. Bhuj District Hospital. 
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APPENDIX N 

Summary of Recommendations of the Health Survey 
and Development Committee (Bhore Committee) 

in respect of Medical Care. 

(i) The main base of the recommendations of the 
Bhore Committee in regard to medical relief was in the 
form of the short and the long term plans built up on 
an integrated curative and preventive service 1nanned 
by whole-time salaries staff. The Committee left to the· 
Governments of the future to decide whether medical 
service. should be given free to all or on a system of 
payment through insurance or by some other methods. 

(ii) The short-term programme of the Bhore Com
mittee proposed the setting up of primary health centers 
at the periphery catering to a population of 40,000 each. 
A 30 bedded hospital was intended to be provided to 
serve four primary health centres. A secondary health 
centre with an initial bed strength of 200, to be raised 
to 500 by the end of the tenth year, was another part 
of the programme. The secondary health centre was 
to cater to a population of 6,00,000 and serve as a 
supervisory coordinating and referral centre for the 
primary health centres in the area. It was visualised 
that the district level there would be 500 beds in the 
short term plan. It was anticipated that the bed popula
tion ratio would rise to 1.3 per thousand in the course 
of 10 years, and to 2 beds per thousand by 15 years. 
Mobile dental clinics and dental wings were also re
commended and it was hoped that with improved 
communications and means of transport and telephone 
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and ambulance service, the best medical skill would be 
brought within the reach of the entire population 
th10ugh the system of primary, secondray and district 
health centres. Each primary health centre in the short 
term programme wa.S to have 2 Medical Officers, 4 
public health nurses, 4 midwives, 4 trained Dais, 2 
Sanitary Inspectors, 2 Health Inspectors, 2 Clerks and 
15 class N employees. 

· (iii) In the long term plan the 3 million plan, the 
District Health Organisation was to have a Hospital with 
a bed strength of 2,500 at the district headquarters, 3 to 
5 secondary Centres each with 650 beds, and 15 to 25 
Primary Health Units with a bed strength of 75 each, 
catering to a population of 10 to 20 thousands. Each 
Primary· Health Unit under a long term plan was to 
have six Medical Officers, 6 Public Health Nurses with 
the requisite nursing and other ancillary staff. An ade
quate number of Special Workers, Public Health 
Nurses etc. was to be attached to the institutions com
plete at the various levels to allow complete institu
tional and domiciliary medical coverage to the entire 
population.· This plan was to take the bed population 
ratio to 5.6 per thousand~ For this programme it would 
be necessary to have about Z.3 Jakh doctor~ and fi.7 
lakh nurses. 



APPENDIX V 

Summary of the Recommendations of the Health Survev and Planning Committee, 1961 (Mudaliar Committee). 

(i) Free medical aid as visualised by Bhore Com
mittee does not appear to be feasible in the near future. 
A system of graded charges for all hospital services 
except in the case of genuinely indigent patients in 
called for. 

(ii) Extension of medical care through promotion 
of health insurance needs to be taken up. Scope of 
E.S.I. and CGHS should be extended to cover other 
sectors of population in the case of former and by 
bringing all government servants within the purview of 
latter, as early as possible. 

(iii) Development of medical care facilities on co
operative lines, through suitable subsidies should be 
encouraged. 

(iv) The programme of Primary Health Centre as 
it has developed bears no resemblance to that visualised 
by Bhore Committee. It needs to be radically revised 
and opening of Primary Health centres should serve 
as population of 40,000 and should have full comple
ment of staff as recommended by the Bhore Committee 
(2 medical officers, 4 Public Health Nurses, 4 Mid
wives, 4 trained Dais, 2 Sanitary Inspectors, 2 Health 
Inspectors, One Pharmacist, 2 Clerks and 15 Class IV 
staff). It should have 10 beds including 2 emergency 
beds attached to each of them. Existing Primary Health 
Centres should be upgraded by stage to. reach to the 
full-fledged pattern. 

(v) The Taluka Hospital should take over the 
routine medical, surgical, obstetrical and gynaecological 
needs of the area. Mobile teams of specialists should 
cover ali areas of the district and should provide neces
sary supervisory and consultant facilities at the peri
phery. They should have a minimum bed strength of 
50 and should have three medical officers with U'edi
cines, surgery and obstetrics and gynaecology. They 
should serve as referral hospital for routine cases from 
two or three Primary Health Centres in that area. G0od 
clinical side room facilities should be available. One 
of the three medical officers should have had training 
in lab.oratory work. 

(vi) District hospitals should occupy the key 
position in regard to medical care. They should be 
expanded and strengthened with svecialists facilities. 
They should have 300 to 500 beds out of which 75 
for maternity and 50 for paediatrics. Specialist services 
in Medicine, Surgery, Ob~tetrics and Gynaecology, Eye. 
Ear. Nose and Throat, Paediatrics, T.B., Dentistry and 

V.D. should be provided. Specialists in Medicine. 
Surgery and Obstetrics should have a status of Civil 
Surgeon. There should be an Isolation Unit of 50 beds. 
attached ·to the District Hospital. T.B. Clinic and Public 
Health Laboratory at the District Headquarters should 
work in close association with the District Hospital. 
There should be a chronic and convalescent hospital in 
order to relieve the congestion in the hospital and con
sequent strain on the staff. In each District Hospital 
there should be a Psychiatric Clinic and 50 beds should 
be earmarked for such cases. 

(vii) A number of District Hospitals should be 
linked with the teaching hospital on a regional basis in 
order to get expert advice and assistance in the matter 
of investigation, diagnosis and treatment. In each dis
trict and teaching institution Blood Bank services should 
be available. 'The head-quarters of each state should' 
develop a special Department for blood transfusion 
service. In planning Hospitals the basis of one bed for 
every 1000 population should be taken for each district. 

(viii) The out-patient department should be out
side the compound of the In-patient department \\ith a 
separate entrance. The Casualty and Orthopaedic 
Departments should be attached to Out-patient Depart
ment. Certain Departments like Eye, EN T, should 
also safely be situated in the O.P. Department. X-ray, 
Laboratory Services, Medicines, anti-rabic treatment 
special clinics like diabetic clinic, boarder line mental 
clinic, chest clinic should also be located in the O.P. ' . 
Department. 

(ix) At the State level, there is also need for su~h 
side hospitals as Children's Hospital. Maternity' Hospi· 
tals, Cancer Hospital. Leprosy Hospital requiring isola
tion, surgery and rehabilitation, Infectious Diseases 
Hospitals. Mental Hospitals, District Psychiatric Clinics, 
T.B. Hospitals with Physiotherapy, occupational therapy 
and other facilities. 

(x) In each State there should be one Ophthalmk 
Hospital with. 300 to 500 beds and centres for the re
habilitation of the audit blind should be opened. 

(xi) At the district level there should be a fully 
equipped and staffed Dental Clinic. Besides, the Dental 
Surgeon there should be a dental hygienist and a dental 
mechanic. In addition, Dental Mobile vans should 
function ·in district to serve the interior on a (;are fully 
drawn schedule. At the Primary Health Centres, some 
orientation in dental care may be given to the auxilinry 
health worker. 
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APPENDIX VI 

Summary of Recommendations of the Study Group on Hospitals (Jain Committee) 

Chapter IV Organisation of Medical Facilities. 

(i) In order to develop institutional facilities the 
following pattern is recommended to be attained by 
1971 : 

Teaching Hospitals 500 (to be increased accord
ing to the number of 
students). 

District Hospitals 200 (May be raised up to 
300 beds depending on 
population). 

Tehsil/Taluka Hospitals : 50 (May be raised depend
ing on population). 

Primary Health Centres 6 (may be increased to 10 
depnding on needs). 

{ii) The bed strength of 125 districts which have 
at least one 200 bedded hospital may be raised to 300 
depending on the population served. In the remaining 
210 districts hospitals, having less than 200 beds, the 
strength should be raised to a minimum of 200 beds. 
Ordinarily the distribution of these beds should be as 
under:-

Medical 60 

Surgical 40 

Gynaecology and Obstetrics including Maternity 35 

Paediatrics 15 

·Orthopaedics 5 

Eye 10 

E. N. T. 10 

Skin 5 

Emergency 5 

Isolation 10 

P.,&biatry 5 

200 
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(iii) Since the district hospital is to serve as a 
referral centre it should provide specialist services in 
Medicine, Surgery, Obstetrics, Gynaecology, Eye, 
E.N. T., Paediatrics, Dentistry, Psychiatry, V.D., T.B. 
Clinic at the district headquarters, were it exists should 
work in close liaison with the district hospital and the 
medical officer of the clinic at the district headquarters, 
where it exists should work in close liaison wth the 
district hospital and the medical officer of the clinic 
should work as T.B. specialist to the district hospital. 

(iv) Each of the 947 tehsils/taluks, which do not 
have hospitals at present, should be provided with one 
hospital each with a minimum bed strength of 50. In 
other tehsil or taluqs, where the bed strength is less 
thau 50, it should be raised to a minimum of 50. The 
distribution of beds should generally be; Medical---20, 
Surgical-15, Maternity and Gynaecology-10 and 
Isolation-5 beds. The tehsil/taluq pospital should be 
provided with three medical officers, one each for three 
basic specialities i.e. Medicine, Surgery and Gyna~co
logy and obstetrics. The doctor-in-charge of Gynaeco
logy and Obstetrics should preferably be a woman. She 
can also take charge of Maternity and Child Health 
work and Family Planning. 

(v) At Primary Health Centres, of the six beds 
recommended 4 should be for maternity cases and the 
bed strength could be raised to ten depending on the 
needs. 

(vi) The present number of beds viz. 3,18,000 
should be raised to 4.20,000 in 1971 and to 6,30.200 
beds in 1976, bringing the bed-population ratio from 
0.61 per thousand of population as at present to 0.75 
in 1971 and one bed per thousand of population by 
1976. 

(vii) A regular system of giving liberal grants-in
aid to voluntary and charitable organisations to open 
new teaching institutions and other institutions for giv
ing medical care and service should be instituted on 
non-restrictive basis. 

(viii) In order to make full utilisation of the beds 
available in hospitals/Primary Health Centres, the fol
lowing measures are suggested:-

(a) When a patient no longer needs the specia-
' Iised medical care of a regional or a district hospital 



he should be sent back to the tehsilftaluq hospital 
-or the Primary Health Centre, nearest to his resi
dence for general treatment. 

(b) Convalescent homes may be set up where 
chronic and incurable patients may stay on nominal 
payment and in case of indigent persons free of 
charge. 

(c) Medical Inns may be set up in the vicinity 
of bigger hospitals, preferably by private bodies, 
where patients and their relatives from mofussil 
areas may stay on payment during the period of 
diagnosis; and 

(d) Specialist, laboratory and diagnostic services 
as recommended by the Group, may be provided 
soon at smaller hospitals and Primary Health 
Centres in order to help creal a climate of confi
dence and facilitate working of referral system. 

(ix) In order to provide specialist services to the 
people living· in rural areas all teaching hospitals should 
be treated as regional hospitals, each serving a speci
fied area or hinterland covering, if necessary, two to 
three districts. District hospitals, in areas which remain 
unattached to the teaching hospitals, should be deve
loped as full fledged referral centres. 

(x) Cases from district hospitals should be refer· 
red to teaching hospitals, while cases from Tehsil/ 
taluq hospitals and Primary" Health Centres should be 
referred to District hospitals. Primary Health Centres 
should refer cases to their nearest referal hospital. The 
referring doctor, however, may in serious cases exercise 
his discretion and refer the cases to the teaching( special 
hospitals direct. Cases unless needing hospitalisation 
or specialised treatment should be referred back to t~e 
originating hospitals or Primary Health Centres w!lh 
proper diagnosis and instructions for further treatment. 

(xi) In difficult areas and in areas '\Vhere distances 
are long and means of communicatio~ difficult such ~s 
.hilly districts and difficult areas hke Bastar certam 
tehsil/taluq hospitals should be developed as full 

fledged referral centres. 

( "") Mobile teams of specialists from district and 
teachi~~ hospital should visit tehsilf:aluq hospitals a~d 

. H lth Centres at regular mtervals to advtse 
Prtmary ea . h f th trans 
the doctors on cases being treated t ere or or e . -
fer of cases needing specialist care to referral hospttals. 

Chapter v. Primary Health Centre. 

(i) The coverage of 80.000 populatio~ by a 
Primary Health Centre is too heavy. In pracltce the 

Prunary Health Centre does not serve more than 30 
to 40 thousand people living within a radius of two to 
four miles of the main centre and sub-centres. It is, 
therefore, suggested that by the year 1976 at least one 
of the sub-centres in the Block should be raised to the 
status of Primary Health Centre. 

(ii) Medical Officers of the Primary Health 
Centres should be oriented in public health and train
ing facilities for the type of staff needed should be 
augmented. 

(iii) The lady doctor for the Family Planning work 
at the Primary Health Centre should always be in addi
tion to the lady medical officer on health side. 

(iv) In appropriate cases, wherever the need exists, 
the number of beds in the Primary Health Centre may 
be increased from 6 to 10. 

(v) Full use of specialists visiting Primary Health 
Centres at regular intervals should be made and the 
Primary Health Centre doctor should keep such cases 
needing specialist treatment in readiness. Ambulance 
service should also be fully made use of to make the 
referral service successful. 

(vi) The laboratory technician with a microscope 
provided at the Primary Health Centre under National 
Malaria Eradication Programme should be utilised to 
undertake simple tests like stool, urine, blood etc. of 
patients attending the Primary Health Centre. 

(vii) The allopathic dispensaries functioning with
in jurisdiction of the Primary Health Centre should be 
continued as hithero and be treated as sub-centres to 
the main Primary Health Centre. Blocks which do not 
have a Primary Health Centre, one of the existing allo
pathic dispensaries should be upgraded to the status of 
the Primary Health Centre and other dispensaries 
would function as sub-centres. 

(viii) As an incentive to doctors to work in rural 
areas the provision of residential accommodation, grant 
of rural allowance and posting by rotation in rural and 
urban centres should be made a must. Efforts should 
also be made to improve working conditons at the 
Primary Health Centres to form a unified cadre of doc
tors in the State Government services and to rrovide 
regular training facilities to the doctors of the Primary 
Health Centres preferably at the district hospital. 

Chapter VI. OPD and Emergency Services. 

(i) The Out-patient Department should be planned 
to provide services for one percent of the population 
of the area to be catered f9r. It should be located at 
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suitable distance from tbe indoor wards, and the con
nected by a corridor to laboratory, X-ray and otber 
diagnostic rooms. In smaller hospitals and other where 
sufficient accommodation is not available, tbe O.l'.D. 
may be located on tbe ground floor and indoor wards 
on upper floors. 

(ii) The out-patient Department should be suffi
ciently large so as to avoid congestion. There should 
be a reception-cum-infomation counter situated at a 
prominent and easily accessible piace in the C~ntral 
Registration Hall. 

(iii) In order to help illiterate people coming from 
rural areas, out-patient Department cards issued to 
patients should be in different colours and if possible 
the symbols of speciality like Eyes, Ear, Nose, X-Ray 
may be printed prominently to identify concerned 
clinical Department. 

(iv) · There should be arrangements, in tbe vicinity 
of the hospital for stay of patients and their attendants 
seeking admission to hospitals for diagnostic purposes, 
eitber free or at nominal charges. Such facilities can 
be easily provided by charity minded individuals or 
organisations. Provison of a cafetaria for patients and 
their attendants should also be made. 

(v) V\lnile planning out-patient Department provi
sion for the treatment of at least 10 per cent of tbe 
total ·number of patients expected to attend the out
patient Department should be made for emergency 
cases. 

(vi) An emergency ward should be added to every 
hospital where a patient needing emergency service 
should be admitted at once and kept for 24 hours 
before being transferred to a regular concerned ward. 

(vii) Ambulance service to bring patients needing 
emergent service should be provided at the out-patient 
Department. 

(viii) There should be separate doctors and other 
. staff for the Emergency Department and they should 
work round the clock. Services of other specialists 
should be available at call. The services of a patho
logist and radiologist should immediately be available 
to the Emergency Ward. h teaching ho~pitals there 
should be a separate set-up of these services. 

(ix) The budget for drugs, medicines, instruments, 
equinment and dressings for the Emergency Depart
ment should be kept separate and be at least double of 
the needs of other corresp"rding Dep~rtmenK Buffer 
stockn of drugs should be kept with the Medical Super-

intendent to meet tbe needs of tbe Emergency Depart
ment. 

Chapter VII. Special Hospitals. 

(i) To remove disparity in the distribution of 
special hospitals, preference should be given to tbe 

· backwards States in the matter of establishment of new 
special hospitals and provision of additional beds in 
existing institutions. 

(ii) Treatment in special hospitals should be res
tricted to referred cases and cases which need specia
lised attention of the highest order. 

(iii) There should be no district without having 
at least one T.B. clinic with a minimum of 100 beds 
and !bose having less !ban 100 beds should be raised 
to 100 beds by 1976. 

(iv) Domiciliary treatment of T.B. should be 
intensified: Admission of patients in T.B. hospitals 
should be confined to (1) Medical emergencies (2) sur
gery cases (3) sputum positive cases and (4) cases not 
responding to domiciliary treatment. 

(v) District Tuberculosis Clinics/Hospitals should 
run in close liaison with TaluqfTehsil and District hos
pitals and T.B. Centres should be in overall control of 
the Superintendent Tehsil/Taluq/District Hospital. 

(vi) Regular supply of anti-tuberculosis .Jrugs to 
the patients attending the Tuberculosis clinics should 
be ensured and agency of tbe basic health worker work
ing at the Primary Health Centre should be utilised to 
make available drugs to the patients domiciliarily. 

Before the mother is discharged from the ilospital 
the baby should be B.C.G. vaccinated. For this ade
quate provision of freedried vaccine should be made 
in maternity hospitals. 

(vii) By 1976 the bed strengtb for mental cases 
should be raised to 1,15,000. Teaching hospitals should 
have a psychiatric clinic (Day Hospital) with 30 to 40 
beds. District hospital should have a psychiatric clinic 
with a minimum of 5 beds. Regional Mental hospitals 
should be set up for a group of 8 to 10 continuous 
districts. Some of tbe existing mental hospital should 
be raised to the status of regional hospitals by increas
ing their strength to 300-400 beds .. Initially mental 
cases should be treated in psychiatric clinics before 
being referred to teaching hospitals or to the mental 
hospitals. 
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lvili) The existing medical colleges should be 
expanded to train <:tdequate n~ber of doctors in mental 
~ci~ces and teac!png hospitals be utilised for training 
pl)ra-medical personneL - · 

(ix) The Indian Lunacy Act should be replaced 
by a suitable Mental Health Legislation. · 

(x) The maternity beds recommended by the 
Group, namely 70 beds in teaching hospitals, 35 in 
District .Hospitals, 10 in Tehsil HosPitals and 4 at each 
~rinJ.ary. Health Centre have been made on the assump
tion that. miY:Y such case& that need hospitalisation, 
would be. admitted in hospitals and ordinary deliveries . . . -. . ( . . ' - - -
should be done in the homes of the patients by qualified 
midwives. 

(xi) Facilities and equipment for applying advance 
practice in the field of obstetrics and for isolating septic 
from clean cases in labour and for special nursing care 
to· treat cases of toxaemia, tetanus, peurperal psychosis 
etc. wltich are now very much lacking or missmg should 
be made up. 

(xii) Training facilities for Midwives, Auxiliary 
Nurse Midwives and for Dais should be made at the 
District Hospitals. The Dais should also be paid similar 
stipend during the course of training to Auxiliary Nurse 
Mid'Yives. 

(xiii) There s)JOuld be one paedia!Pc hospital in 
each State attached to one of the medical colleges. Tltis 
hospital should have, in addition to general section, a 
number of specialised sections such as Paediatrics, 
Haemotialogy, Endocrinology, Neurology, Surgical 
Paediatrics, Orthopaedic Paediatric and pental Services. 

(xiv) The existing four cancer hospitals at Bom
bay, Madras, Calcutta and Dellti should be upgrad~d 
to· regional centres and operational areas. l)lt!!-ched to 
each of them. In addition, two more reg10nal centrps 
be opened one in Madhya 1'm<fesP. alfl!c~etJ to ~lJ~JX!l 
Medical College and another at Varanas1. or at some 

place in. th_e S~tp of l!lhar. 

(xv) Training of specialists in Ophthalmology and 
· · f more beds to reach the norms of advanced p,rovtsion o . . . . . . . . . · · h h 1 • 

' t ·. · n. a· mel·y· on_ e eye specialist and one op t a m1c coun nes ' . . . .· - ' · · . 
~d needed for 10,000 ~d s.qoo population respectively 
_ " 'd~al which should be achjeved. The work done 
IS an 1.. ' • .,. · ···· · .. · · · s · · th filed of 
by volUntary agencies in certam tates . m e. . .· 

I. f . appreciated and suitable action be m1tiated eye re 1e IS 
in other places also. 

(xvi) Mobile ophthalmic units, manned by . t~e 
. 

1
. t f the distiict hospital, should hold penod1c 

spec1a ISs o 

H-867-33 

eye ~cs and camps at Pciwary lfeal$ 4ntres. 
Periodic check up of eye diseases shol.!ld be jncluded l)S 

~ ill).]?Orpplt ite/P ~ ~~ ~ch~o~ ff..Cll~fh. Pro~e. 

(xvii) Excellent work do11e tor the contro! of lev.:
rosy by voluntary asencies and Inte~tional Or,ga!lisl)· 
p.q~ is appreciated an~ they need further encouragemep~ 
~d finan£ial l).elp. · 

(xviii) special e!Pphasis shofli.d be lai4 on the 
detecti<m of !eprosy in tiJ.e sciJOo! ~~th Pro~~ 
~or t4is l,lge group. 

(xix) Leprosy programme s)lould integrated with 
the Primary H~;uth Centre and sullicl~nt . stockS of sui: 
phones should be maintained at the Primary Health ·-· . .,,, . ' . •' . 
Centres who should obtain the services of a specialist . . - ' . . . ' _, . . ' ' 
a~ S.E.T. Centre wl)erever required. 

(xx) The health authorities should take serioi!S 
notice of the deplorable state of affairs obtaining in 
Infectious pjseases hospitals. State Governmep.ts s)loul~ 
take over the responsibility qf rnr!l!i'l'!! lnfectious Disea
ses Hospitals in ltighly endemic areas: District Hospitals 
sh,oqld jl(l.ve jsqlatim;t ~-~ y;here ~om!P~~picab)e di~,eases 
except smallpqx~ be treate4. 

(xxi) Cities with a population of 5 Jakhs or more 
should have an Infectious Diseases Hospital. Primary 
Health Centres sh,ould vrovide te_mporary shelter to 
;lnfectious Diseases patients. 

(xxii) Fully equipped and staffed dental c!ffiics 
should be set up at tpe District hospitals where th.ey dp 
not already exist. Besides the dental surgeon. th~ 
Dental Clinic should have a denta1 hy,gienist anq dent'!l. 
mechanic. Dental care o~ scpool children should 1'!' 
included in the ScppqJ J'Iealth Services. 

(xxiii) Convalescent f!:omes sP,oulq pe s~t up iq 
the vicinity of teaching hospitals for chronic and incur
able patients. 

(xxiv) f"acili!fes for r:epa~l!~tiOI), consisting C!f 
M,e4ical j:?pysical thery!PY· p~pa~op~l therapy, Speech 
Ther~P.Y and ;prosthe~ic ~ections should be . set up _l!t 
e~ch teaching pospi~). N )east pne P?Ysiotherap!st 
should be appointed at the Djstrict Hospital. 

Chapter vm. Integration of Medical and Health 
Services 

(i) It is suggested that curative and preventive 
services. 'FamilY Planning 'and Maternity and Child 
Heaith work si)ould be integrated fr~m the Itighest to the 
io~est o~rational' Jevei ~der a sin~le administrative 

authorjfY . 



(ii) There should be one single officer in the 
District responsible for curative, preventive and family 
planning work and he be designated as Chief Medical 
Officer, in place of District Medical Officer. He should 
have two deputies to assist him-(1) Deputy Chief 
Medical Officer ~health) and Deputy Chief Medical 
Officer lFamily Planning & Maternity). The present post 
of Family Planning Officer may be abolished. The 
Chief Medical Officer will be ex-officio Medical Super
intendent of the District Hospital and all other medical 
institutions in the District will be under his charge. All 
Civil Surgeons should be given three months orientation 
training in public health so that they can work effec
tively as Chief Medical and Health Officer. 

(iii) Medical Officer in-charge of the Primary 
Health Centre should be put in full administrative con
trol of the entire health staff and be designated as the 
drawing and disbursing authority with powers to grant 
leave to his staff. 

Chapter IX. Staffing Pattern and Requirements of 
Equipment. 

(i) The standards for hospital applicances, equip
ment and instruments evolved by the Indian Standards 
Institute should be strictly followed and no departure 
from these staindards should be permitted. 

(ii) Staffing pattern for a Hospital with 50 .. 100. 
200 and 300 beds have been recommended. 

(iii) Private practice should be permitted to all 
Government doctors except in the case of doctors work
ing on the health side, doctors working on laboratory 
and diagnostic services, doctors serving in teaching hos
pitals, Civil Surgeons of the Districts and Medical 
Superintendent of Hospitals and doctors working on 
research projects. Adequate non-practising allowance 
should, be paid to the incumbents of these posts. 

(iv) State Governments in the case of medical 
men working in Directorates of Health and Medical 
.Services and Central Government in case of medical 
men workino in Directorate General· of Health Services 

'-' 
should take their own decision in regard to payment 
of non-practising aUowance depending on their resour
ces and service conditions. 

(v) Doctors working in difficult and remote areas 
should 1be granted a special aUowance during the period 
of their posting at such places. System of honoraries 
should eontinue in places where whole time Government 
doctors and specialists are either not available or Gov
emmc:nll cannot afford to engage them for want of funds. 
The services of eminent persons who are known to 
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be devoted to their profession and are prepared to 
work as honoraries should be utilised. The honoraries 
should be subjected to same discipline as Whole-time 
doctors. Their terms for recruitment and conditions 
of working like hours of duty etc. should be clearly 
laid down. 

Chapter X. Laboratory and Diagnostic Services 

(i) Laboratory services in India vary from State 
to State and within the States at all levels. Efforts to 
strengthen the services at distict and peripheral levels 
should be made. Any petential savings by way of 
space, equipment, personnel and funds need to be over
looked. 

(ii) In teaching hospitals the set up of laboratory 
services should include Clinical Biochemistry including 
routine examinations, Haematology including Blood 
Bank Histopathology, Clinical Microbiology including 
stool C.F., Pleural fiuides serology and Surgical Patho
logy, Autopsy including Cytology. Each of these sec
tions should be under the charge of a competent and 
well trained officer with a complement of technical 
staff, but the responsibility for technical standards 
should rest with the patient department of the CoUege. 

(iii) Tiie set up at the District Hospital may in
clude Haematology including Blood Bank, Clinical Bio
chemistry, Urine and Stool C.G.F., Serology etc. and 
Microbiology. If resources do not permit, arrange
ments for such service may be made with the depart
ment of pathology and microbiology in a neighbouring 
teaching hospital. Laboratories at the District level 
should have 4 laboratory technicians, 2 laboratory 
attendants, a sweeper and a clerk on their staff. At the 
tehsilftaluq level there should be one laboratory tech
nician and one of the doctors should, in addition to 
his other duties, look after the laboratory. This doctor 
should be deputed to a District Hospital for about 
6 weeks training if necessary. 

(iv) Non-medical graduates in Bio-chemistry or 
Micro-biology may be employed to do laboratory work. 

(v) The departmental heads in a laboratory in 
large hospitals should be fully qualified medical man 
who in addition to general training in pathology should 
have sufficient postgraduate experience in the speciality 
of the department 

(vi) The number of the technicians in a laboratory 
should be fixed on the basis of 1000 tests per fully 
trained technical per month as the maximum. 



(vii) The X-ray .ueparuneiiL •nuwu oe •o s1ted 
as to be readily accessible to in-patient wards, the out
patient department and the accident and emergency 
department. 

(viii) Teaching hospitals should have four X-ray 
plants one of 300 to 500 M.A., the second of 100 
M.A., the third a portable plant of 35-50 M.A. and 
the fourth a Dental X-ray plant, besides plants or 
an infra red. In large and busy hospitals three 
mechines for Diathermy and lamps for ultraviolet 
may be an additional miniature X-ray set 

(ix) In district hospitals with 200 or more beds 
there should be one 200 M.A. Unit, one 100 M.A.. and 
one 35-50 M.A. Portable nnit and one for dental care, 
besides having lamps for ultraviolet and infra red. The 
tehsil/taluq hospitals should have one X-ray plant 
of 50 M.A. and lamps for ultraviolet and infra red. 

(x) Radiotherapy should be confined to a few 
selected hospitals and teaching hospitals. 

(xi) Radio-sotopes should be limited to teaching 
hospitals only. 

(xii) Supply of linen in a hospital should be 
the responsibility on an officer of the status Matron 
or Assistant Matron who should be in-charge of the 
service. Central linen room is recommended. 

(xiii) Clothing supplies to patients should be 
simple, economical, durable, clean and suited to the 
climatic requirements of the place. 

(xiv) Mechanical Ianndcy for linen in hospitals 
where the quantity of linen is not less than 45,000 
pieces per week is considered economical, quick and 
involving the minimum wear and tear and pilferage. 
For this purpose smaller hospitals may be grouped. 
Hospitals in the same city may combine to have 
central mechanical washing. Small domestic washing 
machines may be used in District and Taluq 
hospitals. 

(xv) Hospitals with more than 200 beds should 
have a whole-time dietician. In other one of the 
sisters should be trained in basic knowledge of diets 
and put incharge of dietacy and feed services. Trolleys 
insulated with saw dust and stainless steel thermo 
jars with a tap should be used for carcying food. 
Kitchen should be preferably on the gronnd floor and 
be neat, clean and spacious. Stainless utensil and gas 
or smokeless chullah should be used. 

(XVi) Central Sterilisation Supply Department 
should be organised in all hospital with bed strength 

200 or more. District Hospitals should supply steri
lised materials including dressings to hospitals and 
dispensaues attached to them. Blankets must be 
thoroug!Jly sterilised The C.S.S.D. should be on the 
gronnd floor near the operation theatre and connected 
with telephone. 

(xvii) Non-store holding purchases organisation 
should be set up in all States to coordinate the 
demands of medical stores and drugs from various 
hospitals. Rate contracts should be settled with 
suppliers/manufacturers and supplies received from 
them directly, in larger paclcings and sent to the Dis
trict Hospitals from where the drugs and equipment 
be supplied to Tehsil/Taluq Hospitals and Primacy 
Health Centres in the District. Medicines should be 
stocked for a period of six months. Quality control 
organisation should ensure quality of drugs received 
from suppliers and supplied to hospitals. 

(xviii) Hospital pharmacies should be estab
lished in all teaching hospitals and tablets, injections, 
fluids and other common mixtures and ointments 
should be manufactured there. 

(xix) To check over-medication, there should be 
a Committee consisting of specialists, who should 
meet periodically, examine cases of misuse and exces
sive use and prescription of medicine. A prescriber's 
Journal should be started by the Government of India 
to begin witl1. 

(xx) The basis of treatment in hospitals should 
be the National Formalacy and the treatment · should 
be prescribed by pharmacopoeia or generalic name 
and use of branded and patent medicines should be 
discouraged. 

(xxi} In addition to Hospital Libracy. there 
should be a patients' Libracy having light reading and 
pictorial magazines. journals, and periodicals, as well 
as literature on dietazy, nutrition and health education 
material. At the District Hospitals there should be a 
fairly good libracy and doctors working in other 
hospitals c>f the district should become members and 
borrow book~. Medical and professional journals 
should be made available in all hospitals, and even in 
Primacy Health Centres. A system of circulating 
medical and professional journals which are rare and 
published in foreign countries should be established. 
If possible extracts of important material may be got 
cyclostyled and circulated. 

(xxii) One or more than one workshop, 
depending ou the size of the State to repair machines 
and hospital equipments should be got up. Techni
ians attached to these workshops should periodically 



vehicle for transporting donars, blood donation teams 
on the spot or bring them to workshop. Hospital 
authorities should send periodically a certificate to 
the Health Directorate that all machines an<j. plants 
in th~· !)~spital are in 'Yorking order and those out 
of order have been sent for 'repair. Hospitals with 
bed strength of 200 or more beds should have a 
repairing cell consis~!ng o~ one Bla~k-smitl), one 
Painter, one CarpeQ.ter and one El~cian. 

(xxiii) In teaching hospitals providing post-
1• ' - ' 

gradute medical s~lldies records shoul<j. be kept in a 
precise manner with inde$g and preserveq in bound 
volumes or in !llicrofilms, wpere felt n~sary. The 
cases to be recorded should be marked by the doctors. 

, · ! ', - ' , . I I - " · ' 

:pistric,t ·f!ospital sqould adopt a simple mathod of 
re,cord keeping. Record s)lould be maintaiQ.ed oq th~ 
pattern of lntern!1-tiopal Classification o~ Diseases. In 
teaching hospitals there shoul<j. be one Medical Record 
Officer, 2 Medical Record Technicians and other 
complementary clerical staff; wl)ile in District 
Hospital one !lledical record techQ.iclim and Ol)e of 
the ~edical Qfficers in the pqspitals should be madt: 
responsible for recordkeepjn~. Mqre teacl)il)g centr~s 
should be opened to train Medical Record Techicians. 

(xxivJ All hospitals with 200 or more beds 
should have a blood bank. poctors should pep;ua<j.e 
friends and relatives of patients to don!1-te )>lood. 
Blood Bapjcs jp Teaching Hospitals sho~d supply 
blood to hospitals attached to them. These hospitals 
should have refrigeration facilities and dustfree 
acco!llmodation for sForage !1-nd equiwnenf for blood 
transfusiop. ;Blood Banks shqu)<j. ):1e equipped with 
a UFility van whj,ch s)lou)d serve as a Il}Ji]tipuroose 
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vehicle for transporting donors, l:?lood donation teams 
and 'social workers, and' ' when free. for propaganda 
pwl>oses and for blopd coll:ection. A:- Sipall committ~ 
of experts to lay down standards for the collection 
repairing cell consisting of one Black-smith, . one 
Painter, one Carpenter and one Electrician. 

' . ' ,, . 

(x:;tv) Designs of ptortuaries for diff.erent sizes of 
hospitals pav.e been sugg~teq. ~ol4 storage arrange
ments should be available in district and teaching 

' . - '. - ' . 
hospita)s. Cp)d roopt ~h~bers should )ceep a 
tempeature of 4,0°C. frqyjsion o~ jce jn ~se qf 'e)ec'
tricity or compressor 'failure should be made. The 
ijqor shqul<j. be staip-proof apd easpy washable. 
Proper record for incomi11g and . outg<lipg dead bodies 
s)10uld ·'Joe ·' maiptaned at;t<j. · whepever required t)l~ 
services of p)IOtqgrap)llc and X-ray uuits should be 
available. Ground floor is the best location· for a 

. ;;· ' . ' I · · ,.- I' ' ,. l ·' 

Morgue. ft s)?ou1d have a suitable e~!t leading to a 
loading area concealed from the view of patients, and 
th.e public. qp. ap ~verage tJlere is one death per 
hospital bed per Yf!l1.! and facilities for the custo<j.y 
of bodies and post-mortems should be provided 
accm:d.ingly. 

' '. ,; i. 

(xxvi) All out effort to inform the relatives, 
friends Or persons w)lo may be yisitipg the wtient 
during his illness, about the death of the patie!lt 
shoulq be made before decll!Png' a d.ead )>Ody · ~ 
unclainted. Uncl,jlpe4 qodies may be se11t tq 
teaching hospitals for teaching and research purposes. 
Post-111ortem need be done on legal and police cases 
or for pafhological purpose for teaching and ~es~arch. 
Delay iri handing oyer the dea<j. )lo~y on this account 
should be miuimised to the maximum extent poSsible. 



APPENDIX Vll 

Summary of recommendations of the Committee on Multi-purpose workers under Health and 
· Family Planning Programmes. 

(i) Multi-purpose workers for the delivery of 
health, famiiy planning and nutrition services to the 
rural communities are both feasible and desirable. 

(ii) A new designation is proposed for the multi-· 
purpos_e workers-Health Worker (Male/Female). 

The newly designated female Health Workers will 
be the present ANMs and the newly designated male 
Health Workers will be the present day Basic Health 
Workers, Malaria Surveillance Workers, Vaccinators, 
Health Education Assistants (Trachoma) and the Family 
Planning Health Assistants. 

(ill) The programme of having multi-purpose 
workers should be introduced, in the first phase, in 
areas where malaria is in maintenance phase and small
pox has been controlled. The programme can be 
extended to other areas as malaria passes into main
tenance phase or where small~pox is controlled. This 
will be the second phase. 

·• 

The workers engaged in cholera control, filaria and 
leprosy programme may continue as such for the time 
being. Similarly, BCG v,accinators may also continue 
as such. However, all these workers will be made multi
purpose workers in the third phase of the programme. 

(iv) There should be a team of two health work
ers, one male and one female, at the sub-centre level. 

(v) After training in all programmes each health 
worker·, male and female, should be given a fir$t-aid 
kit and also some medicines for minor ailments. costing 
up to R,s. 2,000 per annum for each sub-centre. These 
medicines should be replenished at regular intervals. 

(vi) The field visits of the male health workers 
should not be limited to the homes of the villagers but 
they should also go to the places of work of the .. 
villagers. 

(vii) In order to reduce the existing shortage of 
the female health workers, ANMs whose job is con
fined to the PHC headquarters, and others posted at the 
district hospitals and at other places should be with
drawn and posted at sub-centres. The posts vacated 
by the ANMs should be filled by nurse-midwives. 
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(viii) Jurisdiction for each health worker.-As ao: 
ultimate objective it is recommended that when 
adequate facilities of men, material and money are 
made available the number of PHCs should be 
increased. It is felt that for a proper coverage there 
should be a PHC for 50,000 population. Each PHC 
would have at least two doctors one of them should 
be a female. 

(ix) The population in each PHC would be divided 
into 16 sub-centres, each having a population of about 
3000-3500 depending on topography and means of 
communications. 

(x) Each sub-centre would have a team of one 
male and one female health worker. 

(xi) Taking into consideration the ex1stmg num
ber of male and female health workers, it is recom
mended that-

(1) A male health worker would have for the 
present to look after :a population of 6 to 7_ 
thousand. 

(2) A female health worker (ANM} Wouid have·· 
a population of 10 to 12 thousand. This popula- · 
tion be divided in two zones-one intensive area·· 
of 3 to 4 thousand or an area of not more than 
5 K.M.' in radius from her place of stay, wher~ 
she will be responsible for Maternity and Chila 
Health and Family Planning services and the other 
'twilight' areas where her services will be available 
for partial coverage on request only. 

(3) During the interim period, it is suggested 
that the services of trained dais be increasingly 
used particularly in the 'twilight' areas. In order 
to make the trained dais reliable assistants of the 
female Health Workers, they may be given a suit
able remuneration. 

(xii) Emphasis should be placed in the 5th Five 
Year Plan on increasing the training facilities of female 
health -workers. The number of ANM schools should 
be increased particularly in the States that have an 
acute shortage. 

(xiii) Jurisdiction for each health supervisor.
With an ultimate obJective of a PHC for 50,000 popula
tion having 16 centres, the work of eight health workers 



(4 males and 4 females) would be supervised by a 
group of two health supervisors, one male and one 
female. 

(xiv) These supervisors should preferably stay in 
the area of the four sub-centres, they have to super
vise. 

(xv) With the existing situation of having a much 
larger number of male health supervisors as compared 
to the female health supef'<isors, it is recommended that 
for the time being one male health supervisor may 
supervise the work of 3-4 male health workers and 
the female health supervisor (LHV) may supervise the 
work of 4 female health workers. 

(xvi) The present day lady health visitors now 
designated as femaJe Health Supervisors should be 
withdrawn from all posts other than those of ANM 
supervisors. For example, lady health visitors at PHC 
headquarters, or at urban centres or in district head
quarters, etc., should be withdrawn and posted for 
field work of the sector allotted. Nurse-Midwives may 
be posted in ·their place in urban centres and the 
District for static duties. 

/ 

(xvii) Nurse-midwives with community health 
training or qualified public health nurses should be 
recruited to take up the deficiency in the number of 
•female Health Supervisors. 

(xviii) Training.-It is recommended that a small 
group consisting of health administrators, trainers and 
technical experts be constituted to go into the details 
of the training that is to be imparted to the future 
multipurpose workers and their supervisors. SuCh a 
group would also devise manuals, and prescribe curri
cula for the training of the present day uni-purpose 
workers in order to make them multipurpose workers. 
The course content and the duration of training for 
those who are to be recruited in future as multipurpose 
workers will also be indicated by this group along with 
the places where such a training can be imparted. 

The same group should examine the existing curri
cula of the ANMs and LHVs and suggest ways and 
means to make the training of these functionaries more 
practical and job-oriented. 

Pending the recommendations of the proposed 
group the Commit.tee recommends : 

(1) The existing uni-purpose peripheral male 
workers may be given 1-2 weeks orieJltation train
ing followed by 6 to 8 weeks intensive training. 

(2) The supervisory workers should receive 
1 to 2 weeks orientation training followed by 6-
8 weeks common training with the junior health 
workers plus 2 weeks of supervisory training. 

(3) The duration of ANM and LHV training 
can be conveniently reduced by six months in each 
case. 

(xix) The doctor-in-charge of a PHC should have 
the overall charge of all the supervisors and health._ 
workers in his area. He will be assisted by the Block 
Health Assistant for his headquarters' work. 

(xx) The doctors of PHC during their visits to 
sub-centres will not only render health care to the 
population but will also check the work of the health 
workers and their supervisors. 

(xxi) All the dispensaries in the jurisdiction of a 
primary health centre should be linked with the PHC 
and each dispensary doctor should render referral ser
vices to the cases referred by the health workers. 

(xxii) The doctors at the PHC should. divide the 
population on a geographical basis for their field visits. 
While one doctor attends to the out-patients and in
patients at the PHC, the other doctors should go out 
on field visits and extends integrated health, family 
planning and nutrition services to the· population. Thus 
each doctor will be at the PHC for three days and 
will be away on field visits for the other three days 
of the week. 

Wherever there is one lady doctor at the PHC, 
she should render specialist services for maternity and 
child health to the entire PHC population. 

(xxiii) In order to bring about an effective integra
tion of workers engaged in vertical programmes of 
health and family planning, the concept should be 
extended to the district and the State level. The divi
sion of work amongst the district medical officers should 
be on a geographical basis rather than on a programme 
basis. 

(xxiv) The concept of medical cqlleges integrat
ing all health, family planning, nutrition, and training 

· programmes. has been put forward. 

13! 



APPENDIX VIII 

Summary of Recommendations of the Group on 

(i) A nation-wide network of efficient and effec
tive health services.-A time has come when the entire 
programme of providing a nation-wide net-work of 
efficient and effective health services needs to be re
viewed de nOll:) with a· view to evolving an a'lternative 
strategy of development more suitable for our condi
tions, limitations and potentialities. We recommended 
that Government should undertake the task of evolving 
a national consensus on the subject. The general prin
ciples stated in paragraph 2 of the report for the deve
lopment of this net-work of health services may be 
taken as a basis for consideration in this effort. 

(ii) Para-professional or Semi-Professional Health 
Workers in the community itself.- We recommended 
that steps should be taken to create bands of para
professional or semi-professional health workers from the 
community itself to provide simple promotive, preven
tive, and curative health services which are needed by 
the community. They will include dais, family plan
ning workers, persons who could provide a simple 
curative service, and persons trained in promotional and 
preventive health activities. including the control of 
communicable diseases. They need not be multipurpose. 
The young persons in the community, elementary 
school teachers, and particularly educated and willing 
housewives would be the pool from which these workers 
could be drawn. There is no need to regulate their 
numbers nor to form them into a cadre and pay them 
a· remuneration from public funds. It would be desir
able to leave them to work on a self-employment and 
part-time basis. The· responsibilities 'of Government in 
their regard will be to make careful selection, to pro
vide training and re-training, and guidance and coun
selling (including periodical evaluation), and supply 
materials needed at reasonable prices. The Director 
General of Health Services should be requested to work 
out all the details of the programme during the current 
year and it should begin, as a centrally-sponsored 
scheme, in 1976-77. A fairly large part of the dco~n~ry 
should be covered by the scheme before the en o t e 
Fifth Plan and the entire country should be covered 
by the end of the. Sixth Plan. 

(""") From the C~nmnunity to the PHC.-Between 
111 • I . 

h nity (and the local para-profess10na , semt-
t efco~mul or professional• health workers within) and 
pro ess10na 1 h k 
the PHC. we should develop two cadres hea t wor ers 

and health assistants. . 
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Medical Education and Support Manpower. 

(i) At present, there is a male health worker 
for every six-seven thousand papulation and one 
female health worker for every ten thousand popu
lation. The proposed target for the Fifth Five 
Year Plan is to have a male and a female worker 
each for a population of eight thousand. We 
recommend that, by the end of the Sixth Plan, we 
should strive to provide one male and one female 
worker each for every 5,000 population. We also 
recommend that every health worker should be 
trained and equipped to give simple specified reme
dies (including proven indigenous remedies as well) 
for day-to-day illnesses. 

(ii) Between the health workers and the PHC, 
there should be a new cadre of health assistants. 
We should strive. to provide one male and one 
female health assistant for two male and two 
female health workers respectively. The existing 
multipurpose supervisors should be incorporated 
into this cadre after suitable training and it should, 
in future, be treated as an incentive and promo
tional cadre for health workers. The health assis
tants should be invariably located at the sub
centres and not at the PHC. Like the health work
ers, they should also be trained and equipped to 
give specific remedies for simple day-to-day ill
nesses. While they have a suervisory role, they 
should also function as health workers in their 
own areas and carry out the same duties and res
ponsibilities. but at a higher level of technical 
competence. 

(iii) The PHC itself should be strengthened by 
the addition of one more doctor, especially to look 
after maternal and child health services and one 
nurse. The existing allotment of Rs. 12,000 ear
marked for the purchase of drugs at each PHC is 
inadequate and should be increased. The po._ssibility 
of utilising the services of senior doctors at the 
medical college, regional, district or taluka hospi
tals for brief periods of work (say two yeats at a 
time) at the PHC level should also be explored. 

(iv) The Referral Services Complex.-We recom
mend that the Primary Health Centres, as well as the 
taluka/tehsil, district, regional and medical college hos
pitals should each develop living and direct links with 



the community around them as well as with one another leges for entering into the community and the pro
within a total referral services complex. This linkage gramme iteself organised on the broad lines indicated 
can best be secured through a properly organised intern-· in paragraphs 7, 10-13. We attach great jmportance to 
ship programme. The way in which the internship the desirability of associating general practitioners of 
programme is organised at present is wasteful. We good standing and experience in the training of under
recommend that, for purposes of training the interns, graduates. The desirability of continuing both the 
the district, sub-divisional and talnka I tehsil hospitals internship and the first year of the junior residency as 
should be used as the out-reaches of the medical col- organised at present also needs examination. 
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APPENDIX IX 

Summary of Recommendations 

1 Rtru · · 
. . . es c~~~ of-'the top echelons of the health 
semces shou!fl···~-With reference t (') th 
unified · · 0 1 e need for a 
' ,,.-:Y'1"'1Ithonty frame covering the whole range of 
'f'til'ictiOnal services and (ii) the need for ens . rf . urmg pe ect 
complementanty between medical educati'on d . an opera-
1Ional health services. (6.3) 

_2· There Sh!Juld be a single Director of Health 
Serv~~s ~ho . would be in overall charge of health 
admmtstration, mcluding medical education. He should 
also be an Additional Secretary "to the Health Depart
ment. (6.4; 6.5) 

3. At the second-in-command position should be 
three Additional Directors in charge of Community 
Health Services, Institutional Health Services and Medl
cal Education and Research, respectively. (6.6; 6. 7) 

4. The staff officers at the next supporting level 
should bear the designation of Deputy Directors. There 
§hould be one Deputy Director each looking after 
(i) Community Health; (ii} Family Planning and MCH; 
(iii) Institutional Health Services and (iv) Medical 
Education and Research. (6.8;, 6.9) 

5. Four posts of Assistant Directors with specific 
functional orientation should be created for (i) Com
municable Diseases; (ii) Rural Health Services; (iii) 
Health Education and Training and (iv) Family Plan-
ing and MCH. (6.10) 

6. The administration of the ESI scheme should 
be fully integrated within the fold of the ·health services 
of the State. The-Additional Director of Institutional 
Health Services should be in charge of the ESIS also. 
A Deputy Director should be appointed to assist him. 

(6.11) 

7. A Deputy Director of Policy Planning and 
Evaluation is necessary under the direct control of the 
Director of Health Services to look after planning, 
monitoring and evaluation of health care programmes. 

(6.12) 

8. Dental Education needs special attention. For 
the present however the Dean of the Dental College 
may be additionally designated as the Deputy Director 
of Dental Education and Dental Services. (6.13) 
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9. The non-medical administration at the top 
level requires streamlining. A Joint Director (Admini
stration) drawn from the State Civil Service, supported 
by a Financial Comptroller-cum-Audit officer and a 
Senior Administrative officer should be put in charge 
of (i) Personnel management; (ii) Budgeting and expen
diture control, (iii) Purchases of stores; (iv) House-
keeping. ( 6.14) 

• 
. 10. The Superintendent of Nursing Services re

designated as the Deputy Director of Nursing Services 
should be responsible for all the wings of nursing ser• 
vices including nursing education. At the supporting 
level should be Assistant Directors in charge of the 
hospital, ESIS and community health wings. The 
Principal of the Nursing College should be the ex -officio 
Assistant Director of Nursing Education. (6.15) 

11. Chief Medical Stores Officer should function 
.at the Directorate to handle the diverse tasks of organis
ing and running a centralised non-stock holding pur-
chase operation. (6.16) 

12. A Hospital Engineering organisation is essen
tial to attend to the maintenance and repairs of build
ings and estates. A Hospital Engineer-cum-Chief Estate 
officer and sub-divisions at the teaching hospitals are 
recommended to be created. (6.17) 

13. A regio~al organisation with broad authority 
for promoting coordination at the area level, general 
powers of direction, supervision and control over the 
technical aspects of rural services, is necessary. Regional 
offices of Assistant Directors are recommended for five 
regions of the State. There should be a liberal pattern 
of devolution of authority in favour of the Regional 
Assistant Directors. (7.1; 7.2; 7.31 

14. Standing Committees should be formed at the 
teaching hospital centres with officials and non-officials 
to assist in the process of planning and expansion of 
health services and post-facto evaluation. (7.4) 

15. At the district level the Civil Surgeons should 
be in over-all charge of all medical institutions other 
than the Primary Health Centres. (7.5) 

16. All hospitals in the district other than ~he 

principal district hospital should be designated as regio-
nal referral chospitals. (7.51 



17. A district level Committee of Direction, con-
si!.ting of officers should be constituted. (7.5) 

18. The District Health officer should be in full 
command of the entire rural health programme, includ
ing family planning. The DFPMO may be designated 
as the Additional District Health officer. (7.5) 

19. The bed-strength at all the district hospitals 
should be brought upto 200. Increasing the strength 
beyond, may be taken up in a phased manner in rela-
tion to regional needs. (7.8) 

20. In the immediate phase all district hospitals 
require to be provided with the services of specialists 
in Medicine, Surgery,, Paediatrics, and Obstetrics and 
Gynaecology. Posts of Dental Hygienist and Dental 
Mechanics are required to be created at the dental 
clinics of district hospitals. (7.9) 

21. Posts of R.M.O., Pathologist, Radiologist and 
Anaesthetist are essential for a district hospital. (7.10; 
7.11) 

22. There is need for standardising the staffing 
pattern of the district hospitals, particularly at the level 
of general duty medical officers and para-medical 
staffs. (7.12) 

23. The replacement of Honorary Medical officers 
at district hospitals by full-time incumbents should be 
taken on hand after a careful assessment of the situa
tica at various centres. (7.13) 

24. The staffing of other hospitals in the district 
also requires to be standardised in order to bring about 
th~ much needed uniformity in their organisation and 
functioning. (7.14) 

25. Talukas that do not have hospitals at present 
should be provided with one hospital each with a mini
mum bed strength of 50. At the taluka hospitals where 
the number of beds is less than 50 efforts sliould be 
made to raise the strength to this level. Priority has 
to be given to the needy areas. (7.15) 

26. The taluka hospital, to be styled as the 'Regio
nal Referral Hospital' should have three medical officers 
in the basic specialities of Medicine, Surgery and Obs
tetrics and Gynaecology and an Anaesthetist. (7.16) 

27. A good pathological laboratory for carrying 
out investigations of routine specimens and X-ray faci-
lities are essential for the taluka hospital. (7.17) 

28. In order that the Primary Health Centres 
function as viable units and achieve greater functional 
cohesion among the medical and para-medical staff the 
population coverage of the centre and its sub-centres 
is necessary. (7.25) 

29. An attempt to relocate the RFPCs could 
yield better service coverage in theturlrl~r~as. (7.26) 

30. A mobile team of the Medical Officer oftlie 
RFPC and key para-medical staff to cover fixed medi
cal aid centres in the remote villages could be orga-
nised. (7 .26) 

31. Upgrading of selected sub-centres into full 
fledged PHCs and linking sub-centres and the allo
pathic dispensaries run by the Panchayats, should be 
taken on hand. (7.27) 

32. Medical officers of the dispensaries should 
also be assigned a few medical aid centres at focal 
points in the surrounding areas. (7.27) 

33. The allocations for the supply of medicines 
to the PHCs are in need of a substantial revision. 
(7.28) 

34. The problem of staffing of the PHCs and 
rural dispensaries requires to be tackled by providing 
monetary and non-monetary incentives to the staff 
posted to the rural centres. (7.29) 

35. Association of private medical practitioners 
in the scheme of operation of rural health services may 
prove to be useful. (7.31) 

36. A scheme of providing incentives to medical 
graduates to settle in practice in the rural areas also 
needs to be worked out. (7.32) 

37. A liberal pattern of grant-in-aid to encourage 
voluntary agencies to run institutions in the needy rural 
pockets is called for. (7.33) 

. 38. An efficien_t referral system from the periphery 
nght upto the medJCa! colleges and inter-communica-
tion between them should be established. (7.34) 

39. The medical colleges and the attached hospi
tals should function under common control. The Dean 
of the medical college should also be the Chief-
Superintendent of the teaching hospital. (8.3) 

40. A Vice-Dean and a Superintendent should be 
appointed to assist the Dean-cum-Chief Superintendent 
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.fu running the college and the hospital respectively. 
Both these posts should be manned by senior profes-
sors, on a fixed tenure of two years. (8.4) 

41. Deputy Deans ant;L_- neputy Superintendents 
.drawn from the cadr__y-of Assistant Professors may 
be inducte~9u...-t:be>heirarchy of the administration of 
the c~l~e and hospital wings and assigned specific 

-®tieS. (8.5) 

42. The nursing services at the teaching hospital 
should function under a Chief-Matron. , (8.6) 

43. A non-medical 'Administration' belonging to 
the State Civil Service should be appointed to ·look 
after responsibilities of an administrative and financial 
nature. (8. 7l 

44. A judicious use of the devices of coordina
tion is essential to the efficient functioning of the 
administration of the Hospital-College complex. A 
number of Committees should be constituted. (8.9; 8.1 0) 

45. A basic rethinking of the concept of 'Full
time Non Practising' cadres of medical teachers is not 
called for. (8.ll) 

46. Induction of Sessional Consultants and the 
introduction of 'Geographical Practice' for full time 
medical teachers are recommended. (8.12) 

4 7. Careful advance planning of every phase of 
the change over to the full-time system and the replace
ment of the Honoraries would be necessary. (8.14) 

48. Tbe evolution of 'Pay-clinics' and 'Group 
Practice' with arrangements for sharing of receipts bet
ween the participating medical tea't:hers and the Govern-
ment is a step in the right direction. (8.15; 8.16) 

49. Improvements in the service conditions of 
medical teachers and a rational placement policy are 
positive incentives to be thought of. (8.18) 

51. A City Hospital Authority may be created in 
Ahmedabad and Surat to synthesise the activities of 
all the major city hospitals both in relation to teaching 
and patient care. (8.22) 

52. EsllibEshing a fully equipped record and 
reference and information service is an essential pre
requisite of the scheme of pooling hospital services in 
the major cities. (8.23) 

53. The medical college and the teaching hospi
tal should play a three fold role--diagnostic, curative 
and instructional in the scheme of the two-way move-
ment from and towards the community. (8.24) 

54. The Mental Hospital Ahmedabad should be 
developed into a full-fledged regional hospital with at 
least 500 beds. The Mental Hospital at Jamnagar 
should also be developed to provide adequate coverage 
to the Saurashtra region. (9.2) 

55. Development of out-door facilities 
mental hospitals deserves. to be attended to. 

at the 
(9.3) 

56. At district hospitals. organising 
units with a few beds is necessary. 

psychiatric 
(9.4) 

5?. A State level Coordination Committee should 
be set up with broad consultative and advisory juris-
diction. (9.5) 

58. Each district hospital should have a dental 
centre, supported by trained staff. Periodical dental 
clinics may also be organised at the taluka hospitals 
and selected PHCs. (9.7) 

59. Government should assist financially dental 
graduates to set up practice in semi-urban areas. (9.8) 

60. The M & J Institute of Ophthalmology should 
be expaned to serve as the premier centre for specia-
lised treatment of eye diseases in the State. (9.10) 

61. In the rural areas ophthalmic services must 
be provided through mobile ophthalmic centres, under 
the joint sponsorship of the government and non-
government agencies. (9.12) 

62. In keeping with the emphasis on domiciliary 
treatment of T.B. opening of new hospitals and expan
sion .of existing institutions should be carefully regu-

50. The two medical colleges of Ahmedabad lated. (9.15) 

should coordinate their efforts in creating and running 
departments of post-graduation in order to getthe maxi
mum utilisation of scarce physical and man · power 
resources. (8.21) . 

.... 63. · Closer links between the T.B. institutions at 
the district and taluka levels and Government hospital~ 
must be established. (9.16) 
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64. Occasionally the services of experts may be 
obtained for the SET centres for Leprosy. Early detec
tion of the disease among children should be empha-
sised. (9.18) 

65. At least one major centre for undertaking 
reconstructive surgery needs to be developed in the 

·~ ~-1~ 

66. The Cancer Institute at Ahmedabad should 
become the major centre for treatment and research in 
the State. (9.21) 

67. Cancer diagnostic centres with minimal facili
ties for therapy may be started at all the medical 
colleges. (9.22) 

68. Full fledged intensive care units with a mini
mum of 5 beds must be provided at all the teaching 
hospitals. 

69. ECG machines should be available at all the 
district hospitals and other hospitals with more than 
100 beds. (9.24) 

70. The Diabetes Centres at the B.J. Medical Col
lege should be developed. The other medical colleges 
should also develop centres for diagnosis and treatment 
of diabetes and metabolic diseases. (9.26) 

77. Higher starting pay for the cadre of specialists 
and a selection grade for 20% of the posts are essen~ 
tial to attract suitabie candidates. (10.7) 

78. For the posts at the level of Assistant Direc
tors, Deputy Directors· and Additional Directors except 
the Additional Director of> <~edical Education and 
Research promotion of officers from --tb .. \L. heirarchy 
should be considered and direct recruitment sf.~~. be 
resorted to ouly in the event of non-availability ·or 
suitable candidates. (10.8; 10.9; 10.10) 

79. The three year registrarship scheme may 
prove useful in the con text o~ the staff shortages ol' 
the medical colleges. (10.13) 

SO. there is a case for maintaining a meaningful 
pay-differential between the posts of Deans and Profes-
sors. (10.15) 

81. An intelligent advance planning of recruitment 
and purposeful deployment of manpower are essential 
to achieve a proper balance. At the junior level a 
system of rotation between rural and urban postings 
must be worked out. (10.17) 

82. Training courses for officers at different levels 
should be periodically organised. (10.20; 10.21) 

83. The system of writing confidential reports 
71. Fully equipped Bum Centres must be located requires to be streamlined. (10.22 to 10.28) 

at all the teaching hospitals. (9.29) -~ · 

72. The medical colleges af Baroda and Ahmeda
bad should have 'Rehabilitation Centres' and the other 
two colleges should develop Physiotherapy and Occu-
pational therapy units. · (9.31) 

73. There is a good case for establishing at least 
one Paraplegic Centre in the State. (9.33) 

74. There should be full integration of the tech
nical cadres of the preventive and curative health ser
vices into a new Gujarat Health Service with Junior 
and Senior levels, both under the Class I category. 

(10.1; 10.2) 

75. Preference for post-graduate degree holders 
and age relaxation for them at the point of entry are 
recommended. (10.3) 

76. Pooling of comparable senior level posts for 
purposes of promotion of the entrants at fhe junior level 
and the provision of a selection grade covering 15% 
of tl!e iunior grade posts are suggested. (10.4; 10:S) 

84. The strength of nursing staff at the teaching 
hospitals should be raised to match the ratio of one for 
every three beds. At the district and other hospitals 
the ratio must be progressively raised to one to five. 

(I 1.2) 

85. The pattern of staffing at special hospitals and 
the requirement of trained nurses in specific areas of 
hospital activity should be worked out. (I 1.3) 

86. The rationalisation of the structure of nursing 
services and the provision of additional opportunities of 
promotion are essential. (11.5; 11.6) 

87. The standardization of the pattern of staffing 
of para-medical personnel and their salary grades is 
considered essential in the interests of uniformity. (12.1) 

88. Selection grades for at least 10% of each 
category, of para-medical staff at the hospitals and the 
PHCs, are recommended. (12.4) 

89. At the intermediatil levels a rationalisation of 
the heirarchical structure of the lay administration needR 
to be attempted. ' {12. 7) 



. . 90. The OPD should have a reception counter 
prominently loca~ and manned by trained staff. A~ 
the major hospitals It should also function as the enquiry 
office, round ilie clock. (13.2) 

91. Allocating separate hours for seeing new and 
old patients, running satellite O.P.Ds. in ilie larger cities 
and organising OPDs in tii~ after-noon hours are sug
gested to reduce over-crowding at ilie hospitals. (13.3; 
13.5). 

92. Admission of patients indoors for carrying out 
investigations needs to be avoid~. Hospital inns 
located close to ilie hospitals should be set up to take 
care of such cases as also cases of minor treatment and 

~~~ (13~ 

93. The OPD should become the medium for 
promotion of health and prevention of disease and form 
a Jiving link between the hospital wards, the organised 
h~,alth services and the community. (13. 7 to 13.17) 

94. The supply of X-Ray units and the creation 
of technical staff should be systematized. (14.2) 

95. Strengthening of laboratory services at hospi· 
tals of different categories is suggested. (14.3 to 14.6) 

96. For the city of Ahmedabad it would be bene
ficial to organise a Central Emergency Service. (15.2) 

97. Improving the standards of service at tlie 
casualty department is essential. (15.4) 

98. The organisation of the emergency service in 
a small town has to be intramural. (15.6) 

99. Mobile emergency vans with trained person
nel should be available at the larger hospitals so as to 
render assistance to cases reporting at smaller hospi-

. tals. (15.8) 

100. All the major hospitals should prepare and 
rehearse their oWD 'Disaster Plans'. . (15.9 to 15.11) 

101. The use of diesel or cooking gas or the 
smokeless chula should be encouraged at all the 
hospitals. (16.3) 

102. Periodical medical checks of personnel hand
ling food supplies and cooked food, are necessary. Use 
of hot food trolleys and stainless steel utensils is 
preferable. (16.4) 

103. The purchase of perishable food supplies 
deserves special care. Proper checks on issues and use 
of food articles should be constantly made. 06.5) 

su 104• ~ certain ~easure of centralisation of the 
ppl~ of lmen to VariOus hospitals might be desirable. 

A review of the policy of exclusive reliance on Khadi 
may be necessary in the light of the cost and durability 
advantages 

. (16.6) 

. 105. ~nstallation of power laundries at all the 
maJor hospitals would prove to be advantageous in the 
long run. (16.8) 

.106. Verification and accounting of drugs and 
medical stores in the wards and the OPD are essential 
(!~~ . 

107. At all the teaching hospitals it is essential 
to set up a central department for starilisation, storage 
and supply of all sterilised material and their upkeep. 
(16.10) 

108. The bacteriological sterility of supplies from 
the sterile supply source should be subjected to frequent 
checks. A Standing Committee for reviewing the 
sterilisation of equipment is suggested. (16.11' 

109 .. A control room manned round the clock is 
an essential adjunct of the Ambulence Service. (16.13) 

110. Regular maintenance and speedy repairs 
of amublance cars are essential. 

11 I. The working of the hospitals mortuaries 
requires to be reorganised on sound Jines. (16.15) 

112. Medical Audit by a quantitative assessment 
of clinical records should be introduced at the hospitals 
and Medical Audit Cells formed for the purpose (16.16) 

113. It would be desirable to have small work
shops attached to the teaching hospitals and the larger 
district hospitals, to handle routine repairs. (16.18) 

114. Studies on work measurement and utilisa
tion of hospital services should be carried out. 
Empirical indicators to measure the efficiency of the 
hospital system should be compiled and ana lysed 
regularly. (16.19; 16.20) 

' 
115. A compendium of standing orders concern

ing hospital administration and a Manual to aid the 
staff of various categories could be usefully brought 

out. (16.21; 16.22) 

116. Strengthening of 'Public Relations' at the 
hospitals needs special attention. Prompt attention to 
public complaints, press criticism and provision of 
facilities at the hospitals are important issues. in r 
regard. (16.23 ;r!JV 
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the maJor hospitals It should also fuction as the enquiry 
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91. Allocating separate hours for seeing new and 
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and organising OPDs in the after-noon hours are sug
gested to reduce over-crowding at the hospitals. (13.3; 
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93. The OPD should become the medium for 
promotion of health and prevention of disease and form 
a living link between the hospital wards, the organised 
he-alth services and the community. (13.7 to 13.17) 

94. The supply of X -Ray units and the creation 
of technical staff should be systematized. (14.2) 
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tals of different categories is suggested. (14.3 to 14.6) 

96. For the city of Ahmedabad it would be bene
ficial to organise a Central Emergency Service. (15.2) 

97. Improving the standards 
casualty department is essential. 

of service at the 
(15.4) 

98. The organisation of the emergency service in 
a small town has to be intramural. (15.6) 

99. Mobile emergency vans with trained person
nel should be available at the larger hospitals so as to 
render assistance to cases reporting at smaller hospi-

. tals. (I 5.8) 

100. AU the major hospitals should prepare and 
rehearse their own. 'Disaster 'Plans'. . (15.9 to 15.11) 

10 l. The use of diesel or cooking gas or the 
smokeless chula should be encouraged at all the 
hospitals. (16.3) 

102. Periodical medical checks of personnel hand
ling food supplies' and cooked food, are necessary. Use 
of hot food trolleys and stainless steel utensils is 
preferable. (16.4) 

103. The purchase of perishable food supplies 
deserves special care. Proper checks on issues and use 
of food articles should be constantly made. 116.5) 

104. ~ certain measure of centralisation of the 
suppl~ of Imen to various hospitals might be desirable. 
A revieW of the policy of exclusive reliance on Khadi 
may be necessary in the light of the cost and durability 
advantages. (!6.6) 

105. Installation of power laudries at all tl e 
major hospitals would prove to be advantageous in t~e 
long run. (!6.8} 

106. Verification and accounting of drugs and 
medical stores in the wards and the OPD are essential 
(1~ . 

107. At all the teaching hospitals it is essential 
to set up a central department for starilisation, storage 
and supply of all sterilised material and their upkeep. 
(16.10) 

108. The bacteriological sterility of supplies from 
the sterile supply source should be subjected to frequent 
checks. A Standing Committee for reviewing the 
sterilisation of equipment is suggested. (16.llt 

109. A control room manned round the clock is 
an essential adjuct of the Ambulence Service. (16.13) 

110. Regular maintenance and 
of amublance cars are essential. 

speedy repairs 

Ill. The working of the hospitals mortuaries 
requires to be reorganised on sound lines. (16.15) 

112. Medical Audit by a quantitative assessment 
of clinical records should be introduced at the hospitals 
and Medical Audit Cells formed for the purpose (16.16) 

113. It would be desirable to have small work
shops attached to the teaching hospitals and the larger 
district hospitals, to handle routine repairs. (16.18) 

114. Studies on work measurement and utilisa
tion of hospital services should be carried out. 
Empirical indicators to measure the efficiency of the 
hospital system should be compiled and ana lysed 
regularly. (16.19; 16.20) 

• 
115. A compendium of standing orders concem-

ing hospital administration· and a Manual to aid the 
staff of various categories could be usefully brought 
out. (16.21; 16.22) 

116. Strengthening of 'Public Relations' at the 
hospitals needs special attention. Prompt attention to 
public complaints, press criticism and provision of 
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: 11 r:rrl !'t'lllt' ll l n f drtr)..! ' :rrcPrd illg Ill d :rlt''- pf cx prry a .-t• 

L' \\l'llf i; d . ( 18. 14 1 

I :1'> . In vL'IliPry L'l llltrn l wi th /\ B( ' c l:t.,., i l rt·:rt ion ..tnd 
v t :n :ll la ly ... i -.: , ,lllll ld ht• int rod uced . 118. 17) 

140. Phy '-it·a l vni lictl inn n r .\ I orcs 

:rtrdit ' hould he urg;rn i,cd pn itldi r: tll y. 
:r nd internal 

( 18.19) 

1--l l . Flkcli ve slt'p-; lo check pil k ragcs are 

ll l't'ded . ( 18. 20) 

142. Ser v ice l'Oil trach for main ten ance or equip

lll t: llh should he enl t: rcd into . /\ Ct:nl ral W nrkshop at 

/\hmeda had :r11d rt:gillnal work shups at the medical 

college cen tre-; suppkmentcd by m obile un it s can largely 

111L'e t the rcq ui rc menh of ma intc n~mct: and repa irs. 

(18.23) 

143. Ma in tenance and r epa rrs or vehicks needs 

In he or~an iscd cflicientl y. R egional workshops should 

have lht' i r own tra nspo rt w ings. ( 18.24) 
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